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Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 

to  reflex  spasm  to  local 
pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mat  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy;  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychot/opics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
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2-mg,5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 
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Nutley,  New  Jersey  07110 


4 r f 


f I 


I <:UN  fi  p<=n,i^  - 

■■•■>Mt--r  F'lJNi-Tr  ^‘-'^-^1^' 

•'<•*'-  r f ( J/.l  pr-„  , ^ 

" t:  f-'/  IF:  f 


• fc:.  F ^ ; 


■H  T 

•■  IN- 

PPF-f. 


^.-.y  > 


* T C . 


'4 


' r 


OUTPATIENT 

PULMONARY 

FUNCTION 

LABORATORY 


!P 


l*ULMO> AKY  ASSESSMENT 


— in  diagnosis  and  prognosis 

OT-;-t  —in  management  and  evaluation  of  therapy 

— in  disability  evaluation 

' ■ —in  pre  and  post  surgical  evaluation 


J 1 ■ Computer  reports  to  your  office  the  same  day 


Schedule  Pulmonary  Function  Tests  and/or 
Arterial  Blood  Gas  Analysis  by  calling: 


■-.C  H 

r 

'■-hi  .fHH  r 
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EOK  CHEST  DISEASES,  LTD. 
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THE  ADVANTAGES  OF 
HMir  OJTWEGH  SYNTHROID' 

(Sodium  Levothyroxine,U.S.P)  (Sodium  Levothyroxine,U.SP) 

Tablets 


Sodium 

Levothyroxine,  U.S.P. 

Less  Expensive* 

(Costs  10%  less) 

Potency-Coded  Tablets 

Color-Coded  Tablets 

Scored  Tablets 


Sodium 

Levothyroxine,  U.S.P. 
Color-Coded  Tablets 
Scored  Tablets 


(Sodium  Levothyroxine,  US.P) 
Tablets 


963-LD-4 


Armour  Pharmaceutical  Company, 
Phoenix,  Arizona  85077 


1 Tablet  Potencies 
(0.15  mg.  is  new) 
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Health  care  doesn’t 
need  more  red  tape 


THERE AREA 
LOTOFPEOPLE 
GETTING  BETWEEN 
YDUANDHOUR 
PATIENT. 

I 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  \litn  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  coiUtr^l  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  puilfioi’tedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


hill 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street, N.W,  Washington,  D.C.  20005 
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H(es  a change  once  in  awhile 

So  after  28  years  of  service  we’ve  changed  our  name. 

That’s  right.  Dye  Medical  and  Oxygen  Supply  is  now  Reilly 
Medical  Supply. 

And  we’ve  also  changed  our  Phoenix  address  to  4535  West 
Van  Buren.  This  move  to  new  and  larger  quarters  in  Phoenix 
will  enable  us  to  serve  you  better. 

A new  name.  A new  Phoenix  address.  But  the  same  pro- 
fessional staff  and  quality  service  we’ve  provided  Arizonans 
for  28  years. 

Reilly  Medical  Supply.  Visit  us  at  our  new  Phoenix  home. 

We  like  it.  And  we  think  you  will  too. 
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I * I Reilly 

^ I Medical  2002  N.  Forbes  Blvd.  Suite  100 

ACimnltf  Tucson,  Arizona  85705 
OUppiy  (602)  623-4348 

Formerly  Dye  Medical  and  Oxygen  Supply  Company. 


4535  W.  Van  Buren  Street 
Phoenix,  Arizona  85009 
(602)  278-8541 


8 JANUARY  1977  • XXXIV  • 1 


to  lower 
blood  pressure 

effectively... 


in 

antihypertensive  therapy 


without 

compromising 

existing 

cardiac 

output 


TABLETS;  250  mg,  500  mg,  and  125  mg 

ALDOMET(methyldob\  i msd) 


helps  lower  blood  pressure  effectively... 
usually  with  no  direct  effect  on 
cardiac  function- cardiac  output 
is  usually  maintained 

ALDOMET  is  contraindicated  in  active  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 
previous  methyidopa  therapy  has  been  associated  with  liver  disorders. 

It  is  important  to  recognize  that  a positive  Coombs  test,  hemolytic  anemia,  and  liver  disorders 
may  occur  with  methyidopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  or  liver  disorders 
could  lead  to  potentially  fatal  complications  unless  properly  recognized  and  managed.  For  more 
details  see  the  brief  summary  of  prescribing  information. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 


MSD 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis;  if  previous 
methyidopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyidopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyidopa  therapy,  10%  to  20%  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy.  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less.  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications. One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia.  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyidopa.  If  a positive  Coombs  test 
develops  during  methyidopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem  For  exam- 
ple, in  addition  to  a positive  direct  Coombs  test 
there  is  less  often  a positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood. 

At  the  start  of  methyidopa  therapy,  it  is  desirable  to 
do  a blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a baseline  or  to  establish  whether 
there  is  anemia.  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia.  It 
may  be  useful  to  do  a direct  Coombs  test  before 
therapy  and  at  6 and  12  months  after  the  start  of 
therapy.  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyidopa  and  the  drug 
should  be  discontinued.  Usually  the  anemia  remits 
promptly.  If  not,  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered.  If  the 
hemolytic  anemia  is  related  to  methyidopa,  the  drug 
should  not  be  reinstituted.  When  methyidopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only.  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyidopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyidopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 
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cross  matching.  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  major  cross 
match  and  the  assistance  of  a hematologist  or 
transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy, 
sometimes  with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SCOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy.  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyidopa.  If 
caused  by  methyidopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued. 
Methyidopa  should  not  be  reinstituted  in  such  pa- 
tients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur 
Patients  should  be  followed  carefully  to  detect  side 
reactions  or  unusual  manifestations  of  drug  idio- 
syncrasy. 

Use  in  Pregnancy;  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks; 
possibility  of  fetal  injury  can  not  be  excluded. 
Precautions;  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyi- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported. 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma.  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery.  Methyidopa 
IS  not  recommended  for  patients  with  pheochromo- 
cytoma.  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyidopa  or  its 
metabolites. 


^SD  MERCK  SHARP  & DOHME 


Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascu- 
lar disease.  Patients  may  require  reduced  doses  of 
anesthetics;  hypotension  occurring  during  anes- 
thesia usually  can  be  controlled  with  vasopressors. 
Hypertension  has  recurred  after  dialysis  in  patients 
on  methyidopa  because  the  drug  is  removed  by  this 
procedure. 

Adverse  Reactions:  Central  nervous  system: 
Sedation,  headache,  asthenia  or  weakness,  usually 
early  and  transient;  dizziness,  lightheadedness, 
symptoms  of  cerebrovascular  insufficiency, 
paresthesias,  parkinsonism.  Bell's  palsy,  decreased 
mental  acuity,  involuntary  choreoathetotic  move- 
ments; psychic  disturbances,  including  nightmares 
and  reversible  mild  psychoses  or  depression. 
Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris.  Orthostatic  hypotension  (decrease  daily 
dosage).  Edema  (and  weight  gain)  usually  relieved 
by  use  of  a diuretic.  (Discontinue  methyidopa  if 
edema  progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black"  tongue,  pancreatitis,  sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice, 
liver  disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic 
anemia.  Leukopenia,  granulocytopenia,  throm- 
bocytopenia. 

AHergic:  Drug-related  fever,  myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  to 
500  mg  daily  when  given  with  antihypertensives 
other  than  thiazides.  Tolerance  may  occur,  usually 
between  second  and  third  month  of  therapy;  in- 
creased dosage  or  adding  a thiazide  frequently 
restores  effective  control.  Patients  with  impaired 
renal  function  may  respond  to  smaller  doses.  Syn- 
cope in  older  patients  may  be  related  to  increased 
sensitivity  and  advanced  arteriosclerotic  vascular 
disease;  this  may  be  avoided  by  lower  doses. 

How  Supplied:  Tablets,  containing  125  mg 
methyidopa  each,  in  bottles  of  100;  Tablets,  contain- 
ing 250  mg  methyidopa  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000; 
Tablets,  containing  500  mg  methyidopa  each,  in 
single-unit  packages  of  100  and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  informa- 
tion. Merck  Sharp  & Dohme.  Division  of  Merck  & 
Co.,  Inc.,  West  Point,  Pa.  19486  J6AM07 (707) 


PATIENT  CHART  STORY 

“We  thought  we  had  it  for  sure  in  our  files  but  somehow  it  was  misfiled.  A search 
for  the  chart  started  because  we  knew  it  must  be  somewhere.  The  doctor  waited 
impatiently— The  patient  waited  impatiently— we  needed  that  record!” 


AUTOMATED  COLOR  CODED  CHART  SYSTEM 


IF  THE  PATIENT  CHART  STORY  HAS  HAPPENED  IN  YOUR  OFFICE  THEN 
YOU  NEED  MORE  INFORMATION  FROM  THE  EXPERTS  IN  CHART  FILING 
AND  RETRIEVAL. 

OSAM  OF  ARIZONA,  INC. 

(Successor  to  Remington  Rand  Phoenix) 

124  W.  Thomas  Rd.,  Phoenix,  Arizona  85013 


JUST  MAIL  THE  COUPON  OR  CALL  (602)  263-9432 


NAME 


Yes,  I would  like  more 
information  on: 


ADDRESS  □ Color  Coded  Chart  Filing 

System 

□ Automated  Chart  File 

Equipment 

PHONE  NO.  □ Microfilm  Equipment 


ARIZONA  MEDICINE  -| -| 


All  oral  bronchodilators  arc 
pretty  much  the  same.  Right? 
Wrong! 

The  difference  is  in  their  action  — both  before  and  after 
symptoms  begin.  That’s  the  reason  for  TEDRAU. 

□ effective  and  prolonged  bronchodilation  from  the 
synergistic  effect  of  ephedrine  and  theophylline 

□ /^-ADRENERGIC  ACTION  RELAXES  BRONCHIAL 
SMOOTH  MUSCLE 

□ a-ADRENERGIC  ACTION  REDUCES  BRONCHIAL 
EDEMA  AND  SECRETIONS 

□ dosage  forms  to  meet  individual  patient  needs 


For  proven  performance. . . 

Tedral/tedrarSA/Tedral  Elixi 


Each  tablet  contains  t30  mg 
theophylline.  24  mg  ephedrine 
hydrochloride,  and  8 mg 
phenobarbital 


Each  tablet  contains  1 80  mg  anhydrous  theophylline 
[90  mg  in  the  immediate  release  layer  and  90  mg  m 
the  sustained  release  layer)  48  mg  ephedrine 
hydrochloride  ( 1 6 mg  in  the  immediate  release  layer 
and  32  mg  in  the  sustained  release  layer),  and  25  mg 
phenobarbital  in  the  immediate  release  layer 


Each  5 ml  teaspoonlul  contains  32  5 mg 
theophylline  6 mg  ephedrine  HCl,  and  2 mg 
phenobarbital,  the  alcohol  content  is  1 5% 


See  next  page  for  brief  summary 


SUSTAINED  ACTION 


WARNER/CHILCOTT 

Division.  Warner-Lambert  Company 
Morris  Plains.  New  Jersey  07950 
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TKDKAL® 

TKDKAI,*'  SA  Sustained  Action 
TKDKAL®  Klixir 


CAUTION:  Federal  law  prohibits  dispens- 
inc  Tedral  SA  without  prescription. 
Description.  Tedral : each  tablet  contains 
i;iO  ni(r  theophylline,  24  ni;r  ephedrine  hy- 
drochloride, and  8 nip  phenobarhital. 

Tedral  S.\:  each  tablet  contains  180  nip 
anhydrous  theophylline  (00  nip  in  the  im- 
mediate release  layer  and  00  mp  in  the 
sustained  release  layer);  48  mp  ephed- 
rine hydrochloride  (10  nip  in  the  imme- 
diate release  layer  and  22  mp  in  the  sus- 
tained release  layer);  2.2  mp  phenobarhital 
in  the  immediate  release  layer. 

Tedral  Klixir:  each  .2  ml  teaspoonful  con- 
tains .‘12..2  mp  theophylline,  0 mp  ephed- 
rine hydrochloride,  and  2 mp  phenobar- 
bital;  the  alcohol  content  is  1.27f. 

Indications. Tedral,  Tedral  SA,  and  Tedral 
Klixir  are  indicated  for  the  symptomatic 
relief  of  lironchial  asthma,  asthmatic  l>ron- 
chitis,  and  other  bronchosp;istic  disorders. 
They  may  also  be  used  prophylactic-ally  to 
aliort  or  minimize  asthmatic  attacks  and 
are  of  value  in  manapinp  occasional,  sea- 
sonal or  perennial  asthma. 

Tedral  SA  (Sustained  .Action)  otfers  the 
convenience  of  b.i.d.  dosape. 

Tedral  Klixir  is  convenient  for  persons 
who  may  have  ilitliculty  in  swallowinp 
tablets. 

These  Tedial  formulations  are  adjuncts 
in  the  total  manapement  of  the  asthmatic 
patient.  Acute  or  severe  asthmatic  attacks 
may  necessitate  supplemental  therapy  with 
other  di'ups  by  inhalation  or  other  jiaren- 
teral  routes. 

Contraindications.  Sensitivity  to  any  of 
the  inpredients;  porphyria. 

Warninps.  Drowsiness  may  occur.  I’llKNO- 
HARHITAI,  .MAY  BK  II AHIT-FORMING. 

Precautions.  Use  with  caution  in  the  pres- 
ence of  cardiovascular  disease,  severe  hy- 
pertension, hyperthyroidism,  prostatic  hy- 
pertrophy. or  plaucoma. 

.\d\erse  Reactions.  Mild  epipastric  dis- 
tress. i)alpitation,  tremulousness,  insom- 
nia, difficulty  of  micturition,  and  ('NS 
stimulation  have  been  reported. 

Averape  Dosape.  P rnphylnctir  or  Thera- 
peutic. 

Tedral:  .Ida/hs  — One  or  two  talilets  every 
4 hours.  Ch  ild re ti  — (Over  fit)  lb)  one-half  the 
adult  dose. 

Tedral  SA  : ,4(/»/t.s-  — One  tablet  on  arisinp 
and  one  tablet  12  hours  later.  Tablets  should 
not  be  chewed.  ('  h ild  rcn  — Sot  established 
for  children  under  12. 

Tedral  Klixir:  Note:  One  teaspoonful  is 
ecjuivalent  to  oiie-tintnlci  Tedral  tablet. 
('ll  ild  rrii  —One  teaspoon  ful  per  20  lb  body 
weipht,  every  t-O  hours,  unless  prescribed 
otherwise  by  physician.  .Should  lie  piven  to 
children  under  2 years  of  ape  only  with  ex- 
treme caution.  Adults  — One  to  two  table- 
spoonfuls every  four  hours. 

Supplied.  Tedral : White,  uncoated  scored 
tablets  in  bottles  of  24  (N  0047-0220-24), 
100  (N  0047-0220-21)  and  1000  (N  0047- 

0220- (i0).  .Also  in  Unit  Dose  — packape  of 
10  X 10  strips  (N  0047-0220-11). 

Tedral  S.A : Double-layered,  uncoated, 

coral/ mottled  white  tablets  in  bottles  of 
100  (N  0047-0221 -.21)  and  1000  (N  0047- 

0221- 00).  Also  in  Unit  Dose— packape  of 
10  X 10  strips  (N  0047-0221-1  1). 

Tedral  Klixir:  Dark  rod  and  cherry-fla- 
vored in  474  ml  (10  tl  oz)  bottles  (N  0047- 
0242-10). 

STORK  BKTWKKN  .29°  and  80°F  (1.2°  and 
.20  °C). 

Full  information  is  available  on  request. 


MANAGEMENT  ADVICE 


MEMBER 

smjiiD 

SOCiCn  or  MOCA  MmuT 
WMCCiiCirT  co«$uir*ins 


Practice  management  counseling 
and  personal  financial  planning 

• 

Objective  review  of  proposed  investments. 

(We  do  not  .re//  investments, 
real  estate  or  insurance). 

• 

Evaluation  and  improvement  of  collection  methods. 

Cost  effectiveness  surveys  of  your  practice. 

• 

Facility  design  and  feasibility  studies. 

MEDICAL  BUSINESS  CONSULTANTS 

3225  North  Central  Avenue,  Suite  300-B 
Phoenix,  Arizona  85012  Phone  (602)  264-3803 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$8.00  per  volume,  including  name  imprint 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 


ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


contains  no  aspirin 


tablets 


700043 


lOO  nriQ.  DOrVOn-N  (prcDpaxyp)henerxpsyla^^ 

650  mg.  acetaminophen 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company.  Inc. 
Indianapolis,  Indiana  46206 
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UBXYPHOID  EPICARDIAL  PACEMAKERS: 
n Alternative  to  the  Transvenous  Approach 


ILLIAM  P.  CORNELL,  M.D. 

EREMY  TORSTVEIT,  M.D. 

ABSTRACT 

The  subxyphoid  approach  to  epi- 
rdial  pacemaker  placement  was  intro- 
ced  as  a method  to  obtain  the  long 
m reliability  of  an  epicardiai  system 
:h  the  low  operative  morbidity  and 
>rtality  of  the  transvenous  procedures. 
Jsing  a similar  technique  from  March 
7Z  to  August  1976,  54  patients  at  our 
litution  had  permanent  subxyphoid 
icardial  pacemakers  implanted.  Effec- 
|e  cardiac  pacing  was  established  in 
;ry  case  and  we  found  the  procedure 
be  tolerated  well  with  no  operative 
>rtality.  Long  term  electrode  failure 
curred  in  two  patients  (4%). 

'Despite  a significant  long  term  comp- 
atlon  rate,  the  transvenous  pace- 
iker  remains  the  most  popular  pacing 
item  used  today.  The  safety  of 
plantation  and  long  term  reliability  of 
i sybxyphoid,  epicardiai  pacemaker 
pear  to  make  it  a better  choice  for 
tients  requiring  permanent  cardiac 
cing. 

\ recent  comparative  study  of  all  modes 
permanent  pacemaker  implantation 
icluded  that  the  subdiaphragmatic 
jicardial  pacemaker  was  overall,  the  least 
jumatic  to  the  patient  and  the  most 
I'uble  free  in  long  term  follow-up.' 
iTransvenous  pacemaker  implantation 
ries  an  initially  lower  risk  to  the  patient 
m the  epicardiai  pacemaker  placement 
1 formal  thoracotomy  and,  hence  trans- 
lous  types  are  used  most  frequently.'  ^ s 

Long  term  complications  with  trans- 
lous  pacemakers  are,  however,  frequent 
d the  epicardiai  systems  have  demon- 
ated  a greater  long  term  reliability.^  ^ 
ansvenous  lead  displacement  has  been 
lorted  in  the  range  of  14%  to  30%  in 

bmiiied  for  publication  II  76. 

eprint  Requests  to:  William  P.  Cornell.  M.D. 
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several  series.'*  ^ ® Perforation  of  the  ven- 
tricle and  problems  with  skin  erosion  by 
wire  or  pulse  generator  are  known 
complications  of  transvenous  pacemakers, 
and  since  the  electrode  is  an  indwelling 
intravenous  foreign  body,  thrombosis  and 
endocarditis  are  also  possible. '* 

The  development  of  a sturdy,  sutureless, 
screw-in  electrode  allowed  for  limited 
exposure  techniques  to  be  used  in  epi- 
cardiai pacemaker  implantations.  The 
immediate  operative  morbidity  and  mor- 
tality using  these  techniques  is  compar- 
able to  the  transvenous  approaches.^  ’ 

PATIENTS 

Fifty-four  patients  ranging  in  age  from 
47  years  to  92  years  with  a mean  age  of  69 
years  underwent  placement  of  subxyphoid 
epicardiai  pacemakers. 

Indications  for  surgery  were  heart  block 
in  34  patients,  tachycardia-bradycardia 
syndrome  in  10,  atrial  arrhythmia  with 
bradycardia  in  7 and  sinus  bradycardia  in 
3. 

Six  patients  had  permanent  transvenous 
pacemakers  already  in  place  with  electrode 
displacement  or  ventricular  perforation. 
Perforations  with  temporary  transvenous 
pacemakers  had  occurred  in  four  others. 
Electrode  erosion  of  the  skin  with  in- 
fection was  present  in  two  of  the  patients 
with  permanent  transvenous  [jacemakers. 
In  one  patient,  an  attempt  at  transvenous 
implantation  had  been  unsuccessful.  An- 
other patient  with  a transthoracic  epi- 
cardiai system  required  revision  because  of 
poor  capture  due  to  lead  corrosion. 

METHODS 

The  patient  is  placed  supine  on  the 
operating  table  and  the  abdomen  and 
chest  are  sterily  prepared  and  draped.  An 
ujrper  midline  incision  is  made  and  the 
fascia  is  divided  but  the  peritoneal  cavity 
is  not  entered.  After  excising  the  xyphoid. 


the  pericardium  is  opened  under  the 
sternum.  Blunt  dissection  and  retranion 
of  the  dia|)hragm  exposes  the  right 
ventricular  surface.  In  an  area  of  myo- 
cardium free  of  fat  and  vessels,  two 
sutureless  electrodes*  are  i)laced  two 
centimeters  a|)ait.  Pacing  thresholds  for 
each  lead  are  tested  and  the  permanent 
pulse  generator  is  connected.  A sub<  u- 
taneous  pocket  is  made  to  the  left  of  the 
incision  and  the  pericardium  is  loosely 
closed  around  the  wires.  I he  pulse 
generator  and  excess  wire  is  placed  in  the 
pocket  and  the  wound  is  closed  in  layers. 
A Hemovac  drain  is  usually  employed  for 
24  to  48  hours  postoperatively. 

■Single  elec  trodes  were  used  in  the  first 
10  irrocedures  and  in  the  remainder,  a 
bipolar  system  was  implanted. 

Anesthesia  for  this  procedure  can  be 
adjusted  to  the  individual  patient’s  con- 
dition and  relative  risks  involved.  Ihe 
entire  procedure  has  been  performed  using 
local  anesthesia  but  since  some  discomfort 
is  experienced  during  pericardial  manipu- 
lation, light  general  anesthesia  is  usually 
given  at  this  period  in  the  procedure. 
.Some  prczcedures  were  done  totally  with 
general  anesthesia. 


RESULTS 

Operative  times  ranged  from  40  minutes 
to  90  minutes  and  averaged  55  minutes. 
Cardiac  jiacing  was  established  early  in 
the  procedure,  usually  within  the  first  10 
minutes. 

Successful  electrode  placement  and 
pacing  was  achievc'd  in  every  patient  with 
thresholds  averaging  less  than  one  milli- 
ampere. 

Two  hospital  deaths  wre  recorded  with 
both  patients  suffering  from  intractable 
congestive  heart  failure.  The  deaths 
occurred  several  weeks  after  surgery  and 
there  was  no  pacemaker  malfunction 
evident. 

One  patient  with  a fibrinous  j)eri- 
carditis  due  to  perforation  cjf  a trans- 
venous electrode  eventually  reejuired  a 
new  transvenous  pacer  because  of  poor 
capture.  One  unipolar  system  was  revised 
to  bipolar  because  of  an  increased  pacing 
threshold.  During  pulse  generator 
changes,  other  electrode  thresholds  have 
been  checked  and  have  continued  to  be 
satisfactory.  No  other  electrode  problems 
have  been  reported  in  the  remainder  of  the 
patients  ranging  from  one  month  to  39 
months  after  implantation. 

V'arying  degrees  of  symptomatic  peri- 
cardial reaction  were  present  in  seven 
patients  and  all  were  successfully  treated. 
Removal  of  serrous  fluid  around  the 
wound  was  necessary  in  17  patients.  This 
is  apparently  due  tcj  a temporary  leaking 
of  pericardial  fluid  into  the  pacemaker 
pocket. 
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THIRD  INTERNATIONAL 
COCCIDIOIDOMYCOSIS  SYMPOSIUM 


JOHN  W.  KENNEDY,  M.D.,  Editor 


Initially  the  pulse  generators  were 
placed  beneath  the  rectus  muscle  but  this 
technicjue  was  abandcrned  after  two  of  the 
power  packs  eroded  into  the  peritoneal 
cavity.  In  both  patients  cardiac  pacing 
continued  and  after  repositioning  there 
were  no  further  conset]uences.  Cairrently, 
all  pulse  generators  are  placed  above  the 
rectus  sheath  in  the  subcutaneous  tissue. 

Power  pack  changes  have  presented  no 
difficulty  and  there  have  been  no  skin 
problems  or  wound  infections. 

DISCUSSION 

The  long  term  reliability  of  epicardial 
pacemakers  make  their  use  advantageous. 
The  subxyphoid  approach  is  a safe  way  to 
establish  such  a pacemaking  system. 
Successful  cardiac  pacing  was  established 
in  all  of  our  patients.  Two  patients  later 
required  electrode  revision  representing  a 
4%  failure.  The  post  pericardiotomy 
syndrome,  our  major  complication,  was 
present  in  7 patients  (13%)  but  this 
complication  is  treatable  without  inter- 
ruption of  cardiac  pacing.  In  contrast,  the 
major  complications  from  transvenous 
pacemakers  (reported  up  to  35%'  ^ 

often  cause  cardiac  pacing  to  be 
interrupted  and  are  therefore  life 
threatening.  The  minor  problems  we 
encountered  with  the  subxyphoid 
approach  were  largely  due  to  accumu- 
lation of  pericardial  fluid  at  the 
operative  site.  In  those  cases,  compli- 
cations have  not  arisen  from  repeated 
aspirations,  and  in  no  patients  has 
aspiration  been  necessary  on  a chronic 
basis. 

We  feel  the  safety  and  stability  of 
the  subxyphoid  system  has  been 
demonstrated  and  an  initially  greater 
surgical  procedure  than  the  trans- 
venous implantation  can  be  justified 
in  most  patients.  The  new  long  life 
pulse  generators  and  sturdy  epicardial 
electrode  inserted  from  below  the 
diaphragm  offer  the  greatest  potential 
of  all  current  methods,  for  safe,  long 
term,  trouble  free  cardiac  pacing. 

Bibliography  available  upon  request. 
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Those  of  you  who  attended  the  recent 
Tucson  triumphant  performance  must 
have  been  inspired  and  instructed  by  the 
wide  array  of  information  on  research 
work  going  on  in  this  field. 

As  one  speaker  put  it  “Coccidioido- 
mycosis may  be  a small  pimple  on  the  butt 
of  the  populace  compared  with  the  many 
other  far  more  widespread  diseases”  but  it 
certainly  has  its  serious  clinical  and 
investigative  followers. 

The  Madera  Site,  an  archeological  dig 
in  California,  on  one  project,  28  of  30 
students  came  down  with  a disease.  These 
sites  had  one  thing  in  common.  They  all 
had  acid  soil,  whereas  the  soil  in  adjacent 
areas  might  be  highly  alkaline.  There  was 
only  one  creosote  bush  reportedly  in  the 
immediate  area,  in  contradistinction  to 
the  areas  here  in  Arizona  where  the 
“creosote  bush  fluorishes  so  does  Cl.”  Of 
the  four  sites  70  to  80%  of  the  students  had 
clinical  symptoms  of  a disease  and  there 
was  one  case  of  Cl  meningitis. 

There  were  several  reports  concerning 
the  efficacy  of  Transfer  Factor  Therapy 
and  they  ranged  from  mild  enthusiasm  to 
stark  disappointment  in  results.  Some 
thought  the  Transfer  Factor  was  an  aid  in 
immuniological  response  and  that  there 
was  frequently  a skin  test  conversion  in 
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cases  with  or  without  minimal  cliniij 
manifestations  and  in  severe  cases  usir 
the  Transfer  Factor  in  a few  hours  the  skj 
test  might  become  positive,  revert  h 
negative  and  if  recovery  takes  place  |p| 
might  spontaneously  revert  back  to  pc^ 
tive.  Some  thought  that  some  prognos^ 
inferance  could  be  drawn  from  thl. 
Others  state  that  the  skin  test  is  not 
clear-cut  as  formerly  thought  to  be  a:t 
prognostic  sign  but  the  Transfer  Fac  cl 
helped  to  make  it  more  readily  obtainal « 
In  other  words,  in  severe  cases  who  htg; 
an  immuniological  defect  or  in  mild  ca*? 
in  which  the  skin  test  is  not  yet  positiy 
Transfer  Factor  might  convert  both  f 
them  to  positive  indicating  the  presence  f 
the  infection. 

The  late  Doctor  C.R.  Smith  review!  ? 
the  history  of  Cl  here  in  Phoenix  at  e 
second  symposium  in  1955  alluded  to  r 
fact  that  Cl  was  a respectable  disease  ui  1 
it  went  to  the  dogs  here  in  Arizona.  Thi  s 
the  first  place  in  which  it  was  proven  t t 
dogs  were  susceptible  to  the  disease,  e 
might  have  also  stated  that  it  is  also  wh  e 
it  went  to  the  hogs  and  the  cattle  beca  e 
here  too,  these  animal  recipients  are  v 1 
noted.  In  fact  one  paper  had  to  do  wit  a 
study  of  the  Transfer  Factor  to  Cl  in  ca  e 
from  the  University  of  Arizona.  Indd 
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y do  have  the  Transfer  Factor,  indeed  it 
1 convert  negative  skin  test  to  positive  if 
animal  is  of  course  infected,  and  it  was 
gcsted  that  when  and  if  the  Transfer 
tor  can  be  easily  isolated  from  the 
im  this  might  serve  as  a source. 

’ you  have  difficulty  w'ith  your  skin  test 
erial  you  might  go  to  sperulin.  It  is 
re  likely  to  be  positive  in  weak  reactors, 
don’t  use  it  in  testing  people  who 
ady  have  erythema  multiforme,  if  the 
hema  is  on  the  basis  of  Cl  infection 
are  imposing  an  unnecessary  burden 
the  immuniological  system  of  a 
ient.  Don’t  use  it  full  strength,  dilute  it. 
he  ideal  chemotherapeutic  agent  for 
disease  still  eludes  the  investigators, 
photericin  B is  still  the  standby  but  it 
d not  be  pushed  to  a dosage  which  is 
;terious  to  the  renal  system.  Micona- 
',  Econazole  and  Dioxolan-Imidazole 
he  therapy  of  experimental  Cl  have  not 
k'en  to  be  the  answer  to  the  problem. 

ince  this  symposium  was  sponsored  by 
American  College  of  Chest  Physicians. 
?rc  seems  to  be  a great  dearth  of 
peal  papers.  But  the  durable  Dermot 
ick  and  Austin  Grant  reviewed  300 
s of  coccidioidomycosis  which  have 
1 treated  by  surgery  and  Earl  Baker, 
Hawkins  and  Eleanor  Waskow  almost 
V the  entire  meeting  right  out  of  the 
er  by  showing  that  radical  surgery  was 
more  effective  than  minimal  or 
cemeal  surgery  in  the  control  of 
monary  Cl  associated  with  diabetes 
litus. 

’ell,  you  will  have  to  wait  until  the 
ceedings  of  the  meeting  are  published 
■rder  to  relish  the  wide  range  of  studies 
ch  are  being  conducted  around  this 
lall  pimple”.  The  morbidity  and 
tality  of  Cl  is  on  the  increase  here  and 
probably  related  to  the  widespread  of 
aunosuppressive  drugs,  with  which  we 
/ assail  the  patients  for  a variety  of 
ons.  Steroids,  are  a no-no. 


THE  ARIZONA  MEDICAL 
EYE  UNIT 


On  January  10,  1976,  a new  method  for 
the  delivery  of  eye  care  service  was 
instituted  at  the  University  of  Arizona. 
Through  the  efforts  of  the  Odd  Fellows 
and  Rebekahs  of  Arizona,  a fully  equipped 
mobile  eye  clinic  was  donated  to  the 
Department  of  Surgery’s  Section  of 
Ophthalmology.  Joint  sponsorship  of  the 
Unit  is  provided  by  the  Arizona 
Ophthalmological  Society  and  the  Uni- 
versity of  Arizona  Medical  Center. 

Due  to  a shortage  of  ophthalmological 
services  in  eight  of  Arizona’s  fourteen 
counties,  the  Arizona  Medical  Eye  Unit 
was  designed  along  with  a complete 
program  of  eye  screening  and  eye  health 
education,  to  deliver  medical  eye  examin- 
ations to  the  underserved  rural  areas  of  the 
state.  Goals  for  the  program  include 
identification  of  sight  threatening  path- 
ology and  greater  involvement  of  existing 
health  care  systems  in  the  locations  served. 
In  addition,  identification  of  blind  or 
partially  sighted  persons  along  with  the 
dissemination  of  services  for  the  blind  or 
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visually  handicapped  are  included  in  the 
Arizona  Medical  Eye  Unit  Program. 

A start  up  grant  from  the  Max  C. 
Fleischmann  Foundation  and  the  support 
of  ten  Arizona  ophthalmologists,  who 
volunteered  to  provide  service  for  the 
Unit,  made  possible  the  examination  of 
eleven  hundred  and  twenty-nine  persons 
in  the  Unit’s  first  nine  months  of 
operation.  Of  this  total,  two  hundred  and 
forty-seven  persons  were  found  to  have 
sufficient  pathology  for  additional  follow- 
up. The  program  is  geared  for  the 
examination  of  up  to  three  thousand 
persons  annually  providing  there  are 
enough  volunteer  ophthalmologists  to 
assist  in  screening. 

The  Arizona  Medical  Eye  Unit  is  a 
forty-foot  fifth  wheel  trailer  equipped 
with  two  ophthalmic  examination  rooms, 
two  technician  lanes  and  a waiting  room. 
A wheel  chair  ramp  can  be  deployed  for 
the  infirm  or  handicapped.  The  Unit  is 
both  self-contained  and  able  to  be 
connected  to  existing  alternating  current 
of  the  household  standard  circuitry.  It  is 
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possible  for  the  Unit  to  be  in  the  field  for 
up  to  five  days  at  one  time.  This  facilitates 
thorough  population  coverage  of  an  area 
when  needed. 

The  Arizona  Medical  Eye  Unit  program 
operates  under  three  separate  program 
modes.  The  first  is  on  request  from  a 
community.  Any  person  who  is  not  under 
the  continuing  care  of  an  ophthalmologist 
is  eligible.  A fee  for  the  service  is  charged 
to  cover  the  cost  of  operations  but  no  one 
is  turned  away  for  lack  of  funds.  The 
second  mode  of  operation  is  through  the 
Arizona  Department  of  Economic  Secur- 
ity’s Blind  .Services  Division,  binder  this 
program,  the  Ihiit  will  serve  low-income 
persons  exclusively  and  only  where  there 
is  a need  as  far  as  the  Department  of 
Economic  Security  is  concerned.  Einally, 


requests  for  the  service  are  frequently 
made  by  the  Indian  Health  Service  in 
various  parts  of  the  state  to  examine 
Indian  populations  when  there  is  a need. 

Eollow-up  care  is  provided  in  each  type 
of  program,  but  perhaps  the  most  unique 
is  that  which  is  provided  through  the 
cooperation  of  local  health  practitioners. 
If  a person  is  in  need  of  a baseline 
examination  for  a more  accurate  diagnosis 
the  local  physician  is  encouraged  to  refer 
the  patient  to  the  Arizona  Medical  Eye 
unit  when  it  is  in  a convenient  location  for 
both  patient  and  referring  physician.  In 
this  way  patient  records  will  remain  under 
the  control  of  the  referring  physician. 
This  should  insure  continuity  of  care  with 
the  least  amount  of  confusion. 

The  overall  success  of  the  program  will 


depend  upon  the  response  from  both 
lay  and  professional  community.  The  st[ 
of  the  Arizona  Medical  Eye  Unit,  W| 
respond  to  any  requests  as  long  as  cert;T 
guidelines  are  agreed  upon.  Additiorj 
information  is  available  upon  requ 
from  the  Arizona  Medical  Eye  Ui 
Department  of  Surgery,  Arizona  Hea 
Sciences  Center,  Tucson,  Arizona  857 
All  inquiries  should  be  made  to  i 
attention  of  either  Martin  C.  Lu 
Assistant  Director  of  the  program  or  to  1 
Harold  E.  Cross,  Chief  of  the  Section 
Ophthalmology. 
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Was  the  House  of  Delegates 
Unresponsive  to  the  Membership? 
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UNIFiED  MEMBERSHIP 


EDWARD  SATTENSPIEL,  M.D. 
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The  House  of  Delegates  of  the  Arizona 
Medical  Association  in  special  session  on 
November  20,  1976,  voted  to  maintain 
unified  (mandatory)  county  society,  state 
association  and  A.M.A.  membership.  This 
action  was  taken  in  the  face  of  a poll 
which  showed  some  25%  of  the  total 
membership  (58%  of  the  43%  who  returned 
the  poll)  against  unified  membership,  and 
only  16%  (38%  of  the  43%  returned)  in  favor 
of  the  status  quo.  Was  the  House  of 
Delegates  unresponsive  to  the  member- 
ship? What  about  the  57%  of  our  members 
who  couldn’t  be  bothered  to  return  the 
poll?  What  about  the  fact  that  only  20%, 
one  out  of  five,  of  those  Delegates  and 
Alternate  Delegates  notified  6 weeks  in 
advance  bothered  to  attend  the  special 
session? 

Actually  those  present  at  the  meeting 
were  not  unresponsive  to  the  poll.  A very 
extensive,  thoughtful  and  considered 
debate  occurred  at  which  many  salient 
facts  were  brought  up,  including  the  need 
for  support  of  our  most  effective  national 
voice  and  the  somewhat  changed  political 
climate  due  in  Washington  this  coming 
year.  Some  of  the  Delegates  stated  that  they 


knew  that  many  of  their  colleagues  h| 
changed  their  minds  since  the  poll  v| 
taken.  Certainly,  it  can  be  agreed  tH 
tfiose  Delegates  who  were  present  w-j 
those  physicians  who  are  most  concerr 
about  the  future  of  organized  medici 
and  the  well-being  of  our  profession.  I 

Personally,  I believe  the  House  mad' 
wise  decision.  If  you  disagree,  ask  yours 
if  you  were  one  of  those  who  should  hj 
been  present,  or  ask  your  like-mind 
Delegate  friends  where  they  were.  The 
will  be  another  meeting  of  the  House 
April. 

Here’s  another  aspect  of  the  realities 
present  day  survival  to  consider.  We  ne 
friends  in  the  State  Legislature,  pereni 
ally.  Did  you  contribute  to  the  campaig 
of  your  district  Representative  or  Senatt 
Do  yourself  (and  the  rest  of  us)  a favi 
Call  up  your  State  Senator  or  Represe 
tative  and  ask  if  they  have  any  campai 
deficit.  Even  a small  contribution  nt 
will  help  to  confirm  our  gratitude  for  p; 
and  hopefully  future  performances.- 
you’ve  read  this  far,  then  do  it  nd 
Tomorrow  will  be  too  late.  'i 
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d Treatment  for  Cancer 
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ditors:  Stephen  E.  Jones.  M.D.,  Associate 
lessor  of  Medicine.  Section  of  Hematofogy 
Oncology,  University  of  Arizona  Coliege  of 
Jicine.  Tucson.  Arizona  85724;  Robert  H. 
eny.  M.D..  Dir.,  Radiation  Oncology,  Good 
laritan  Hospital,  Phoenix,  Arizona  85006: 
win  W.  Neubauer,  M.D.,  General  Surgeon, 
Country  Club  Road,  Tucson,  85716. 


ITRODUCTION  AND  HISTORICAL 
REVIEW 

The  use  of  heat  alone  as  a cancer 
atment  modality  was  introduced  in  the 
e nineteenth  century.  Coley'  ^ described 
jnificant  regressions  of  unresectable 

Ilignancies  in  a number  of  patients  who 
1 had  spontaneous  elevation  of  body 
iperature  due  to  erysipelas.  Some  of 
fse  patients  survived  for  quite  a long 
le  without  recurrence  of  their  wide- 
ead  disease.  Coley  then  developed  a 
icture  of  pyrogenic  toxins  to  induce 
ers  in  patients  with  cancer  without 
ising  actual  bacteremia.  He  substan- 
ed  his  previous  observations  with 
umentation  of  subjective  and  objective 
aor  responses  in  this  group  of  patients, 
ist  of  the  responses  were  in  patients  who 
1 sustained  temperatures  greater  than 
°F  (39.4°  Celsius).  Below  this  level, 
re  was  little  response.  Coley  continued 
efine  his  pyrogenic  toxins  to  cause  less 
rbidity,  making  them  less  pyrogenic 
'l,  therefore,  less  effective  against  tu- 
|rs.  This  particular  application  of 
rerthermia  did  not  become  widely  used 
ing  this  era. 

t was  not  until  the  1930s  that  hyper- 
rmia  was  again  utilized.  Warren^ 
died  32  cases  of  advanced  tumors 
ited  with  systemic  hyperthermia  in- 
red  by  placing  patients  in  cabinets 
ited  by  diathermy  or  carbon  filament 
ips.  The  patients’  temperatures  were 
>ed  to  approximately  41.5°C  and  main- 

n:  Division  of  Radialion  Oncology.  Pniversily 
irizona  Health  .Stiences  Cienter.  l utson,  Arizona 
M. 


tained  at  that  level  for  24  hours.  General 
improvement  was  noted  in  29  of  32 
patients,  and  objective  tumor  regression 
was  seen  in  the  majority.  Although  there 
were  no  cures,  it  was  noted  that  total  body 
temperature  of  41.5°C  could  be  main- 
tained for  many  hours,  and  that  such 
hyperthermia  resulted  in  objective  tumor 
regression. 

After  Warren’s  work,  little  was  done 
until  the  1960s  when  Pettigrew^  studied 
systemic  hyperthermia  induced  by  placing 
cancer  patients  in  a paraffin  was  bath  and 
administering  heated  air  through  an 
endotracheal  tube.  With  monitoring  of 
rectal  and  esophageal  temperatures,  the 
patients  were  heated  to  temperatures 
approximating  41.8°C.  Pettigrew  found 
that  the  patients  tolerated  this  well  and 
also  noticed  significant  palliation  in  most 
cases,  with  clinical  and  radiologic  evi- 
dence of  tumor  regression  occuring  in  the 
majority  of  cases.  The  most  promising 
tumor  regressions  were  seen  in  patients 
with  soft  tissue  sarcomas,  gastrointestinal 
malignancies,  and  melanomas.  In  those 
patients  who  eventually  came  to  autopsy, 
tumor  necrosis  was  evident  in  most  sites. 

Local  and  regional  hyperthermia  stud- 
ies utilizing  perfusion  with  blood  warmed 
to  temperatures  up  to  43°C  have  been  done 
by  Cavalierre.^  He  treated  patients  with 
melanoma  of  the  extremities  and  found  a 
50%  response  rate  with  heat  alone.  Tumor 
control  was  obtained  for  periods  ranging 
from  7 to  28  months. 

Crile®  used  local  heating  plus  radiation 
to  the  tumor  bed  to  treat  five  patients  with 
osteogenic  sarcoma.  The  exposed  tumor 
was  heated  with  microwaves  to  tempera- 
tures in  the  range  of  60°C  for  approxi- 
mately 15  minutes.  Various  doses  of 
radiation  were  utilized.  Two  of  the  five 
patients  had  long-term  survival  and 
retained  function  of  the  involved  limb. 

Perfusions  utilizing  heated  chemothera- 
peutic agents  have  been  reported  by 
Stehlin.^  Pre-warmed  blood  containing 
melphalan  was  perfused  regionally  into 
areas  involved  with  melanoma.  He  noted  a 
local  response  rate  of  80%  as  compared  to 
38%  when  the  agent  was  perfused  without 
heating  the  blood.  The  temperature  range 
in  the  skin  and  muscle  of  the  involved 
limb  was  from  38°C  to  40°C. 

From  this  short,  selective  historical 
review,  we  note  that:  1)  hyperthermia 
alone  is  tumoricidal;  2)  systemic  hyper- 
thermia in  the  range  of  41.5°C  - 41.8°C  is 
tolerable:  and  3)  local  or  regional  heating 
to  temperatures  ranging  from  38°C  to 
43°C  can  be  done  safely. 

Biologic  Aspects  of  Hyperthermia 

Even  though  tumor  responses  have  been 
observed  after  local  and  systemic  heating, 
the  biology  of  cell  killing  by  hyperthermia 
is  not  totally  understood. 

Hyperthermia  alone  can  kill  cells  in 
vitro.^  Geonvinilla®  studied  the  effects  of 


elevated  temperature  on  the  viability  of 
leukemic  cells  and  found  that  cell  death 
was  related  to  the  degree  of  temperature 
and  the  length  of  time  at  this  elevated 
level.  Cavalierre^  showed  selective  killing 
of  neoplastic  cells  in  relationship  to 
normal  tissue  cells.  His  temperature  range 
(like  that  of  other  investigators)  was 
between  41°C  and  43°C. 

In  VIVO  studies  with  sjxmtaneous  small 
animal  tumors  are  being  done  at  Uni- 
versity of  Arizona  Health  Sciences  Center 
(AHSC).  In  one  study  a cat  with  a 
squamous  cell  carcinoma  of  the  eyelid  was 
treated  with  heat  alone  as  follows: 
Hypodermic  needles  were  implanted  in 
the  tumor  and  were  used  as  electrodes  for 
radio  frequency  heating  utilizing  a 500 
kilohertz  generator.  The  temperature  of 
he  tumor  was  raised  to  42°C  for  30 
minutes.  The  lesion  regressed  completely 
and  the  surrounding  normal  tissue  had  no 
adverse  response  to  this  treatment.  There 
had  been  no  local  recurrence  of  the  lesion 
10  months  later  when  the  animal  was 
euthanized  because  of  uncontrolled  tumor 
at  another  site. 

Overgaard®  studied  the  ultrastructure  of 
transplanted  mouse  mammary  tumors 
heated  in  vivo  to  41°C  - 43°C  with 
diathermy.  Biopsies  were  taken  at  various 
intervals  and  electron  microscopy  [per- 
formed. Overgaard  noted  that  within  a few 
hours  after  treatment,  lysosomal  activity 
was  prominent  and  the  cytoplasm  of  the 
tumor  cells  was  destroyed.  Days  later, 
nuclei  were  destroyed.  Adjacent  fibro- 
vascular  stromal  cells  were  spared  these 
changes.  Eventually,  the  tumor-bearing 
area  was  replaced  by  fibroblasts  and 
macrophages.  One  of  Overgaard’s  con- 
clusions was  that  the  selective  effect  of 
heat  on  tumor  cells  may  be  related  to  their 
higher  rate  of  anaerobic  metabolism  and, 
possibly,  to  a lower  pH  within  the  tumor. 

When  radiation  fails  to  control  tumor, 
one  of  the  greatest  reasons  may  be  the 
radio-resistance  of  hypoxic  cells.  Hyper- 
thermia is  effective  in  killing  hypoxic 
tumor  cells.  For  example,  Hahn'®  has 
shown  enhanced  sensitivity  of  poorly 
oxygenated  mammalian  cells  to  elevated 
temperatures.  This  aspect  of  hyperthermia 
is  of  obvious  clinical  significance  since  the 
technique  may  provide  an  approach  to 
improved  control  of  tumors  resistant  to 
conventional  local  radiation  therapy. 

Synergism  of  Heat  and  Radiation 

Synergism  is  present  when  the  results  of 
any  two  treatment  modalities  given  to- 
gether are  greater  than  the  added  effects  of 
either  applied  separately.  Radiation 
synergism  with  hyperthermia  has  been 
shown."  Robinson  and  coworkers'^  have 
found  that  hyperthermia  enhances  the 
effect  of  radiation  on  mouse  skin  by  a 
factor  of  at  least  2 at  41°C.  An  even  greater 
enhancement  (by  a factor  of  4)  was  found 
with  C3H  mammary  tumors  heated  to  the 
same  temperature.  This  is  certainly  an 
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encouraging  observation,  because  the 
effect  in  the  tumor  was  at  least  twice  that 
in  the  surrounding  normal  tissue.  Robin- 
son et  al'^  have  also  found  that  when  heat 
is  applied  to  growing  cells  in  vitro,  the 
cells  become  more  sensitive  to  the  effects  of 
radiation  during  the  S (synthesis)  phase  of 
their  cell  cycle.  Because  the  S phase 
has  been  the  most  radio-resistant,  this  new 
finding  is  again  encouraging  with  regard 
to  utilizing  radiation  and  heat  in  com- 
bination for  greater  cell  killing.  Hyper- 
thermic inhibition  of  repair  of  sublethal 
damage  caused  by  radiation  has  also  been 
shown.  This  effect  is  observed  when  low 
dose  rates  of  radiation  are  given. We  have 
used  this  finding  in  combining  interstitial 
irradiation  (with  radium  or  iridium)  and 
local  hyperthermia.  We  have  treated 
spontaneous  tumors  in  dogs  by  inserting 
radium  needles  into  the  tumors  and 
connecting  the  radium  source  to  a radio 
frequency  generator,  thus  simultaneously 
heating  and  irradiating  the  tumors.  The 
same  process  has  been  carried  out  with 
transplantable  mouse  mammary  tumors. 
Our  preliminary  results  suggest  a syner- 
gistic effect  of  heat  with  radiation. 

Normal  Tissue  Tolerance 

Radiation  oncologists  are  ultimately 
limited  by  the  tolerance  of  normal  tissue 
when  treating  tumors  in  any  area  of  the 
body.  To  obtain  a favorable  therapeutic 
ratio,  the  treatment  must  eradicate  tumor 
while  sparing  normal  tissue.  By  tailoring 
radiation  therapy  fields,  we  can  often 
achieve  high  doses  of  radiation  to  tumors 
without  significantly  damaging  normal 
tissue.  The  combination  of  hyperthermia 
and  radiation  almost  certainly  has  the 
same  difficulties.  Before  hyperthermia  can 
be  widely  used  in  combination  with 
radiation,  the  tolerance  of  normal  tissues 
to  hyperthermia  must  be  studied.  At 
AHSC,  we  are  presently  studying  the 
effects  of  heat  alone  and  heat  plus 
radiation  on  normal  skin  and  spinal  cord. 
In  rats,  hyperthermia  enhances  the  effect 
of  radiation  on  the  spinal  cord.'< 

Physics  of  Heating 

Many  methods  of  heating  have  been 
utilized  for  studies  on  hyperthermia. 
These  include  hot  water  baths,  ultra- 
sound, diathermy,  microwaves,  radio 
frequency  generators,  and  inhalation  of 
heated  air.  At  AH.SC,  we  are  presently 
using  radio  freauencv  generators  for  local 
and  regional  heating  and  have  studied  a 
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senes  ol  spontaneous  animal  tumors  w'ith 
this  method.  As  mentioned  before,  needle 
electrodes  are  placed  in  and  around  the 
tumor,  interconnected  with  metal  braids, 
and  then  connected  to  the  radio  frequency 
generator.  A fairly  uniform  field  of 
hyperthermia  is  produced  between  the 
electrodes,  with  the  tumor-bearing  tissue 
functioning  as  a resistive  load.  (A  thermo- 
graphic camera  such  as  that  used  for 
thermography  ot  the  breast  is  used  for 
visualization  of  heat  distribution  within 
the  treated  volume.) 

Much  research  is  still  necessary  to 
improve  methods  of  heating  tissues. 
Currently,  it  is  not  po.ssible  to  effectively 
heat  inaccessible  organs  such  as  the 
pancreas  except  by  total  body  hyper- 
thermia. In  the  future,  the  various  heating 
methods  will  probably  be  complementary, 
with  no  single  method  being  used 
exclusively.  The  ability  to  accurately 
measure  the  temperature  of  the  heated 
tissue  is  also  crucial  because  small 
differences  in  temperature  result  in  large 
differences  in  biologic  effect.  Severe 
normal  tissue  complications  may  occur  if 
tissue  temperature  is  not  carefully 
monitored. 

Clinical  Application 

Hyperthermia  can  be  useful  clinically 
only  if  tumoricidal  doses  can  be  tolerated 
by  normal  tissues — that  is,  if  there  is  a 
favorable  therapeutic  ratio.  Although 
there  are  some  data  from  studies  in  small 
animals  on  the  normal  tissue  effects  of 
hyperthermia  and  radiation,  there  are  very 
little  data  for  studies  in  man  using 
accurate  thermal  dosimetry.  The  Radi- 
ation Therapy  Oncology  Group  (RTOG), 
a cooperative  group  of  institutions,  is 
planning  a pilot  study  using  local  heating 
plus  radiation  for  superficial  metastatic 
tumors.  At  all  participating  institutions,  a 
team  consisting  of  a radiation  biologist,  a 
medical  physicist,  and  a radiation  oncolo- 
gist will  carry  out  the  study.  Thus, 
accurate  dosimetry,  optimal  sequencing  of 
treatment  modalities,  and  careful  measure- 
ment of  tumor  and  normal  tissue  re- 
sponses can  be  done.  This  kind  of  data  is 
needed  from  a pilot  project  before  more 
extensive  human  trials  can  be  safely  done. 

As  Pettigrew"'  has  shown,  systemic 
hyperthermia  is  safe,  and  good  palliative 
results  are  obtained.  It  appears  that  the 
anesthetized  patient  can  be  heated  to  tem- 
peratures from  I07°F  to  108°F  (41.6°C  to 
II.8°C)  and  maintained  at  that  tempera- 


i 

ture  for  a number  of  hours  without  at, 
significant  side  effects.  However,  carefi 
management  of  fluids  and  electrolytes 
necessary,  as  well  as  drug  management  ■ 
breakdown  products  from  malignant  cell 

Other  areas  of  interest  include: 
combining  systemic  hyperthermia  wi\ 
local  irradiation  to  large  tumor  volum 
or  inaccessible  sites  (such  as  pantrea 
stomach,  lung,  and  colon  lesions)  ■ 
varying  doses  of  radiation  to  small! 
volumes  can  be  utilized  to  obtain  ^ 
estimate  of  the  thermal  enhancement  rat 
— and  2)  combining  total  body  hype 
thermia  with  total  body  irradiation 
such  diseases  as  refractory  lymphoma,  o 
cell  carcinoma,  and  breast  cancer. 

With  regard  to  local  irradiation  coi 
billed  with  local  hyperthermia,  head  at 
neck  tumors  represent  a promising  ar 
for  study.  It  has  been  estimated  that  35 
patients  will  die  annually  because 
failure  to  control  their  head  and  ne 
tumors  locally.*^  Metastatic  neck  nodes 
well  as  primary  lesions — many  tim 
found  in  the  tongue,  floor  of  the  mout 
hypopharynx,  and  larynx — recur  aft 
high  dose  radiation  and  even  surgic 
intervention.  These  patients,  as  well 
patients  with  massive  unresectable  ne 
lesions  and  primary  lesions  which  cann 
be  eradicated  by  conventional  radiatic 
therapy  could  benefit  from  treatme 
using  interstitial  radiation  implants  at 
hyperthermia. 

Other  areas  which  may  with  improw 
technitpies  become  accessible  to  lot 
heating  and  radiation  are  structures  su 
as  esophagus,  rectum,  vagina,  and  cervi 

As  we  gain  experience  from  clinit 
trials  treating  small  superficial  lesio 
with  local  hyperthermia,  we  can  refi 
techniques  and  begin  to  treat  larger  turn 
volumes.  As  technitjues  of  systen 
hyperthermia  are  improved,  this  modal 
should  also  he  used  in  human  clinit 
trials.  With  the  close  cooperation  we  haj 
among  our  biologists,  physicists,  at 
clinical  radiation  oncologists,  we  are  nt 
more  able  to  effectively  treat  certa 
tumors  safely  and  with  greatly  enhanc 
local  control  rates.  A multidisciplinr 
approach  combining  surgery,  radiati' 
with  local  heating,  and  systemic  cheir 
therapy  may  even  further  enhance  o 
abilities  to  control  massive  disease  at. 
hopefully,  eradicate  all  disease. 

Bibliography  available  upon  request. 
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CASE  NO.  18 
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Figure  1 


lission  upright  abdomen  examination.  Dis 
rd  impres-sions  on  stomach  bubble. 


t 

fhe  patient  is  a forty-nine  year  old 
^e  with  a three  day  history  of  acute, 
frmittant,  cramping,  right  upper 
rdrant  abdominal  pain.  Soon  after  the 
et  of  the  illness,  the  intensity  and 
icky  character  of  the  pain  increased 
igressively  and  associated  cyclic  epi- 
es  of  nausea  and  clear  vomiting 
lined. 


Figure  2 


AP  view  of  the  abdomen  obtained  at  the 
termination  of  the  barium  enema  study. 
Disreagard  apptearance  of  sigmoid  colon. 


Physical  examination  of  the  abdomen 
revealed  a distended,  tender  abdomen  with 
hyperactive  bowel  sounds.  A tympanitic 
area  was  present  in  the  right  upper 
quadrant,  which  correlates  well  with  the 
findings  in  Figure  1.  No  peritoneal  signs 
were  present. 

The  patient’s  significant  medical  history 
includes  only  the  previous  diagnosis  of 


Figure  3 


Coned  down  LPO  view  of  abdomen  showing 
appearance  of  the  terminal  end  of  the  column 
of  barium  (note  arrows)  in  the  ascending 
colon. 


biopsy-proven  Laennec’s  cirrhosis.  His 
surgical  history  was  negative  for  abdom- 
inal procedures. 

Due  to  the  clinical  presentation  and 
radiological  features  present  in  Figure  1, 
an  emergency  barium  enema  was  obtained. 
From  Figures  2 and  3,  the  definitive 
diagnosis  can  be  made. 


i:  Dr.  Bjelland.  third  year  resident.  Dept,  of 
ology.  U of  A Health  .Sciences  Center.  8.S724. 
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CECAL  VOLVULUS 

The  patient’s  history  and  physical 
examination  establish  the  clinical  diag- 
nosis of  an  acute  bowel  obstruction.  The 
radiographic  findings  in  Figure  1 correlate 
well  with  this  and  further  aid  in 
narrowing  the  diagnostic  spectrum  to 
include  only  the  differential  gamut  of 
acute  colonic  obstruction.  The  evidence  in 
Figure  1 , leading  to  this  consideration,  is 
based  on  1)  the  absence  of  colonic  gas 
distal  to  the  right  upper  quadrant  (RUQ); 
2)  the  presence  of  a prominent  air-fluid 
level  in  a large,  distended,  balloon-shaped 
loop  of  colon  in  the  RUQ;  and  3 ) the 
presence  of  air  filled,  dilated  loops  of 
small  bowel  in  the  ileocecal  region.  This 
indicates  an  acute  colonic  obstruction  is 
present  at  either  the  hepatic  flexure  or  in 
the  ascending  colon. 

Since  the  patient  has  never  undergone 
abdominal  surgery,  it  is  a very  remote 
possibility  that  adhesive  bands  could  be 
the  etiology  of  this  problem.  However,  the 
RUQ  loop  of  distended  colon  could 
represent  a sigmoid  or  cecal  volvulus.  Due 
to  the  absence  of  gas  in  the  distal  two- 
thirds  of  the  colon,  a sigmoid  volvulus  can 
be  fairly  confidently  ruled  out.  Instead,  the 
formulation  of  a reasonable  working 
diagnosis  of  cecal  volvulus  is  suggested.  In 
the  absence  of  jaeritoneal  signs,  a barium 
enema  was  indicated  to  confirm  the 
suspected  diagnosis. 

Figure  2 shows  a poorly  defined 
obstruction  in  the  ascending  colon.  Figure 
3 is  a left  posterior  oblique  view  of  the 
ascending  colon.  It  is  the  diagnostic 
radiograph.  This  projection  radiographic- 
ally lays  out  the  area  of  stenosed  luminal 
obstruction  and  specifically  localizes  it  to 
the  proximal  ascending  colon.  The  classic 
diagnostic  appearance  of  the  tapered  end 
of  the  barium  column,  which  is  the 
roentgenographic  hallmark  of  volvulus,  is 
noted  between  the  arrows  in  the  figure. 

In  general,  volvulus  may  involve  almost 
any  hollow  viscus,  but  there  is  a definite 
propensity  for  its  occurrence  in  the  large 
bowel,  chiefly  in  the  sigmoid  colon.  In  the 
evolution  of  a colonic  volvulus,  the 
presence  of  a predisposing  long  and 
mobile  mesentery  is  nearly  always  a 
prerequisite.  Thus,  volvulus  occurs  more 
frequently  in  the  mesenteric  colon  (i.e., 
the  “non-retroperitonealized"  colon)  e.g., 
sigmoid,  cecum,  and  only  rarely  the 
transverse  colon  (due  to  its  mesentery 
being  too  short  to  engage  in  volvulus 
formation). 

In  establishing  the  diagnosis  of  cecal 
volvulus,  demonstration  of  the  distended 
cecum  is  essential.  Classically,  it  is 
positioned  in  the  LUQ,  but  (as  this  case 
demonstrates)  it  can  be  found  anywhere  in 
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the  abdomen.  Often,  the  torqued  cecum 
inflates  like  a balloon  to  enormous 
proportions.  When  this  occurs,  it  can 
greatly  aid  in  establishing  the  suggestive 
or  working  plain  film  diagnosis. 

The  feared  complication  of  volvulus  is 
intestinal  segmental  vascular  compro- 
mise. This  can  lead  to  bowel  necrosis, 
perforation,  and  subsequent  peritonitis. 
Therefore,  if  the  volvulus  cannot  be 
reduced  by  trial  of  barium  enema, 
immediate  surgery  is  performed  to  correct 
the  volvulus. 

In  this  case,  at  laparatomy  the  cecum 
and  proximal  ascending  colon  had  an 
abnormally  long  mesentery.  This  allowed 


JOHN  KELLY,  M.D. 

Many  of  the  approaches,  techniques 
and  medications  used  in  fetai  medicine 
are  controversiai.  The  animai  modei, 
vaiuabie  and  necessary  as  it  is,  at  times 
can  oniy  be  appiied  with  great  difficuity 
to  the  human  fetus,  our  patient.  Dis- 
agreement occasionaiiy  deveiops  be- 
tween academicians  and  practitioners 
regarding  the  rapidity  with  which  prom- 
ising research  materiai  shouid  be  ap- 
piied to  ciinicai  practice.  A case  in 
point— administration  of  corticosteroids 
to  mothers  in  premature  labor  to 
stimulate  production  of  surfactant  by 
the  fetal  lung.  This  issue  is  examined  by 
the  author. 

DONALD  J.  ZIEHM,  M.D.,  Editor 

Why  do  premature  babies  die  of  lung 
disease?  The  primary  cause  of  death  is 
usually  their  inability  to  maintain 
inflation  of  the  alveoli.  When  born  at  or 
near  term  ( > 36  - 37  weeks)  that  problem 
usually  does  not  develop,  as  a group  of 
phospholipids  produced  by  the  lungs  of 

Presented  at  OBGYN  Rounds.  Maricopa  County 
General  Hospital.  Phoenix  on  November  9.  1976. 

Reprint  requests  to  Dr.  Ziehm.  1728  W.  Glendale  Ave., 
Phoenix,  AZ  8.6021. 


evolution  of  a dextrovolvulus  on  the  cec; 
colonic  axis.  In  the  process,  the  torqu 
cecum  then  became  flexed  superolatera! 
and  came  to  rest  in  a fossa  in  the  right  lo 
of  the  liver,  which  was  due,  either  to 
congenital  focal  hypoplastic  segment, 
the  patient’s  cirrhosis.  A cecopexy  u 
performed  to  prevent  recurrence  of  t 
volvulus. 
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the  fetus  maintains  the  surface  tensii 
around  the  alveoli,  thereby  preventii 
alveolar  collapse. 

HISTORY 

Until  about  1968  little  could  be  done 
decrease  the  frighteningly  high  perinai 
mortality  of  premature  infants  caused 
respiratory  distress  syndrome  (RDS).  Li 
gins  in  New  Zealand  revolutionized  t 
care  of  these  babies  after  a chance  findin 
While  giving  ACTH  to  sheep  in  a study 
the  cause  of  labor,  he  observed  that,  j 
many  of  the  sheep  to  whom  ACTH  h j 
been  given,  prematurely  delivered  lam  j 
would  survive.  Previously  most  of  the  ' 
premature  lambs  had  died. 

Why  did  these  lambs  survive?  It  w 
found  that  the  surviving  lambs  had  he 
born  from  mothers  who  had  receivf 
ACTH.  He  postulated  that  the  ACT  ] 
stimulated  the  production  of  cortisone  j 
the  maternal  adrenal  glands,  passed  frc  I 
mother  to  fetus,  and  that  cortisoU 
somehow  protected  the  premature  lam  ■ 
from  developing  lung  collapse.  Possibly  !| 
had  something  to  do  with  synthes  '; 
production,  storage,  or  relase  of  surfacta  | 
to  protect  these  newborn  sheep.  Because  - ^ 
this  promising  finding  in  animal  expe  | 
mentation  Liggins  initiated  a study  j 
humans.  In  a double  blind  study  a dosa  1 1 
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corticosteroid  comparable  to  that  used 
sheep  was  administered  to  a group  of 
itients  in  premature  labor,  a control 
oup  receiving  a placebo.  7'he  results  of 
is  study  initiated  a new  era  in  neonatal 
edicine.  Dr.  Mary  Ellen  Avery  at  Johns 
opkins,  using  rabbits,  mice,  and  rats 
nfirmed  Liggins’  initial  studies  in 
eep. 

I Fbe  next  step  in  the  history  of  this 
lenomenon  was  the  demonstration  that 
ceptors  for  specific  glucorticoids  exist  in 
e lungs  (Ballard,  1973)  upon  w’hich 
ese  steroids  could  work.  Smith  in  197-1 
lowed  that  surfactant  could  be  produced 
' lung  cells  in  tissue  culture  to  which 
:*roids  had  been  added — a labcjratory 
■monstration  that  steroids  could  have  an 
fee  t on  alveoli.  As  a consetiuence  of  these 
boratory  studies,  and  Liggins’  initial 
ork,  several  medical  centers  have  evalu- 
ed  the  use  of  steroids  in  women  admitted 
premature  labor  ( < 34  weeks).  The  use 
steroids  in  representative  medical 
liters  throughout  the  Ihiited  States  are 
>ted  in  Table  1. 

j EFFECTIVENESS 

Do  steroids  prevent  RDS  or  reduce  its 
icidence?  Many  studies,  some  double 
ind  and  some  not,  have  shown  that 
ifants  of  mothers  who  have  received 
irtisone  during  premature  labor  had  a 
gnificantly  lower  incidence  of  RDS 


Table  1 

Use  of  Corticosteroids 


L.  A.  County — l!SC 

Yes 

Harbftr  General  Hospital 

Yes 

II.  of  Miami,  U.  of  Florida 

No 

Bethesda  Naval  Hospital 

No 

LI.  of  Calif.,  San  Diego 

No 

Duke 

Yes 

U.C.L.A. 

Yes 

llniv.  of  Penn. 

No 

NIH — currently  funding  5 centers 

able  2.  From  these  studies  it  can  be 
oncluded  that  the  use  of  steroids  can 
irevent  or  reduce  the  incidence  of  RDS. 

MECHANISM  OF  ACTION 

How  do  the  steroids  function  in  the  fetal 
png?  This  is  still  not  completely  clear, 
ilveoli  consist  of  epithelial  cells.  Type  I 
nd  Type  II.  Type  I cells  act  in  the 
liffusion  of  gasses  between  the  lung  and 
apillaries  (which  contain  and  CO‘). 
fype  II  cells  are  the  cells  which  synthesize 
ihospholipids  into  surfactant,  store  the 
urfactant  in  the  lamellar  bodies  and 
elease  the  surfactant  into  the  alveolus, 
riie  lining  cells  of  the  alveolus  are  then 
oated  by  surfactant,  reducing  the  surface 
fusion  on  the  alveolus,  thereby  prevent- 
ng  its  collapse.  In  addition,  small 
mounts  of  the  phospholipid  material 
stapes  into  the  amniotic  fluid  via  the 
rachea.  Some  of  these  phospholipids  can 
le  measured,  yielding  the  L:S  ratio. 

Having  shown  that  the  u.se  of  steroids 


can  reduce  the  incidence  of  RDS,  at  what 
state  of  pregnancy  are  they  most  effective? 
According  to  Liggins’  work,  at  28  - 30 
weeks  gestation,  even  with  steroid  use,  28% 
of  the  infants  developed  RDS.  Without 
steroids  58%  were  affected.  With  increasing 
age  of  gestation  there  is  a much  lower 
incidence  of  RDS  in  the  treated  babies  (30  - 
32  weeks,  8%  vs  56%;  32  - 34  weeks,  0%  vs 
13%).  Thus,  the  most  optimal  time  for 
corticosteroid  administration  is  at  30  - 32 
w-eeks  gestation.  Neonatal  mortality  can 
be  similarly  reduced.  In  Liggins’  study 
and  studies  from  Israel,  infants  delivered 
following  maternal  steroid  administration 
had  a much  lower  early  neonatal  mortality 
rate  (Table  3). 

Are  steroids  helpful  after  34  weeks?  It 
has  been  hypothesized,  with  some  sup- 
porting evidence,  that  in  the  normal  fetus 


at  34-35  weeks  a surge  in  the  production  of 
cortisol  occurs  which  presumably  then 
acts  on  the  lungs  stimulating  surfactant 
production.  The  incidence  of  RDS  is  low 
in  fetuses  delivered  after  35  - 36  weeks. 
Then  if  a patient  presents  in  premature 
labor  at  35  weeks  is  it  worthwhile  to 
administer  corticosteroids?  Liggins’  study 
indicated  that  there  w'as  no  real  value  in 
giving  steroid  after  34  weeks  gestation 
(Steroids  -h  RDS  ■+-  5.5%;  No  Steroids  — 
RDS  — 5.4%).  However  it  has  been 
suggested  by  some  that  if  a patient  at  35  - 
36  weeks  gestation  has  a low  L:S  ratio,  one 
might  be  justified  in  administering  the 
corticosteroid  if  delivery  is  necessary, 
hoping  that  surfactant  release  will  be 
promoted.  The  occasional  RDS  seen  in 
patients  after  34  weeks  might  thus  be 
avoided. 

Most  studies  using  corticosteroids  have 
followed  Liggins’  original  proposal  in 
which  he  selected  one  glucocorticoid. 
Several  general  principles  must  be  applied 
when  evaluating  the  steroids.  What  are  the 
criteria  for  selection  of  an  appropriate 
glucocorticoid?  1.  Affinity  for  receptors  in 
fetal  lungs.  This  varies  significantly 


among  different  steroids  (Table  4).  2.  The 
drug  must  not  be  rapidly  metabolized  by 
the  mother.  A moderately  long-acting 
agent  is  necessary  to  allow  time  for 
placental  transfer.  3.  It  must  not  be  bound 
rapidly  by  protein  in  the  maternal  blood 
stream.  However,  it  must  not  be  such  a 
long  acting  steroid  that  it  remains  at  high 
levels  in  the  fetus  for  a long  preriod.  These 
drugs  have  potential  effects  in  other  parts 
of  the  body.  So  a short-lived  effect  in  the 
fetus  is  desired,  just  enough  to  create  a 
surge  of  surfactant.  After  steroid  adminis- 
tration, both  maternal  and  fetal  produc- 
tion of  ACTH  will  be  suppressed.  In 
addition,  both  maternal  and  fetal  gland 
participates  in  production  of  other  hor- 
mones, including  estrogens,  by  their 
production  of  precursors.  A prolonged 
suppressing  effect  on  endogenous  pro- 


Table  4 

Relative  Affinity  of  Various  Steroids  for 
Receptors  of  Human  Fetal  Lung 


Steroid  Relative  Affinity 

Cortisol  100 

6 a -Methylprednisolone  1190 

Fluocinolone  Acetonide  1350 

Dexamethasone  710 

Betamethasone  540 

Fluorometholone  400 

9 2^  -Fluorocortisol  350 

Prednisolone  220 

Triamcinolone  Acetonide  190 

Corticosterone  85 


duction  of  fetal  cortisone  is  certainly 
undersirable.  4.  An  optimal  gradient  for 
ease  of  placental  transfer  is  important. 
Gradients  vary  with  different  glucocorti- 
coids (Beta-methasone  3:1,  Cortisol  6:1, 
Prednisolone  10:1). 

Partially  empirically,  and  partly  on  the 
basis  of  the  above  criteria,  Liggins  chose 
Betamethasone  for  use  in  his  studies. 
Relatively  low  dosage  is  required  to 
achieve  a reasonably  good  level  in  the 
fetus. 

(To  be  continued) 


Table  2. 

Effectiveness  of  Steroids  in  Preventing  RDS 

Location 

Steroids  -e 

RDS  NO  Steroids  ^ RDS 

Cases 

Israel 

8% 

38% 

117 

Boston 

14% 

56% 

168 

Texas 

4% 

36% 

239 

Montreal 

4% 

13% 

855 

New  Zealand 

11% 

41% 

191 

Total 

8% 

37% 

1570 

Table  3 

Early  Neonatal  Mortality  With  Steroid  Use 

Cases  RDS 

Neonatal  Deaths 

Liggins 

Israel 

Steroids 

109  11% 

6% 

6% 

No  Steroids 

82  41% 

18% 

37% 

All  pregnancies 

were  between  28  and  34  weeks. 
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Seminars  in 
Chest  Medieine 

J 

CARBON  MONOXIDE 
DIFFUSING  CAPACITY 

ROBERT  J.  CLARK,  M.D.,  F.A.C.P. 


This  continuing  series  of  articles 
entitled  “Seminars  in  Chest  Medicine” 
will  attempt  to  keep  the  reader  abreast 
of  developments  in  the  broad  field  of 
pulmonary  diseases.  The  format  used 
will  be  that  of  brief  succinct  reviews 
written  by  the  editors  as  well  as  guest 
contributors.  Areas  of  controversy  as 
well  as  practical  chest  medicine  will  be 
explored.  We  hope  that  these  reviews 
will  be  of  value  in  promoting  continuing 
education  for  certification  examinations 
as  well  as  a forum  for  new  and 
controversial  issues.  The  editors  wel- 
come comments  and  discussion  from 
our  readers. 

ROBERT  J.  CLARK,  M.D. 

LYNN  M.  TAUSSIG,  M.D. 

WILLIAM  C.  WEESE,  M.D. 

ABSTRACT 

The  carbon  monoxide  diffusing  capa- 
city is  discussed  in  detail.  A rational 
approach  to  its  usefulness  and  limita- 
tions is  presented.  Complete  deriva- 
tions for  the  commonly  used  diffusing 
techniques  are  given.  The  diffusing 
capacity  is  a very  useful  measurement 
when  used  in  conjunction  with  other 
pulmonary  function  tests  especially  in 
the  detection  and  quantitation  of  early 
emphysema  and  interstitial  lung 
disease. 


In  pulmonary  medicine,  the  diffusing 
capacity  of  gases  is  often  surrounded  by  a 
zone  of  confusion,  as  most  clinicians  do 
not  recognize  this  capacity’s  clinical 
usefulness,  its  computation  or  its  limita- 
tions. Most  clinicians  neither  understand 
its  derivation  and  limitations  nor  recog- 
nize its  usefulness. 

For  reprint  requesrs,  Dr.  Clark.  2910  N.  Third  Sc7 
Phoenix,  AZ  85012. 
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HISTORY  AND  DEFINITION 
OF  TERMS 

The  importance  of  diffusion  of  gases  in 
the  lungs  was  first  appreciated  in  1890  by 
Christian  Bohr.'  He  made  a few  erroneous 
assumptions,  but  laid  the  foundation  for 
his  student  August  Krogh  to  place 
diffusion  in  its  proper  perspective. ^ It 
wasn't  until  1914,  however,  that  particular 
proof  of  the  importance  of  diffusion  alone 
in  gas  transport  was  offered  by  Marie 
Krogh, ^ the  co-worker  and  wife  of  August 
Krogh.  The  Kroghs  developed  elegant 
mathematical  models  for  pulmonary  gas 
diffusion  and  actually  performed  some 
early  clinical  measurements  in  various 
disease  states;  their  results,  unfortunately 
rest  in  obscurity. 

For  approximately  35  years,  the  schol- 
arly findings  of  the  Kroghs  lay  almost 
forgotten  except  for  a few  infrequently 
read  studies, ^ the  year  1950  saw  a 
resurgence  of  interest  in  pulmonary 
physiology,  especially  in  relation  to 
diffusion  of  gases.  Kety  extensively  re- 
viewed all  previous  methods  for  measur- 
ing the  pulmonary  diffusing  capacity.®  He 
correctly  assumed  that  the  most  useful  and 
easily  performed  technique  was  that  of 
Marie  Krogh  in  1914.  At  that  time,  she  had 
fully  developed  the  single  breath  diffusing 
capacity  measurement  as  we  know  it  today 
except  for  the  addition  of  helium  to  the 
inspired  gas. 

The  pulmonary  diffusing  capacity  (Dl) 
measures  the  ability  of  a gas  (any  gas)  to 
flow  from  the  alveolus  to  the  capillary. 
This  concept  appears  deceivingly  simple 
but,  in  fact,  is  quite  complex.  Dj^  helps 
elucidate  pulmonary  physiology  and 
pathophysiology.  It  is  u.sed  to  detect  and 
quantitate  certain  disease  states  such  as 
early  emphysema  and  the  multiple  vari- 
eties of  interstitial  lung  disease  including 
pulmonary  fibrosis,  pulmonary  vasculitis 
and  obliterative  alveolitis  or  bronchiolitis. 

The  physiologist  could  use  any  gas  to 
measure  but,  for  best  clinical  correla- 
tions would  prefer  an  inert  substance  with 
a solubility  and  molecular  weight,  similar 
to  oxygen.  Its  concentration  and  the  gas 
should  be  easily  measured,  stable  and 
nontoxic.  Except  for  the  toxicity,  carbon 
monoxide  (CO)  meets  these  criteria.  CO 
is  not  considered  harmful  in  the  con- 
centrations used  (0.1  - 0.3%)  with  short 
exposure.  We  shall  refer  to  the  pulmonary 
diffusing  capacity  hereafter  as  .?LCO 

Even  in  a single  alveolar-capillary  unit 
^^LCO  is  influenced  by  many  factors. 
These  include:  1)  membrane  thickness 

1 


lining  the  alveolus,  2)  alveolar  c 
protoplasm  thickness,  3)  capillary  w, 
permeability,  4)  thickness  of  plasma  lai 
between  the  capillary  wall  and  the  red  c 
membrane,  5)  reaction  rate  of  hemoglot 
with  CO  and  O2,  6)  permeability  of  t 
cell  membrane  to  CO,  7)  presence  of  ( 
bound  to  hemoglobin  (COHjj)  in  bio 
causing  a back  pressure  thereby  decreasi 
CO  transfer,  and  8)  red  blood  cell  mass., 
a system  with  multiple  alveolar-capilk 
interfaces,  other  factors  also  influence  i 
measured  Dl(70-  The  additional  cc 
siderations  are:  1)  the  number  of  alvei 
present,  2)  lung  volume,  and  3)  nonui 
formity  of  ventilation  and  perfusi 
ratios.  Therefore,  when  DlcO  norm 
it  can  be  assumed  all  the  variab 
influencing  the  diffusion  of  gas  throu 
the  lung  are  normal.  If  one  obtains 
abnormal  value  further  investigation 
needed  to  pinpoint  the  location(s)  of  1 
defect(s).  Occasionally,  it  is  useful 
dissect  the  Dl^q  into  its  componei 
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DL 


_L  + _L 

DM  0 VC 


DM  is  the  me 


brane  diffusing  capacity.  VC  is  : 
capillary  blood  volume  and  tf 

reaction  rate  of  CO  with  hemoglob 
Rarely  is  this  degree  of  sophisticati 
needed  in  clinical  practice. 

Of  the  seven  acceptable  methods  : 
measuirng  D^^^-q,  only  two  are  widi 
used.  The  seven  can  be  classified  as  sin; 
breath  (.SB),  steady  state  (SS)  or  rebrea 
ing  (RB)  techniques.  The  only  sin; 
breath  method  in  use  today  is  the  modifi 
Krogh  procedure.^  x Gaensler  made  I 
collection  of  the  appropriate  gas  samp 
an  easy  task  with  his  automated  sin; 
breath  attachment.'®  In  that  same  paj 
he  gave  most  useful  equations  for  cal< 
lation  of  Dlcq  ^t  lung  volumes  otf 
than  total  lung  capacity  (TLC).  Thi 
equations  are: 

Men  — DlcO  = 3.75  x \'a  (STP 
- 0.153  X age  + 19.93;  Women  — Dj^  ( 

= 5.38  X Va  (STPD)  - 0.083  x age  7.’ 

(Va  is  the  alveolar  volume  and  STI 
the  abbreviation  for  standard  temperati 
and  pressure  of  the  dry  gas.) 

A frecjiient  but  unfounded  criticism 
DlcO  of  normal  valu 

Gaensler  and  McGrath'®"  present  a set 
normal  values  which  have  both  interi 
consistency  and  good  clinical  correlatit 
The  modified  Krogh  equation  is  gi\ 
in  Appendix  I.  The  single  breath  meth 
requires  the  patient  to  hold  his  breath 
approximately  ten  seconds.  It  requi 
sufficiently  good  pulmonary  mechanics 
that  the  onset  and  cessation  of  bre<W 
holding  can  be  accurately  timed.  Sensitl 
and  reliable  CO  analyzers  are  needed  ail 
a high  quality  spirometer.  The  inspiiW 
gas  contains  0.3%  CO  and  10%  helii 
(He).  Repeated  measurements  retjuire  1 
measurement  of  blood  CO  to  correct 
back  pressures. 


I 

I 

j rhe  rebreathing  technique  (Dj  (^qRB) 
as  introduced  hy  Lewis  in  1959. It  was 
“vised  to  help  overcome  abnormalities  of 
■ntilation-perfusion  imbalance.  Ihifor- 
mately  the  measurement  usually  is 
isociated  with  considerable  hyperventi- 
ition  leading  to  variations  in  alveolar 
icygen  tensions  (Pa02)  and  carbon 
oxide  tensions  (PaC02).  While  some 
vestigators  find  it  a convenient  and 
liable  tool  but  its  use  is  not  widespread. 
OI  the  five  acceptable  steady  state 
chniques  only  the  Filley  method'^  is 
idely  used.  This  procedure  is  simple  to 
[■rform  with  the  patient  either  at  rest  or 
tiring  exercise.  The  subject  breathes 
)om  air  containing  0.1%  CO  for  2-3 
linutes  while  the  total  expired  gas 
jlume  is  collected.  An  arterial  sample  for 
aC02  determination  is  also  required, 
he  P'illey  technique  unfortunately  is 
nsitive  to  ventilation-perfusion  (\VQ) 
nbalance.  As  the  subject’s  lung  volume 
aproaches  total  lung  capacity  (TLC) 
ith  the  steady  state  testing  methods,  the 
due  for  DpSB  is  attained.  DpSB  is 
ways  greater  than  DpSS  because  of  the 
ependence  of  DL  on  the  alveolar  volume 
/a  ).  except  when  trained  subjects 
erform  DpSS  at  TLC.  The  derivation  of 
lSS  appears  in  Appendix  II. 

Other  steady  state  methods  are  available 
ut  suffer  either  from  inaccuracies  based 
n assumptions  made  or  from  the  great 
?gree  of  expertise  required  to  perform 
lem.  One  may  assume  the  alveolar  CO 
nsion  from  an  estimated  volume  of  dead 
pace  (Vp)).  Since  the  computed  Dpco 
epends  heavily  on  the  actual  value  of  \'p) 
Tis  method  is  little  used.  Alveolar 
msions  may  be  measured  by  analyzing  an 
nd  tidal  gas  sample.  This  technique  is 
•lagued  by  the  difficulties  encountered  in 
btaining  a truly  representative  alveolar 
ample  in  many  individuals,  especially 
uring  exercise.  Mixed  venous  PCO2 
neasurements  have  been  used  to  circum- 
ent  the  need  for  a blood  gas  analysis; 
lowever,  with  arterial  blood  gas  sampling 
nd  analysis  so  simple  and  associated  with 
pw  morbidity,  this  method  is  not  justi- 
liable.  There  is  an  excellent  steady  state 
echnique  which  abolishes  the  effect  of 
entilation  perfusion  abnormalities.  How- 
ver,  since  it  requires  a breath  by  breath 
nalysis  of  expired  gases, it  is  generally 
onsidered  too  difficult  to  perform. 
USEFULNESS  OF  DCLO 
On  the  other  hand,  Dl(;o  's  a useful 
echnique  for  quantitating  the  extent  and 
progression  of  certain  disease  states.  It  is 
■specially  useful  in  detecting  early  em- 
physema and  interstitial  pulmonary  fibro- 
is.  DixX)  is  decreased  in  congestive  heart 
ailure,  drug  reactions,  shock,  pneumo- 
lectomy,  anemia,  pneumothroax,  pul- 
nonary  emboli,  vasculitis,  pneumonia 
md  emphysema.  Dj  is  normal  in 
Tronic  bronchitis.  DpCO  **  increased  in 
ome  forms  of  congenital  heart  disease, 
isthma,  polycythemia  and  duringexercise. 
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°LC0 


d(CO) 

dT 

PaCO  - P^CO 


FACO=al”''olar  fraction  CO 
FiCO=inspired  fraction  CO 


(CO)  in  milliliters  CO  gas  = 

FaCO 

^ Va  FgCO=expired  fraction  CO 

t 

= time  in  seconds 

T 

= time  in  minutes 

Va 

= alvolar  volume 

Substitute 

BP 

= Barometric  pressure 

d(FACO  X 

Va) 

47 

= water  vapor  pressure  in 

dT 

millimeters  of  mercury 

FaCO  (BP  - 

47 

at  37  centigrade 

V, 


Integrate  Tq  to  and  F;^CO.p 


"CO 


T (min)  = 


Va 


(BP-47) 


D 


Va 


^CO  t (sec)  (BP  - 47) 
60 


In 


In 


FgHe  = fraction  of 

expired  helium 
FjHe=  fraction  if  inspired 
helium 

Inspired  gaa^  = 0.3%  CO, 


10%  He, 

balance  room  air 

^ACOt 

FaCOto 


FaCOti 

£ where  FACOtj^  = FgCO 


Because  the  initial  breath  was  taken 
beginning  at  residual  volume,  the  initial 
concentration  of  CO  has  been  diluted  by 
that  amount.  We  can  measure  the  degree 


of  dilution  and  correct  for  it  by  measuring 
the  initial  and  final  concentrations  of 
helium  added  to  the  mixture.  This 
dilution  is  proportional  to 


F^ 

FiHe 


Fa^Oo  = FgCOo  X Fj-He 

FjHe 


At  TLC,  Va  approximates  Vl  and  in  most  calculations 
Vl  is  used. 


Therefore,  Dt  = 60  Vh 

Leo  ^ 

t (BP  - 47) 


In  FeCO 

FiCO 


FiHe 

FpHe 
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APPENDIX  II 


Renal 

Disease 


STEADY  STATE  DIFFUSING  CAPACITY  OF  FILLEY'» 


DEFINITIONS:  Dl  = AMOUNT  OF  CO  TAKEN  UP  PER  UNIT  TIME 

DRIVING  PRESSURE 


Va  = Alveolar  volume 
Vt  = Tidal  Volume 
Vd  = Dead  Space 


P£CO=expired  CO  pressure 
PQCO=dead  space  CO  pressure 
PACO=alveolar  CO  pressure 
PlCO=inspired  CO  pressure 


^A  + Vq  = Vt  PAC02=alveolar  CO2  pressure 

PaC02=arter ial  CO2  pressure 

We  can  accurately  measure  the  amount  of  CO  taken  up  as  well  as 
the  time  of  the  experiment.  This  leaves  the  measurement  of  P^CO 
or  the  driving  pressure  to  be  calculated.  We  assume  P^CO 
to  be  negligible. 


^A  + Vq  = Vt 


^A  = 1 - Vd 


Vt 

Vt 

PeCO  X 

Vt 

= 

PdCO  X Vd 

+ PaCO 

Substitute  P2CO  = 

PdCO 

and 

rearrange 

PeCO  = 

PiCO 

Vd 

Vt 

. PaCO  Va 
Vt 

Substitute 

Vt 

PeCO  = 

PiCO 

Q| 

> l> 

+ P;^CO  (1  - 

Va  ) Rearrange 
Vt 

PeCO  = 

PiCO 

+ 

PiCO  (Vd  ) 

- Vd 


= PaCO  Rearrange 


Vt 


PeCO  - PjCO 


PjCO 


^ “ Vt 


Vd 

= PaC02  ; 

1 - 

PeC02 

Vt 

V»p 

PgC02 

PaCO 

II 

M 

0 

0 

- (PjCO  - 

PeCO  ) X 

^a^^2  Substitute  and 
PeC02  Rearrange 


Therefore,  by  measuring  PaC02  and  PeC02 , one  can  accurately 
determine  the  desired  quantity,  P^CO. 


Bibliography  available  upon  request. 
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METABOLIC  ALKALOSIS 


GEORGE  M.  NICKAS,  M.D. 

Extracellular  fluid  pH  is  maintaine 
within  the  relatively  small  range  of  7.3 
to  7.45.  The  pH  range  with  the  majority  t 
acid-base  disorders  is  from  7.10  to  7.61 
Deviations  from  the  normal  range  requii 
careful  and  prompt  recognition  an 
treatment.  Derangement  of  acid-ba; 
balance  occurs  with  a variety  of  pulmoi 
ary,  cardiac,  endocrine,  renal  and  gastrc 
intestinal  disorders  as  well  as  therapeut: 
agents. 

Several  regulatory  mechanisms  contrt 
buffering  of  extracellular  body  fluids.  Th 
major  system  which  is  measured  and  use 
clinically  is  the  bicarbonate-carbonic  aci 
system,  i.e.  H + HCO3  -►  H2CC 
H O + CO2.  The  extracellular  bufferin 
system  is  a rapidly  responsive  one,  actir 
within  minutes.  The  second  major  systei 
is  the  pulmonary,  with  changes  i 
ventilatory  volume  and  rate  mediated  v; 
central  and  peripheral  receptors  respon 
ive  to  changes  in  arterial  PCO2  and  pi 
This  is  quantitatively  the  most  importai 
regulatory  and  excretory  system  ft 
removal  of  hydrogen  ion.  This,  too,  is 
rapidly  responsive  system  acting  withi 
minutes.  The  third  regulatory  system 
renal,  which  responds  relatively  slowl 
acting  within  hours  to  days,  and  is  quai 
titatively  less  important  than  the  vent 
latory  mechanism  but  still  critical  i 
maintaining  pH  balance. 

Four  pure  types  of  acid-base  imbalan( 
are  well  recognized  although  mixed  typ 
are  relatively  common;  respiratory  acidos 
and  alkalosis  and  metabolic  acidosis  ar 
alkalosis.  Respiratory  disorders  are  cha 
acterized  by  primary  changes  in  alveol 
ventilation  with  resultant  changes 
arterial  PCO2:  (a)  respiratory  acidosis  I 
hypoventilation,  a rise  in  arterial  PC( 
and  decrease  in  pH  due  to  primary  pul 
monary  disorders;  (b)  respiratory  alkalosB 
by  hyperventilation,  decrease  in  arteri  f 
PCO2  and  rise  in  pH  due  to  a variety  f 
unrelated  disorders.  The  respirato  | 
acid-base  disorders  will  not  be  consider!  I 
further.  The  metabolic  acid-base  disorde  I 
are  characterized  by  primary  changes  I 
plasma  bicarbonate  levels.  Metabol  | 
acidosis  will  be  considered  in  a subseque  j 
discussion.  [ 

From:  92,5  E.  Mc  Dowell  Rd..  Phoenix,  AZ  85006  (1  i 
Nitkas). 
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Pure  metabolic  alkalosis  is  characterized 
' (1)  elevation  of  plasma  bicarbonate 
vels,  (2)  elevation  of  arterial  pH,  (3) 
^ptochloremia  and  (4)  variable  degrees  of 
^pokalemia.  The  most  important  stimuli 
the  production  of  metabolic  alkalosis 
e extracellular  volume  contraction 
[tually  associated  with  chloride  deple- 
m,  potassium  depletion,  and  mineralo- 
irticoid  excess.  Conditions  leading  to 
etabolic  alkalosis  are  shown  in  Tables  1 
;id  2.  It  is  useful  to  divide  causes  into  two 
ajor  groups,  (a)  those  typified  by  low 
rinary  chloride  concentrations,  that  is, 
Ss  than  10  mEq  per  liter  and  responding 
sodium  chloride  (saline)  replacement 
id  (b)  those  with  high  urine  chloride 
incentration  greater  than  10  - 20  mEq  per 
;er  and  resistant  to  correction  with 
dium  chloride  (saline)  replacement. 
The  predisposing  conditions  listed  in 
able  1 are  the  most  commonly 

CAUSES  OF  METABOLIC  ALKALOSIS 
Chloride  responsive  — low  urine  chloride 
concentration. 

1.  Gastrointestinal 

(a) .  Gastric  suction. 

(b) .  Villous  adenoma. 

(c) .  Qmgenital  chloride-losing 

diarrhea  (congenital  alkalosis). 

2.  Diuretic  administration 

(a) .  Organo-mercurials. 

(b) .  Thiazides. 

(c) .  Ethacrynic  acid. 

(d) .  Furosemide. 

(e) .  Metalozone  (Zaroxolyn). 

3.  Post-hypercapneic  alkalosis 

Table  I 


icountered  in  clinical  practice.  Alkalosis 
le  to  gastrointestinal  fluid  losses  and 
uretic  usage  is  associated  with  con- 
action  of  the  extracellular  space, 
iloride  depletion,  and  usually  potassium 
pletion.  Saline  administration  can 
trrect  gastric  juice  loss  alkalosis  alone, 
’ith  more  severe  degrees  of  alkalosis, 
atassium  replacement  is  necessary  since 
atassium  deficits  are  common  and  may 
■ of  the  order  of  several  hundred  milli- 
juivalents.  Acidifying  salts  such  as 
itravenous  ammonium  chloride  or  10% 
ginine  hydrochloride  may  be  useful  in 
le  more  severe  disorders!  The  latter  can 
' given  as  a 10%  solution  furnishing  47.5 
lEq  of  hydrogen  chloride  fx*r  100  ml. 
mmonium  chloride  is  useful  but  may  be 
'mited  by  the  appearance  of  encephal- 
bathy.  Monitoring  of  serum  electrolytes 
valuable  in  assessing  adequacy  of 
terapy  in  correction  of  the  alkalosis, 
icrease  in  the  urinary  chloride  concen- 
ation  to  normal  values  is  indicative  of 
Jecjuacy  of  chloride  replacement. 

Diuretic-induced  alkalosis  is  commonly 
en  with  extracellular  volume  con- 
action  or  marked  pcjtassium  depletion  or 
)th.  Triamterene  and  spironolactone  are 
ipcjrtant  exceptions  to  the  above 
)servation.  Cautious  volume  expansitan 


with  water  and  stadium  chloride  may  be 
corrective  despite  the  presence  of  advanced 
cardiac  or  renal  decompensation.  Potas- 
sium chloride  replacement  alone  will 
often  suffice  to  adequately  correct  diuretic- 
induced  alkalosis  when  volume  or  salt 
replacement  is  contraindicated. 

Post-hypercapneic  alkalosis  may  be  seen 
with  severe  chronic  respiratory  acidosis 
when  the  existing  hypercapnia  is  rapidly 
corrected  by  mechanical  ventilation.  In 
this  situation  arterial  PCO2  may  drop 
abruptly  with  a rapid  change  in  arterial 
pH  to  an  alkalemic  range.  Bicarbonate 
diuresis  with  decrease  in  plasma  bicar- 
bonate level  will  occur  but  requires  several 
hours  to  days,  lagging  w'ell  behind  the 
abrupt  decrease  in  PCO2.  The  bicarbonate 
diuresis  is  accompanied  by  potassium 
urinary  loss  and  occurs  independently  of 
body  chloride  balance;  however  this 
potentially  severe  post-hypercapneic  alka- 
losis can  be  avoided  by  more  gradual 
lowering  of  arterial  PCO2,  saline  or 
sfxlium  chloride  replacement  and  use  of 
acidifying  drugs  such  as  ammonium 
chloride  or  acetazolamide  (Diamox). 

Table  2 lists  the  less  commonly 

B.  Ghloride  resistant  — high  urine  chloride 
concentration 

1.  Bicarbonate  administration 

2.  Primary  reninism  (renin  secreting 

tumors). 

3.  Bartter’s  syndrome. 

4.  Endtxrine  discrrders. 

(a) .  Primary  aldosteronism. 

(b) .  Cushing’s  syndrome. 

(c) .  Ectopic  .ACTH  prtxlucing 

tumor. 

5.  Licorice  ingestion. 

6.  .Severe  protassium  depleiicjn. 

(a) .  Ghronic  diarrhea. 

(b) .  ? laxative  abuse. 

(c) .  Penicillin  G,  Ciarbenicillin  use. 

Table  2 

encountered  causes  cjf  metabcdic  alkalcjsis. 
This  group  is  characterized  by  resistance 
to  ccjrrection  by  saline  (scxlium  chlcjride) 
and  by  a high  urinary  chloride  concentra- 
tion, i.e.,  greater  than  10  - 20  mEtj  per 
liter.  In  most  of  this  grtjup  extracellular 
volume  is  rujt  contracted  and  may  in  fact 
be  expanded,  for  example,  mineralcxorti- 
coid  excess.  Therapy  must  be  directed  at 
the  primary  disorder  for  eventual  ccintrol 
of  the  metabolic  alkalosis.  The  use  of 
excessive  bicarbcjnate  is  self  explanatory 
and  recjuires  discontinuation  of  that 
agent.  The  alkalotic  effect  of  licorice 
ingestion  results  frcjm  the  corticostercjid 
effect  of  glycyrrhizic  acid  inducing  sfxlium 
water  retention,  potassium  depletion  as 
well  as  hyfx-rtension,  edema,  and  kalio- 
fx*nix  myopathy.  Glycyrrhetinic  acid,  a 
comjxjnent  of  glycyrrhizic  acid,  has  a 
structural  formula  closely  resembling  the 
corticosteroids.  Discontinuation  of  liccjrice 
and  potassium  replacement  are  indicated. 

Recently,  renin-secreting  tumors  have 
been  implicated  as  a cause  of  hyjxrten- 
sion,  secondary  aldosteronism,  hypoka- 


lemia alkalosis  with  marked  hyperreni- 
nemia.  Most  of  these  tumors  have  Ixen 
identified  as  justa-glomerular  cell  renal 
tumors  although  Wilm’s  tumors  and 
tumor  of  the  lung  have  also  been  observed 
to  prfxluce  hyjx-rreninemia.  Ehe  JG  cell 
tumors  tend  to  be  small  requiring  careful 
renal  arteriography  for  identification  with 
the  finding  of  elevated  vein  renin  from  the 
involved  kidney.  Ereatment  is  primarily 
surgical. 

Bartter’s  syndrome  is  characterized  by 
juxta-glcjmerular  apparatus  hyperplasia, 
hyperreninemia  and  hyfx-raldosteronism, 
normcztension  and  hypokalemia  alkalcjsis. 
The  patho-physiology  remains  to  lx* 
completely  elucidated;  however  defective 
chloride  ion  reabsorption  in  the  ascending 
limb  of  the  lcx>p  of  Henie  with  increased 
scxiium-potassium  exchange  distally  and 
chloride  wasting  has  been  suggested. 
Potassium  chloride  supplement  alone  is  of 
transient  benefit  in  ccjrrecting  the  alka- 
losis but  large  doses  of  spirolactcjne  (400 
mg.  per  day)  with  high  sodium  intake  have 
been  repc^rted  of  benefit  in  correcting  the 
potassium  wasting  and  hyperreninemia  in 
this  disorder. 

A variety  of  endcxrine  disorders  as 
indicated  in  Table  2 may  prcxluce 
metabolic  alkalosis  due  to  mineralocorti- 
coid  excess.  T he  most  commonly  imfrli- 
cated  ccxticoids  are  aldosterone,  corti- 
costerc;ne  and  decjxycorticcjstercjne.  The 
presence  of  hypokalemic  metabolic  alka- 
Icjsis  in  hypertension  should  alert  czne  tcj 
the  possibility  of  rnineralcxcrrticoid  excess. 
It  should  be-  ncjted  also  that  ectopic 
AGTH-prcxlucing  tumors  are  capable  of 
prcxlucing  metabolic  alkalosis. 

Finally,  there  should  be  mentioned  the 
relatively  rare  disorders  that  are  seen  with 
profound  potassium  dej;Ietion  and  alka- 
losis which  is  resistant  to  saline  replace- 
ment. Here  .serum  potassium  is  usually  2.0 
mFx]  per  liter  or  less,  urinary  chloride 
cezneentration  is  relatively  high,  much 
greater  than  20  mEcj  per  liter  and  a 
chronic  diarrheal  state  is  present.  The 
latter  may  be  due  tej  laxative  abuse, 
intestinal  fistulas  and  ulcerative  colitis. 
Total  Ixxly  potassium  deficits  may  be 
prcjncjunced,  400  - 1000  mEcj,  rec^uiring 
replacement  in  addition  to  saline  or  salt 
replenishment  in  order  to  correct  the 
alkalosis.  This  grcjup  of  severely  hyfx>ka- 
lemic  saline  resistant  patients  have  also 
Ix'en  describc'd  as  having  “chloride 
wasting  nephropathy”. 

Penicillin  G and  carbeicillin  are  rare 
causes  cjf  severe  hyjxjkalemic  metabolic 
alkalcisis.  Penicillin  may  act  as  a 
nonrescjrbable  anicjn  increasing  distal 
tubular  pcjtassium  exchange  and  enhanc- 
ing urinary  excretion.  The  potassium 
deficits  reported  with  carbenic illin  (640 
tnEc^)  in  the  absence  (A  cjther  causes  fcjr 
hypokalemia  is  consistent  with  that 
chemical  mechanism. 

Bibliofcraphy  availabir  upon  recjursl. 
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Seminars  in  Endocrinology 
and  Metabolism 


DIABETIC  CONTROL: 


Is  the  Controversy  Over? 

ROBERT  GANELIN,  M.D. 


Continuing  with  the  present  issue  of 
Arizona  Medicine  is  the  series  of  articles 
entitled  “Seminars  in  Endocrinology 
and  Metabolism.”  The  purpose  of  these 
short  review  articles  is  twofold.  First, 
due  to  the  rapid  proliferation  of  new 
knowledge  in  the  field  of  endocrinology 
and  the  multiple  tests  available  for  their 
evaluation,  short,  clinically  oriented 
reviews  would  enable  the  physician  to 
keep  abreast  of  these  newer  develop- 
ments as  they  relate  to  their  practice.  In 
addition,  with  great  stress  being  placed 
on  voluntary  recertification  in  many 
subspecialities,  reviews  such  as  they 
could  serve  as  an  authoritative,  succinct 
teaching  forum.  The  editors  will  en- 
deavor to  accomplish  these  goals  by 
utilizing  the  talents  of  practicing  physi- 
cians as  guest  contributors  to  this 
series.  Feedback,  both  positive  and 
negative,  is  encouraged  in  order  to  help 
us  fulfill  these  objectives. 

MARSHALL  B.  BLOCK,  M.D.,  EDITOR 

The  American  Diabetes  Association,  in 
a policy  statement  (Arizona  Medicine, 
June,  1976,  p.  473-474)  intlitated  that  the 
weight  of  evidence,  particularly  of  the  past 
five  years,  strongly  supports  the  concept 
that  the  micro-vascular  complications  of 
diabetes  are  decreased  by  reduction  of 
blood  sugar.' 

It  IS  the  contention  of  the  writer  that 
this  statement  which  has  received  wide- 
spread publication^  places  the  onus  on 
practicing  physicians  to  attempt  a pro- 
gram of  management  the  benefits  of 
which  are  incompletely  defined,  the  tools 
for  which  are  not  available,  and  the 
physical  and  emotional  consequences  of 

Reprini  requests  to:  Marshall  B.  Bloik,  M.D.,  3111 
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w'hich  can  easily  be  as  devastating  as  the 
microvascular  complications.  The  pur- 
pose of  this  communication  is  to  explain 
this  concern  and  to  pray  that  the  American 
Diabetes  Association  statement  be  placed 
in  proper  perspective  in  terms  of  practi- 
cality and  all  long  term  effects. 

Is  the  relationship  between  “control”  of 
blood  sugar  and  microvascular  compli- 
cations adequately  defined? 

The  answer  to  this  question  is  no.  The 
accumulating  information  certainly  sug- 
gests a relationship  between  blood  sugar 
and  microangiopathy.^  However,  there  is 
no  information  documenting  the  precise- 
ness of  the  relationship.  Drash,^  in  a recent 
editorial,  stated,  “it  is  not  difficult  to 
accept  accumulating  evidence  that  the 
multitude  of  metabolic  and  endocrine 
alterations  associated  with  insulin  defic- 
iency are  intimately  related  to  the  pro- 
gression of  vascular  disease.  Stated  an- 
other way,  evidence  is  lacking  that  if  we 
could  move  patients  from  ‘fair’  to  ‘good’ 
metabolic  control  substantial  benefits 
would  necessarily  follow.” 

Since  selection  of  a therapeutic  regimen 
demands  consideration  of  risk-benefit 
relationships,  one  must  be  cautious  in 
attempting  “tight”  control  of  blood  sugar 
at  any  cost  until  the  benefits  are  more 
specifically  defined. 

Is  it  practical  to  maintain  a steady  or 
optimal  blood  sugar  level  in  the  insulin 
dependent  diabetic? 

The  answer,  with  certain  exceptions,  is 
again  “no”.  The  problems  of  controlling 
blood  sugar  are  numerous  and  well 
documented.^  A brief  list  of  the  impedi- 
ments to  achieving  the  steady  state 
follows: 

1.  Diabetics  in  all  socio-economic 
groups  and  despite  educational  programs, 
make  numerous  mistakes  in  carrying  out 
prescribed  regimens.  In  one  study,  the 
number  of  errors  increased  with  socio- 
economic status,  amount  of  education, 
and  duration  of  diabetes.® 

2.  Testing  of  periodic  urine  samples  is 
an  inadequate  means  of  determining 
blood  sugars.’  ® 

3.  Occasional  blood  sugars  are  mean- 
ingless in  determining  the  total  daily 
pattern  of  blood  sugar.®  ® 

4.  The  variability  in  activity  and, 
hence,  metabolic  needs  of  the  juvenile 
diabetic  defies  the  attainment  of  a steady 
metabolic  state.''  ® 

5.  Resistance  to  regimentation,  a char- 
acteristic of  childhood  and  adolescence  (if 
not  of  humanity  in  general)  further 
cripples  any  attempt  to  achieve  con- 
formity.'® The  difficulty  of  maintaining 


the  steady  state  is  acknowledged  in  l| 
American  Diabetes  Association  stateim 
which  says,  “it  is  well  appreciati 
however,  that  in  some  juvenile-onset-ty 
subjects,  it  is  most  difficult,  even  w, 
multiple  insulin  injections,  to  achieve  a 
significant  degree  of  control  of 
hyperglycemia.”  Further  . . . “curn 
means  of  therapy  are  only  partly  effect 
at  best,  and  therefore  a high  priority  m 
be  assigned  to  the  development  of  m- 
physiologic  insulin  delivery  systems  or 
approaches  to  the  correction  of  i 
deficient  insulin-producing  mechani 
itself.” 

What  are  the  physical  and  emotioi 
consequences  of  striving  for  the  stei 
state  of  the  blood  sugar? 

Probably  the  greatest  hazard  of  “tigl 
control  of  blood  sugar  is  hypoglycemi: 
This  is  presumably  a problem  especi? 
for  juvenile  diabetics  because  of  th 
extremely  variable  activity  patterns,  re 
tance  to  regimented  eating  patterns,  z 
lack  of  recognition  of  the  early,  of 
subtle  signs  of  hypoglycemia.  Hypoe 
cemia  in  diabetics,  either  overt  or  cov 
has  been  associated  with  impaired  in 
lectual  function, '2  seizures,  and  chro 
brain  syndromes.'® 

The  other  frequent  but  often  unrec 
nized  physical  consequence  is  the  Somo 
reaction  or  post-hypoglycemic-hyperg 


cemia.®  Rohr  and  McLaren'®  list  hyp 


insulinism  as  one  of  the  prominent  cat 
of  ketoacidosis  in  childhood.  The  ir 
deuce  of  these  syndromes  in  the  tigl 
controlled  diabetic  cannot  be  stated, 
it  seems,  both  on  the  basis  of  logic  i 
personal  observation,  that  greater  rt 
mentation  is  associated  with  an  increa 


occurrence. 

One  can  speak  more  eloquently  of 
emotional  problems  associated  with  rt 
mentation.  The  failure  of  programs  deV 
ed  to  alteration  or  regimentation  of 
style  is  well  recognized  whether  one 
trying  to  affect  diabetic  control,  obes 
alcoholism,  cigarette  smoking,  and  so 
It  seems  only  logical  that  if  programs 
control  in  well  motivated  adults  are  asst 
ated  with  almost  universal  failure,  onei 
expect  less  success  when  one  impt 
controls  on  the  unmotivated,  uncom{ 
bending  child.  It  is  the  writer’s  contentjt 
that  the  problems  of  rebellion  by  juveiT 
diabetics  against  their  disease  are 
result  of  the  rigid  imposition  of  a sei 
illogical  (to  the  child)  controls,  hea' 
laced  with  morality  and  threats  of  sa 
tions  for  non-compliance.  The  inesc 
able  results  of  this  approach  are  fut 
non-compliance,  negativisrp,  rebelli 
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Id  the  establishment  of  a life  pattern 
iiich  makes  one  distrustful  of  authority.'® 

I What  can  this  communication  accomp- 
h?  Certainly  the  above  comments  will 
t persuade  the  clinician  who  believes  in 
iving  for  the  steady  state  to  alter  his 
proach.  However,  it  is  felt  that  some 
atest  must  be  made  to  the  establishment 
a "party  line”  for  diabetic  control.  The 
iter  has  already  been  approached  by  two 
his  colleagues  who  have  said,  in  effect, 
I'ell,  what  are  you  going  to  do  about 
ur  diabetics  now”,  as  if  to  say  that  the 
ue  of  “control”  is  now  resolved.  It  is 
is  type  of  pressure,  justified  by  the  aura 
authority  of  the  American  Diabetes 
ssociation  statement  and  its  widespread 
iblication,  which  can  lead  the  novice 
abetician  or  the  primary  care  physician 
the  conclusion  that  there  is  no  other 
ethod  of  management. 

I contend  again,  that  although  “opti- 
al  regulations  of  blood  glucose  levels” 
ould  be  a logical,  ideal  goal,  the 
ounting  of  a crusade  to  control  blood 
igar  with  our  present  tools  is  inapprop- 
ate  and  perhaps  even  dangerous. 
Instead  an  achievable  set  of  goals  for 
abetic  control  are  recommended. 

1.  Freedom  from  symptoms  of  hyper- 
(ycemia,  i.e.,  no  polyuria  (0-1  time 
octuria)  and  “normal”  appetite  for  the 
atient. 

2.  Complete  freedom  from  hypogly- 
■mia. 

j 

3.  A steady  growth  pattern  in  the  child, 
r maintenance  of  stable  weight  in  the 
iult. 

*1.  Good  general  health,  including  a 
ositive  emotional  outlook  toward  life 
ad  the  patient’s  diabetes. 

[bliography  available  upon  request. 

I Editor’s  note:  This  well-reasoned 
lommunication  by  Dr.  Ganelin  repre- 
ents  his  own  feelings  concerning 
hildren  with  diabetes  mellitus.  The 
ditor  agrees  with  Dr.  Ganelin  that  tight 
fontrol  of  diabetes  mellitus  is  probably 
he  IDEAL  way  to  treat  the  disorder.  The 
editor  believes  that  individualization  of 
jliabetic  control  should  be  accomplish- 
ed by  taking  into  account  all  the  factors 
i^hich  Dr.  Ganelin  raises,  as  some 
iiatients  can  be  tightly  controlled  with- 
|iut  adverse  effects  while  others  would 
>e  severely  hampered.  The  editor  feels 
I is  possible  that  loose  control  may  lead 
0 increased  microvascular  compiica- 
ions  later  in  life.  Therefore,  so  that  it  is 
>rudent  to  avoid  loose  control.  For  this 
eason,  intermediate  position  is  favored 
)y  the  editor.  MBB 
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ABSTRACT 

Epidemiologic  studies  of  the  distribu- 
tion of  hypertension,  physiologic  studies 
of  its  production,  and  pharmacologic 
investigations  of  its  control  all  suggest 
that  high  dietary  intake  of  sodium  is  the 
major  cause  of  essential  hypertension  in 
this  country. 

Some  of  the  data  which  have  led  many 
investigators  to  conclude  that  excessive 
consumption  of  sodium  is  the  major  basis 
for  the  high  incidence  of  essential 
hypertension  in  developed  countries  is 
assembled  in  this  paper. Surveys  in 
many  countries  have  shown  that  individ- 
uals living  in  societies  with  high  dietary 
sodium  intakes  tend  to  develop  hyper- 
tension as  they  age.''  This  is  not  observed 
in  .societies  with  low  sodium  intakes 
(Table  1).  Examination  of  societies  with 

Table  1 

.SALT  AND  HYPERTENSION^ 


Increase  in  systolic  BP 
Societies  from  3rd  to  7th  decade 

5 with  mean  dietary  all  30  mm  Hg  or  more 
NaCl  of  7.5  g/d 
or  more 

3 societies  with  mean  all  2 mm  Hg  or  less 
dietary  NaCl  intake 
of  2 g d or  less 

similar  racial  backgrounds  have  also 
shown  that  high  dietary  sodium  intake  is 
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associated  with  an  increased  incidence  of 
hyfXTtension  with  aging,  a process  much 
less  marked  in  those  with  lower  sodium 
intake^  ® (Tables  2 and  3).  However,  these 
epidemiological  observations  do  not  prove 
that  excessive  sodium  intake  causes 
hypertension.  Societies  characterized  by 
low  sodium  intake  are  uniformly  primi- 
tive, undeveloped,  and  rural  and  differ 
from  develcjped  high-sodium  societies  in 
many  respects  other  than  their  intake  of 
their  dietary  sodium. 

Table  2 

RELATION  OF  BP  TO  SODIUM  INTAKE 
IN  2 POLYNESIAN  POPULATIONS  LIVING 
IN  THE  COOK  ISLANDS  (DATA 
PRESENTED  ONLY  FOR  VVOMENp 


Mean 

Ur  Na 

.Age 

Diast. 

Populations 

(meq/d) 

(Yrs.) 

BP 

Rural  (Pukapuka 

20-29 

71.4 

Aiol) 

63 

60-69 

80.3 

Town  (on  Raro- 

tonga  Island) 

102 

20-29 

77,6 

60-69 

102.3 

Table  3 

DATA  ON  ADULTS  IN  6 MELANESIAN 
SOCIETIES  LIVING  ON  2 OF  THE 
SOLOMAN  ISLANDS" 


Na  intake  % with 

meq/d  BP  > 1 -10/90 


3 acculturated 
sexieties 

50-230 

4 

3 unaccul- 
turated 
societies 

10-30 

0.5 

The  therapeutic  effectiveness  of  sodium 
restriction  in  the  treatment  of  hyper- 
tension has  been  recognized  by  certain 
physicians  for  many  years  but  did  not  gain 
wide  recognition  in  this  country  until  the 
194-1  report  of  Walter  Kempner,  working 
at  Duke  L'niversity.’  Kempner  found  that 
a diet  composed  exclusively  ot  rice  and 
stewed  fruit  was  valuable  in  the  control  of 
hypertension.  Confirmation  of  the  effec- 
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tiveness  of  this  diet  came  from  many 
sources.  Murphy,®  also  working  at  Duke 
University,  observed  that  the  diet  reduced 
extracellular  and  plasma  volumes  as  well 
as  blood  pressure  in  hypertensive  patients 
(Table  4).  Watkin’s  and  his  co-workers®  in 

Table  4 

MURPHYS’  EXAMINATION  OF  THE 
RICE  DIET* 


Content:  Rice  & Fruit,  2,000  cal.  with  fat 
< 5 g,  protein  i 20  g,  carbohydrate  T 450  g, 
Na+  < 10  meq  per  day. 

After  14  wks. 


Before  on  diet 


Diast.  BP  15/15  had  100 

by  at  least 

or  > 

20  mm 

(110  or 

Hg  or  to  < 95 

> in  11  15) 

m 9 15 

Plasma  vol. 

-10.2% 

ECF 

-11.8% 

New  York,  also  found  that  the  rice  diet 
was  remarkably  effective  in  managing 
severe  hypertension.  They  were  able  to 
show  by  addition  and  substitution  that  the 
essential  ingredient  in  the  diet  was  not  the 
use  tjf  rice  as  the  major  carbohydrate  and 
not  the  restriction  of  proteins  and  fats  hut 
rather  the  limitation  of  sodium  intake 
(Table  5).  The  effectiveness  of  the  rice  diet 
in  the  control  of  hypertension  was 

Table  5 

WATKINS  ET  AL.  EVALUATION  OF  RICE 
DIET  IN  50  HOSPITALIZED  PATIENTS® 


Mean  BP  after  7-10  weeks  on  control  diet 
196  112 

Mean  BP  after  7-10  wrecks  on  < 10  meq  Na/d 
167/96 

3 g NaCl  d added  to  low  salt  diet  usually 
caused  high  blood  pressure 

Other  carbohydrates,  protein  & fat  did  not 
prcxluce  hypertension  if  sodium  free. 


sometimes  abolished  by  daily  addition  of 
as  little  as  1 g of  NaCl  to  the  diet  and 
usually  was  abolished  when  3 g of  NaCl 
were  added.®  The  rice  diet  as  initially 
described  provided  about  10  mEci  of 
sodium  (equivalent  to  0.6g  of  NaCl)  per 
day.  The  rice  diet  is  usually  described  as 
being  severely  restricted  in  sodium.  This 
statement  is  justified  when  the  rice  diet  is 
contrasted  with  our  usual  diet;  however, 
we  should  stop  confusing  “normal"  with 
“usual”.  Conceivably,  humans  are  design- 
ed to  live  on  diets  containing  only  small 
amounts  of  sodium.  It  might  be  healthier 
to  think  of  our  usual  diet  as  containing  an 
excessive  amount  of  sodium  while  the 
sodium  content  of  the  rice  diet  would 
more  closely  approximate  normal. 

A high  proportion  of  patients  with 
essential  hypertension  in  this  country  are 
overweight.'®  Weight  reduction  has  been 
advised  as  one  way  of  managing 
hypertension.  Dahl  examined  the  effective- 
ness of  caloric  restriction  in  contrast  to 


.sodium  restriction  in  the  management  of 
hyp>ertension  in  obese  subjects."  Caloric 
restriction  without  sodium  restriction  was 
rarely  effective  in  reducing  blood  pressures 
in  hypertensives,  while  sodium  restriction 
without  caloric  restriction  was  uniformly 
effective  in  his  exfjerience  (Table  6).  In 
order  to  secure  tight  control  over  the 
intake  of  calories  and  sodium  Dahl’s 
patients  had  to  be  studied  during 
prolonged  hospitalization. 

Table  6 

EFFECT  OF  DRASTIC  CALORIC 
RESTRICTION  AND  WEIGHT  LOSS  OR 
DRASTIC  Na  RESTRICTION  ON  BP  IN- 
HYPERTENSIVE  OBESE  PATIENTS" 


Caloric  restriction, 
no  Na  restriction 


Na  restriction,  no 
caloric  restriction 


6/7  had  no  significant 
f in  BP  (1  7 lo.st  93K 
and  became 
normotensive) 

7 7 became 
normotensive 
(diastolic  BP  < 95mm 
Hg) 


An  appreciation  of  renal  handling  of 
.sodium  in  response  to  blood  pressure 
change  is  necessary  in  understanding  the 
physiology  of  sodium’s  postulated  role  in 
the  production  of  hypertension.  Selkurt,'^ 
studying  isolated,  perfused  dog  kidneys 
found  that  changes  in  blcjod  pressure,  even 
with  little  change  in  glomerular  filtration 
rate  or  renal  blood  flow,  caused  marked 
changes  in  sodium  and  water  excretion.  A 
decrease  in  blood  pressure  with  a decrease 
in  the  glomerular  filtration  rate  of  as  little 
as  7%  led  to  a decrease  in  urinary  sodium 
excretion  by  as  much  as  50%.  Increases  in 
blood  pressure  so  modest  that  no  change 
in  glomerular  filtration  rate  could  be 
detected  could  lead  to  marked  increases  in 
sodium  excretion.  Borst'®  in  1963,  updated 
and  summarized  earlier  theories  on  blood 
pressure  control  as  determined  by  salt 
intake  and  extracellular  fluid  volume 
(Table  7).  To  examine  this  theory  human 
volunteers  were  given  large  amounts  of  a 


Table  7 

STARLINGS’  THEORY  ON  THE 
RELATION  OF  FLUID  BALANCE  AND 
CIRCULATION  OF  THE  BLOOD  (1909). 
UPDATED  BY  BORST  (1963)'» 


t ECF  ^ ♦ central  venous  pressure 

— t cardiac  output  — ♦ BP  — t renal 
Na+  excretion  & f ECF 

licorice  extract  containing  a substance 
with  mineralocorticoid-like  properties.  As 
predicted  by  the  theory  outlined  in  Table 
7,  administration  of  this  material  resulted 
in  hypertension.  The  blood  pressure 
remained  elevated  during  continued 
licorice  administration.  Initially  sodium 
was  retained  and  there  was  a rise  in  body 
weight  presumably  attributable  to  expan- 
sion of  the  extracellular  fluid  volume. 
Ontral  venous  pressure  also  rose.  Cardiac 


output  was  not  measured.  As  adminp 
tration  of  the  licorice  extract  w> 
continued  there  was  some  compensate! 
correction  (decrease)  of  the  expandt 
extracellular  fluid  volume.  Discontinj' 
ation  of  licorice  extract  administratil 
resulted  in  reversion  of  all  measuremerjl| 
toward  normal.  Other  investigatoi  J 
studying  rats  found  that  hypertensr ! 
could  be  induced  by  unilateral  nephn  I 
tomy  and  partial  occlusion  of  t)t 
contralateral  renal  artery  (Table 
Following  this  procedure  some  of  the  r; 
did  not  become  hypertensive;  however. 


Table  8 

RATS  SUBJECTED  TO  UNILATERAL 
NEPHRECTOMY  AND  PARTIAL 
OCCLUSION  OF  THE  CONTRALATER. 
RENAL  ARTERY'® 


1 2 of  rats  remained  normotensive  and  h| 
normal  cardiac  outputs  (CO)  § 

12  of  rats  developed  hypertension  and  h 
transient  (0-10  day)  increase  in  CO 

predicted  by  Borst’s  theory  (Table  ' 
hypertension  in  the  rats  who  did  becor 
hypertensive,  was  preceded  by  a period 
increased  cardiac  output.  Guyton  and  h 
co-workers'®  have  modernized  and  ela 
orately  developed  a similar  theory  < 
blood  pressure  control  which  is  sur 
marized  briefly  in  Table  9. 

Table  9 

GUYTON’S  THEORY'® 


f ECF  and  plasma  volume  — ► f cardi 
output  — t flow  in  tissue  — antoregulati' 
with  i flow  and  (BP  -i-  | renal  Na  a 
water  excretion  — ► f ECF  and  plasma  volui 

There  are  many  animal  studies  suppo:j 
ing  Guyton’s  theory  (Table  9).  Dah 
studying  six  colonies  of  rats  maintain 
on  different  NaCl  intakes  for  one  ye; 
found  a striking  correlation  between  tl 
mean  systolic  blood  pressure  in  eat 
colony  of  rats  and  their  mean  dai 
sodium  intake.  These  rats,  like  many  oth 
f)opulations  of  animals,  showed  a marktl 
individual  variability.  .Some  rats  in  ■ 
single  colony  developed  hypertension  th; 
led  to  their  death  within  a few  mont 
w'hile  others  in  the  same  colony  eating  tl 
same  amount  of  sodium  chloride  had  litt 
or  no  change  in  their  hlood  pressin| 
Dahl,®  by  selectively  inbreeding  the  raw 
that  were  relatively  prone  and  relative! 
resistant  to  sodiitm  loading,  found  th|| 
after  five  to  seven  generations  they  cou4 
produce  rats  with  median  blood  pressui 
as  low  as  123  mm  of  Hg  in  the  stra 
resistant  to  sodium  loading  while  in  tl 
strain  sensitive  to  sodium  the  medi;  ' 
blood  pressures  w'ere  216  mm  of  Hg. 

In  addition  to  the  feedback  loop  shov\- 
in  Fable  9 illustrating  a major  blotj 
pressure  control  system,  sodium  admi 
istration  may  change  hlood  pressure 
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Bering  vascular  reactivity  to  vasocon- 
Jictors.'*  Rats  fed  diets  of  varying 
mium  content  for  8 weeks  have  variable 
isponses  to  administration  of  angioten- 
^ II.  Angiotensin  II  administration 
iluses  a greater  than  expected  rise  in 
xxl  pressure  in  animals  given  low 
xxl  pressure  in  animals  given  high 
dium  diets  while  animals  given  low 
dium  diets  have  an  impaired  respon- 
^eness  to  angiotensin  II  (Table  10). 


Table  10 

RATS  FED  DIETS  OF  VARYING  Na+ 
, C;ONTENT  FOR  8 W EEKS'® 

Diet 

Resting  BP 

BP  resfxinse 
to  AH 

inirol 

no  change 

control 

)w  Na+ 

no  change 

I 33% 

igh  Na+ 

no  change 

f 43% 

Progressive  reduction  of  renal  mass  by 
;irtial  nephrectomy  progressively  impairs 
dium  excretion  and  in  response  to  a 
instant  sodium  intake  should  be 
sociated  with  a rise  in  blood  pressure, 
his  prediction  based  on  the  theory 
itlined  in  Table  9 has  been  validated  in 
ts*’  (Table  11)  and  in  dogs'*  (Table  12). 
he  blood  pressure  change  induced  by 
imial  nephrectomy  in  salt  loaded  dogs  is 

Table  1 1 

RENAL  MASS  AND  HYPERTENSION 
IN  RATS'’ 

uction  of  .Salt  Incidence 


renal  mass 
partial 
nephrectomy 

loading 

of 

hypertension 

50% 

0 

18% 

75% 

0 

56% 

75% 

+ 

100% 

Table  12 

TECTS  OF  Na  LOADING  ON  BLOOD 
3LUME  AND  Na  SPACE  IN  DOGS  AFTER 
REMOVING  70%  OF  THEIR  KIDNEYS'* 

Changes 

Mean Transient Sustained 

BP  f 26%  4 31% 

lood  Vol.  t 19.8%  none 

la  space  f 16%  none 

ustained  while  the  extracellular  and 
ilood  volume  changes  were  more  apparent 
cutely  than  on  a chronic  basis  (Table  12). 

If  most  hypertension  were  attributable 
0 consumption  of  amounts  of  salt  in 
xcess  of  our  excretory  power  (at  normal 
ilotxl  pressures),  one  would  exptect  that 
dministration  of  diuretic  agents  would  be 
ssociated  with  a decrease  in  extracellular 
nd  plasma  volume.  This  expectation  has 
leen  confirmed  in  humans'®  (Table  13). 
iowever,  the  data  on  dogs  displayed  in 
rable  12  would  lead  one  to  expect  that  on 
chronic  basis  compensatory  changes 
(light  ob.scure  alterations  in  extracellular 
nd  plasma  volumes.  The  chronic  changes 
eported  in  plasma  volume  after  treatment 
if  hypertensive  humans  with  thiazides 


diuretics  are  small  and  not  always 
significantly  altered  from  the  control; 
however,  there  is  a uniform  tendency  for 
these  volumes  to  decrease  (Table  13). 

Table  13 

CHANGES  IN  PLASMA  VOLUME  AFTER 
1 MO  TREATMENT  WITH 
THIAZIDES'® 


Study 

#Pts. 

Change  (L) 
in  plasma  vol.  p 

A 

II 

-0.08 

<0.1 

B 

11 

-0.15 

<0.05 

C 

10 

-0.09 

> 0.2 

D 

II 

-0.05 

>0.4 

E 

16 

-0.04 

> 0.4 

F 

18 

-0.15 

< 0.05 

G 

11 

-0.24 

< 0.005 

Present 

7 

-0.13 

< 0.1 

Discontinuation  of  chronic  thiazide 
treatment  of  essential  hypertension  would 
be  expected  to  be  associated  with  some 
increase  in  pla.sma  and  extracellular  fluid 
volume.  This  exjiectation  has  been 
confirmed^®  (Table  H).  Investigators  at 
the  Cleveland  Clinic^'  studying  a group  of 
14  hypertensive  patients,  13  of  whom  were 

Table  14 

EFFECT  OF  DLSCONTINUING  CHRONIC 
THIAZIDE  TREATMENT  IN  E.SSENTIAL 
HYPERTENSION^® 


Change  (L)  after 
4 weeks 

Plasma  vol. 

+ 0.30 

Extracellular 

fluid 

+ 1.42 

characterized  as  having  their  hypertension 
well  controlled  on  thiazide  diuretics  alone, 
found  a high  correlation  between  plasma 
volume  and  blood  pressure  when  the 
patients  were  on  a sodium  restricted  diet 
alone,  when  they  were  on  a high  sodium 
diet  and  when  they  were  at  home  taking 
thiazide  diuretics  (Table  15).  If  thiazides 
are  effective  in  hypertension  control  by 

Table  15 

CORRELATION  OF  PLASMA  VOLUME 
8c  BP  IN  14  PATIENTS  WITH  E.SSENTIAL 
HYPERTENSION’' 


Treatment 

r 

9 meq  Na  d for  4 days 

+0.58 

Above  + 262  meq  Na  d I\' 

for  2 days  for  70  K pis. 

+0.59 

Usual  home  diet  + hydrochloro- 
thiazide or  spironolactone  or 

both  for  years 

+0.61 

acting  as  sodium  diuretics  it 

should 

be 

possible  to  abolish  their 

effects 

by 

administration  of  sodium 

salts 

in 

addition  to  the  diuretics.  Administration 
of  20  g of  NaCl  a day  in  addition  to  that  in 
the  usual  diet  has  been  found  to  abolish 
the  antihypertensive  effect  of  1 g of 


chlorothiazide  a day  in  hypertensive 
patients  previously  controlled  with  this 
drug. Thiazides,  in  addition  to  decreas- 
ing extracellular  fluid  volume  and 
decreasing,  thereby,  the  stimulus  to 
increased  blood  pressure  outlined  in  Table 
9,  also  cause  a reduction  in  responsiveness 
of  blood  pressure  to  norepinephrine2* 
(Table  16).  This  effect  of  thiazides  on 
hypertension  can  be  abolished  by  ex- 
pansion of  intravascular  volume  (Table 
16k 

Table  16 

HOW'  DO  THIAZIDES  ALTER  BP?’® 


Chlorothiazide  1.5g  d x 3 given  to  normo- 
tensive  volunteers 

Response  of  BP  to  IV  norepinephrine 
before  treatment:  4 35% 
after  treatment:  4 20% 

600  ml  6%  dextran  IV'  abolishes  the  impaired 
responsiveness  after  chlorothiazide 

If  excessive  sodium  intake  and  expan- 
sion of  extracellular  fluid  volume  produce 
hypertension  as  illustrated  in  Table  9,  one 
would  predict  that  drugs  which  lower 
blood  pressure  by  some  mechanism  other 
than  through  sodium  diuresis  would 
cause  sodium  retention  with  expansion  of 
extracellular  fluid  volume.  This  expecta- 
tion has  been  confirmed2®  (Table  17).  Two 
weeks  after  starting  treatment  of  byjier- 

Table  17 

MEAN  CHANGE.S  AFTER  2 WEEKS  OF 
TREATMENT  WITH  METHYLDOPA 
0.5  - 1.0  g qd’® 


Change 

P 

Blood  volume 

+ 8% 

<0.001 

Exchangeable  Na 

+ 2% 

>0.2 

Body  weight 

+0.5K 

> 0.05 

BP 

-32/18 

<0.001 

tensive  patients  with  methyldopa,  blood 
pressure  is  lowered  but  at  the  same  time 
there  is  an  appreciable  increase  in  blood 
volume.  One  might  predict  that  if  this 
compensatory  increase  in  blood  volume 
were  large  enough,  it  might  decrease  or 
even  abolish  the  antihyjjertensive  effect  of 
methyldopa  in  a sequence  of  events 
operating  as  outlined  Table  9.  For  years 
physicians  caring  for  hypertensives  have 
noticed  that  prolonged  administration  of 
drugs  lowering  blood  pressure  by  altering 
the  activity  of  the  autonomic  nervous 
system  can  be  as.sociated  with  increasing 
refractoriness  to  the  drugs. 2*  This  outcome 
is  an  expected  consequence  of  untreated 
expansion  of  extracellular  and  plasma 
volume  and  can  be  treated  with  admin- 
istration of  diuretics. 

If  excessive  sodium  intake  were  respon- 
sible for  the  current  epidemic  of 
hypertension,  is  this  information  of 
practical  value?  Even  though  marked 
sodium  restriction  is  effective  in  control- 
ling hypertension,  the  notion  of  getting 
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an  appreciable  portion  of  our  population 
to  restrict  drastically  sodium  intake  is,  at 
least  to  me,  inconceivable.  Is  modest 
sodium  restriction  of  value?  In  my 
examination  of  the  medical  literature  I 
know  of  only  one  prospective  examina- 
tion of  this  question. 2 Twenty  two 
hypertensive  patients  taking  no  anti- 
hypertensive drugs  were  studied  for  one 
month  while  taking  their  usual  diet  and 
for  one  month  while  taking  a diet 
containing  about  one  half  the  usual 
amount  of  sodium  (Table  18).  Mild  .salt 
restriction  was  effective  in  decreasing 
blood  pressure.  As  a rough  generalization 
one  can  say  that  hypertensive  patients  can 
lower  their  systolic  pressure  by  2 mm  of 
mercury  and  their  diastolic  by  1 mm  of 
mercury  for  every  g of  NaCl  they  do  not 
eat. 

Patients  instructed  in  dietary  sodium 
restriction  are  often  given  long  tables  of 

Table  18 

EFFECT  OF  MODERATE  Na 

RESTRICTION  ON  HYPERTENSION^ 


22  hypertensives  taking  no  drugs 
studied  for  1 month  on  both  diets. 

were  each 

Treatment 

Ur  Na 
meq  d 

Change 
in  BP 

I'sual  diet 

191 

0 0 

Mf)deraie  Na 
restriction 

93 

7.7Z4.4 

information  on  the  sodium  content  of 
food.  In  the  days  before  effective  oral 
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diuretics  were  available,  many  physicians 
found  very  poor  results  using  advise  on 
sodium  restriction  as  a technique  for 
managing  salt  intake  in  patients.  DahP 
pointed  out  that  advice  on  sodium 
restriction  could  be  extremely  simple 
(Table  19).  A sodium  intake  of  17  mEq  per 
day  (equivalent  to  1 g of  NaCl)  can  be 
achieved  by  patients  following  Dahl's 
advice.  Unfortunately,  like  much  good 
advice,  it  is  simple  to  give  but  difficult  to 
follow.  In  Table  20  the  sodium  content, 
expressed  as  grams  of  NaCl,  is  listed  for 
some  common  foods.  The  salt  content  in 
the  components  of  what  might  be  a 
breakfast  menu  are  indicated  in  the  top  4 
items  in  Table  20.  Even  if  no  salt  were 
added  at  the  table  the  sodium  content  of 
that  breakfast  alone  would  exceed  the 


Table  19 

DAHLS’  ADVICE  ON  NA+  RESTRICTION’ 


If  you  follow  Dahls’  advice  on  Na+  and 

add  no  Na+  to  food 

use  no  processed  foods 

avoid  milk  and  milk  products 

Na+  intake  will  Ix"  about  17  meq  day,  i.e., 
the  amount  of  Na+  in  1 g NaCl 


entire  daily  sodium  content  of  a diet 
markedly  restricted  in  .sodium.  Prepared 
meats  have  enormous  amounts  of  salt  as 
indicated  in  Table  20.  The  high  salt 
content  of  canned  goods  is  generally 


recognized  but  some  do  not  realize  that  i 
the  preparation  of  frozen  foods  brine  i 
often  used  to  separate  good  from  ha 
vegetables  and  can  account  for  a 
appreciable  content  of  salt  in  certai 
frozen  vegetables  (Table  20). 

The  weight  of  the  evidence  suggests  th. 
the  high  consumption  of  sodium  is  tl 
major  basis  for  our  high  incidence  < 
essential  hypertension.  Although  I thir 
we  can  use  this  information  in  advice  o 
health  maintenance  and  in  the  managi 
ment  of  patients  with  hypertension  vl 
must  continue  to  keep  in  mind  that  it  is 
postulate.  I know  of  no  prospective  stut 
which  has  examined  the  role  of  sodium  i 
the  production  of  hypertension  in  a lar^ 
population. 


Table  20 

SODIUM  CONTENT  OF  COMMON  FOOE 
(DATA  FROM  AYERST  LABORATORIE* 

Sodium  contei 
expressed  as 

Foods 

g of  NaCl 

Bacon,  2 strips  (2  oz.) 

0.36 

Bread,  white,  2 slices 

0.59 

Butter,  2 pats 

0.35 

Milk,  1 cup 

0.32 

Ham,  cured,  1 4 lb. 

1.3 

Beans,  lima,  canned  12  cup 

0.69 

Beans,  lima,  frozen,  1 2 cup 

0.26 

Bibliography  available  upon  request. 


THE  GUT  AND  IMMUNOLOGY 


Our  current  understanding  of  gastro- 
intestinal and  liver  diseases  has  been 
enhanced  by  advances  in  the  field  of 
immunology.  In  order  to  highlight  this 
information  a review  of  immunology  as 
it  relates  to  gastroenterology  will  be 
undertaken. 

LEON  RIGBERG,  M.D. 

GEORGE  BURDICK,  M.D. 

STEPHEN  GLOUBERMAN,  M.D. 

There  appears  to  be  three  varieties  of 
interrelated  immunological  reactions 
which  can  take  place  in  the  body.  The 
chrssic  immediate  hypersensitivity  re- 
actions which  are  responsible  for  the 
anaphylactic-type  reactions  are  mediated 

Reprint  retjuests  to:  1201  .South  .Seventh  .\veiuie, 
l’h(X‘iiix.  Arizona  S.SOO?. 
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by  antibodies  classified  as  immunoglobu- 
lin E.  These  reactions  clinically  start 
within  minutes  and  last  for  up  to  an  hour. 
Another  form  of  immune  reaction  usually 
occurs  four  to  six  hours  after  an  antigenic 
challenge  and  are  called  Arthus-type 
reactions.  These  are  due  to  antigen- 
antibody  complexes  being  precipitated  in 
tissues.  The  last  variety  are  known  as 
delayed  hypersensitivity  reactions  which 
take  one  to  two  days  to  evolve  and  may 
persist  for  a prolonged  period.  This 
variety  is  mediated  by  mononucleal  cells 
and  is  therefore  known  as  the  cell- 
mediated  immunity.  Involvement  of  each 
of  these  possible  pathophysiologic  pro- 
cesses within  the  gastrointestinal  tract 
occurs  under  different  circumstances.  The 
cells  involved  in  antibody  production  are 
thought  to  be  derived  in  the  human  from 
the  combined  areas  of  Peyer’s  patches. 


appendix  and  the  sacculus  rotundu 
possibly  the  equivalent  of  the  Bursa  < 
Eabricius  which  is  responsible  for  "B”  ce 
production  in  the  chicken.  These  cells  ai 
responsible  for  immunoglobulin  produi 
tion  both  within  the  gastrointestinal  trai 
and  systemically.  The  cells  which  media 
delayed  type  hypersensitivity  reactions  ai 
thought  to  be  derived  from  contact  wit 
the  thymus  gland  and  are  thus  called  “1 
cells”.  They  are  located  in  mucos 
submucosa  and  lamina  propria  of  tl 
gastrointestinal  tract.  Thus,  immunt 
globulin  and  cell-mediated  responses  i 
antigens  entering  the  body  via  sma 
breaks  in  the  mucosal  surface  of  tl 
gastrointestinal  tract  occur  by  the  joii 
participating  of  local  and  systemic  cellub 
immune  involvement.  Additionally,  the 
seems  to  be  division  of  labor  within  tl 
body  concerning  the  production  of  variot 


jds  of  immunoglobulins.  Systemic  lym- 
Iwytes  seem  to  synthesize  predomin- 
ly  immunoglobulin  G (IgA).  IgA  is 
t|nd  in  nasal,  salivary  gland,  bronchial, 
I nach  and  intestinal  secretions  and  may 
I'vide  a protective  barrier  for  the 
|cosa.  It  has  been  discovered  that  this 
[ lecule  is  combined  with  a “transfer 
|tein”  which  is  synthesized  by  the 
(icosal  cells.  In  addition  to  some  struc- 
t d differences  between  the  IgA  im- 
I noglohulin  made  within  the  intestinal 
I t and  that  found  in  the  serum  there 

t)ears  to  be  additional  biochemical 
erence  between  these  molecules.  Serum 
does  not  fix  comf)lement.  This  has 
|n  demonstrated  by  the  oral  polio 
f!cination  program  which  has  shown 
ft  complement-binding  antibodies  to 
f'  virus  is  produced  only  with  the  oral 
F)Osure  and  not  parenterally.  It  appears 
kt  the  IgA  protein  is  actively  secreted 
im  the  cells  of  the  gastrointestinal  tract 
I ) the  lumen.  There  is  little  evidence 
i t the  systemically  produced  immuno- 
j'bulins  (IgG,  IgA  and  IgM)  are  actively 
peted  across  the  mucosal  epithelium, 
h these  proteins  can  gain  access  to  the 
j trointestinal  lumen  by  cellular  desqua- 
I tion,  lymph  leakage  or  cellular  inflam- 
Ition.  I'his  accounts  for  the  hypo- 
! nmoglobulinemia  which  sometimes 
I urs  in  various  forms  of  protein-losing 
ileropathies. 

'dinically,  there  are  conditions  associ- 
l.d  with  deficiencies  of  this  immune 
I tern.  Diarrhea  and  malabsorption  are 
• most  common  symptoms  of  patients 
ith  immunological  deficiencies.  The 
I )logy  of  malabsorption  associated  with 
: iciency  of  these  imunoglobulins  is  not 
own.  It  is  possible  that  bacterial 
: rgrowth,  proliferation  of  Giardia 
(mhlia  within  the  duodenal  region  of 
:■  small  bowel  or  malassimilation  of  fats 
ised  by  bile  salts  being  deconjugated 
ly  be  responsible  for  these  clinical 
dings.  It  is  usually  a deficiency  of  IgA 
lich  is  found  in  these  conditions, 
mditions  associated  with  IgA  deficiency 
hide  primary  agammaglobulinemia, 
rious  protein-losing  enteropathies 
'hippie’s  disease,  celiac  sprue,  etc.), 
ixia  telangiectasis,  gastrointestinal 
.tvy  ( bain  disease,  and,  finally,  acquired 
pogammoglobulinemia  with  nodular 
perjrlasia. 

Other  less  definitive  abnormalities  in 
? immunological  system  have  been 
iociated  with  other  gastrointestinal 
peases.  Of  foremost  importance  is  that 
pO(  iated  with  inflammatory  bowel  dis- 
se.  Both  C^rohn’s  disease  (regional 
teritis)  and  ulcerative  colitis  may  mani- 
.t  depressed  hypersensitivity  and  dimin- 
led  cellular  immune  responses.  For 
stance,  negative  PPD  skin  tests  as  well  as 
isitive  Ke\im  test  responses  have  been 
monstrated  in  certain  jxttients  with 
»ional  enteritis.  Humoral  antibodies  to 


F.  coli  and  lymphocytic  cytotoxic  anti- 
bodies to  colonic  epithelial  cells  have  also 
been  found  in  these  conditions.  Another 
gastrointestinal  condition  associated  with 
abnormalities  in  the  immune  system  is 
pernicious  anemia.  Seventy-five  percent  of 
patients  with  pernicious  anemia  present 
with  parietal  cell  antibodies.  However, 
these  antibodies  are  not  specific  for 
pernicious  anemia  and  have  also  been  seen 
in  patients  with  diabetes  mellitus,  Ad- 
dison’s disease,  iron  deficiency  anemia, 
thyroid  disease  and  atrophic  gastritis. 
There  is,  however,  no  correlation  between 
the  titer  of  antibodies  to  parietal  cells  and 
vitamin  malabsorption.  These  anti- 
bodies may  well  reflect  gastric  inflam- 
matory abnormalities  rather  than  be  the 
cause  of  the  B'^  malabsorption.  On  the 
other  hand,  antibodies  to  intrinsic  factor 
are  specific  for  pernicious  anemia  and  are 
found  in  between  40%  to  70%  of  patients 
with  this  disease.  Atrophic  gastritis  and 
deficient  immunoglobulins  is  associated 
with  diarrhea,  giardiasis  and  increased 
incidence  of  carcinoma. 

Liver  disorders  associated  with  immuno- 
logical abnormalities  have  been  reported 
during  the  past  several  years  involving 
vasculitis,  carcinoma  and  chronic  carrier 
state.  I'he  immune  system  within  the  liver 
is  represented  by  the  Kupffer’s  cells  and 
macrophages. 

The  most  important  of  these  advances 
has  to  do  with  the  cause  of  hepatitis.  The 
initial  virus  antigen  has  been  found 
within  the  nucleus  of  the  hepatocyte  and 
is  called  the  Dane  particle.  This  particle  is 
referred  to  as  the  hepatitis  core  antigen  or 
HBcAg.  Once  within  the  nucleus  of  the 
hepatocyte,  a protein  coating  material  is 
probably  formed  around  this  core  and 
then  apparently  moves  into  the  cytoplasm 
of  the  liver  cell.  It  is  then  .secreted  into  the 
circulation  where  it  can  be  measured.  It  is 
called  hepatitis  B surface  antigen  or 
HBsAg.  Within  this  protein  surface 
coating  a variety  of  sub  types  have  been 
identified  and  labeled  a - common  to  all, 
d,  y,  and  e.  The  significance  of  these 
substances  is  that  they  may  have  predictive 
clinical  value.  For  instance,  e antigen  has 
been  found  primarily  in  hepatitis  patients 
with  slow  recovery  or  pjrogression  to 
chronic  liver  disease. 

Glinical  use  of  these  viral  findings  is 
based  upon  their  measurements  which 
utilize  immunological  pjrincij:)les  and  the 
body’s  respjonse  to  these  foreign  sub- 
stances. During  the  first  month  of  ex- 
posure to  hepatitis  B antigen,  the  surface 
antigen  (HBsAg)  can  be  measured  in  the 
serum.  The  e antigen  can  also  be  found  in 
the  serum  at  that  time.  The  core  antigen  is 
difficult  to  measure  in  serum  but  can  be 
found  in  liver  hiojjsy  material.  Two  to 
three  months  after  the  acute  attack  of 
hepatitis,  anticore  antibodies  are  found  as 
well  as  evidence  of  DNA  jxrlymerase 
activity.  This  is  fjrior  to  the  elevation  of 


hepatic  serum  enzymes  and  clinical  jaun- 
dice. A small  amount  of  antihcKly  is 
produced  to  the  surface  antigen  during  the 
early  months  of  hepatitis  and  these 
circulating  immune  complexes  may  be 
responsible  for  the  serum  sickness  like 
reactions  of  urticaria,  arthritis  and 
arthralgias,  and  vasculitis  which  one  can 
experience  with  the  development  of  serum 
hefiatitis.  The  surface  antigen  is  usually 
cleared  within  a period  of  12  weeks  and 
may  be  present  for  a period  of  up  to  six 
months  to  a year.  When  found  beyond  six 
months  the  fjossibility  that  chronic  active 
hepatitis  may  be  developiing  should  be 
considered. 

From  this  brief  review  it  is  apparent  that 
the  immune  system  may  jrlay  an  im- 
portant role  in  gastrointestinal  and  liver 
diseases.  Ihifortunately  the  manifestations 
of  these  various  immunological  abnor- 
malities are  non-specific  and  may  thus  go 
unrecognized  for  prolonged  {periods  and 
be  mimicked  by  other  conditions.  Never- 
theless, increasing  awareness  of  immune 
deficiencies  or  excesses  in  GI  disease  will 
no  doubt  further  our  understanding  of 
their  etiology  and  prerhaps  enhance  our 
therapjeutic  armamentarium  in  the  future. 


Drug  Therapy 
Problems 
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ROBERT  E.  PEARSON,  M.S.,  R.Ph. 

Most  practitioners  rely  upon  their 
own  reading  plus  other  external  sources 
to  assist  them  in  their  quest  to  remain 
abreast  of  the  biomedical  literature. 
This  feature  is  intended  to  provide  finite 
information,  to  answer  some  questions, 
and  to  stimulate  awareness  of  the 
availability  of  an  unbiased  source  of 
biomedical  information.  The  format  will 
include;  questions  and  answers,  with 
the  questions  being  provided  by  the 
readers  and/or  users  of  our  service; 
abstracts  from  the  literature;  brief 
descriptions  of  newly-marketed  items; 
brief  discussions  of  new  innovations  in 
therapy;  and  short  exercises  regarding 
specific  drug  products. 

Question:  A male  patient  age  55  recently 
complained  to  me  of  increasing  breast 
tenderness  and  size.  His  drug  regimen  for 
hypaertension,  hypjopjarathyroidism.  and 
atherosclerotic  vascular  heart  di.sease, 
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includes  Spironolactone,  Vitamin  D, 
Digoxin,  Cialcium  Gluconate,  Nitro- 
glycerin, Isosorbide  Dinitrate,  and  a 
Potassium  supplement.  Which  of  these 
drugs  would  cause  this  symptomatology? 

Answer:  If  the  gynecomastia  is  not  a 
manifestation  of  non-metastatic  carci- 
noma, then  numerous  drugs  have  been 
shown  to  induce  this  finding.  Among 
those  drugs  the  patient  is  taking  at  least 
three  (Spironolactone,  Vitamin  D,  and 
Digoxin)  have  been  shown  to  cause 
Gynecomastia.  Other  drugs  that  may 
cause  Gynecomastia  include:  Adrenocor- 
tical hormones,  androgens,  Busulfan, 
Chlortetracycline,  oral  contraceptives, 
Diethystilbestrol,  Digitalis,  Digitoxin, 
estrogens.  Ethionamide,  Griseofulvin, 
Haloperidol,  human  chorionic  gonado- 
tropin, Heroin,  Isoniazid,  Methyldopa, 
Phenaglycodol,  Phenelzine,  Reserpine, 
and  Vincristine.  (Martin,  E.W.;  Hazards  of 
Medication,  J.B.  Lippincott  Company, 
Philadelphia,  PA,  1971,  p.  365.) 

Abstract  of  Interest:  Juhl,  R.P.,  et  al; 
Effect  of  Sulfasalazine  on  Digoxin 
Bioavailability,  Clin  Pharmacol  Ther 
20:387-394,  1976. 

To  determine  whether  or  not  sulfasala- 
zine (Azulfidine)  consistently  interfered 
with  the  therapeutic  effect  of  Digoxin, 
both  drugs  were  administered  to  10 
normal  subjects  (7  male  and  3 female)  in  a 
crossover  study.  Subjects  were  between  20 
and  36  years  of  age  with  no  cardiac,  renal, 
hepatic,  or  absorptive  abnormalities. 
Subjects  received  2 doses  of  Digoxin  (0.5 
mg.);  one  dose  given  alone,  and  the  second 
dose  after  pretreatmem  with  sulfasalazine 
for  6 days.  The  pretreatment  regimen  for  4 
subjects  was  2 gm.  daily  in  divided  doses 
for  6 days  plus  0.5  gm.  30  minutes  before 
Digoxin  dose  on  day  7.  The  remaining  6 
subjects  received  2 gm./day,  on  days  1 
and  2,  4 gm./day,  on  days  3 and  4,  6 
gm./day,  on  days  5 and  6,  and  2 gm.  30 
minutes  before  Digoxin  dose  on  day  7. 
The  average  area  under  the  serum  Digoxin 
curve  (AUG)  fell  from  the  control  value  of 
8.79  ng  . hr  . ml  ' to  6.66  ng  . hr  . ml  ‘, 
while  total  urinary  excretion  decreased 
from  278  meg  10  days  to  228  meg/ 10  days. 
The  AUG  ranged  from  +21%  to  -56%.  No 
mechanism  was  found  to  explain  the 
phenomenon. 

Abstract  of  Interest:  “Decreased  Bio- 
availability of  Digoxin  Due  to  Antacids 
and  Kaolin-Pectin”,  NEJM  295:1034-1037, 
(Nov.  4)  1976. 

Ten  normal  adult  volunteers  without 
evidence  of  any  cardiac,  renal,  gastro- 
intestinal or  other  abnormality,  were 
given  a single  dose  of  0.75  mg.  of  Digoxin, 
administered  in  the  fasting  state.  The  dose 
was  administered  with  60  ml.  of  4% 
Aluminum  Hydroxide  Gel  Suspension, 
with  60  ml.  of  8%  Magnesium  Hydroxide 
Gel,  with  60  ml.  of  Magnesium  Trisili- 
cate, and  with  60  ml.  of  Kiiolin-Pectin.  At 


least  tw'elve  days  elapsed  between  each 
“Digoxin/antacid”  dose.  Cumulative  six- 
day  urinary  Digoxin  excretion  (expressed 
as  the  precentage  of  a 0.75  mg.  dose 
recovered)  was:  control,  40.1  T 3.0  (S.E.); 
Aluminum  Hydroxide  30.7  ± 2.9; 

Magnesium  Hydroxide  21  .\  — 2.4; 

Magnesium  Trisilicate,  29.1  T 1.7;  and 
Kaolin-Pectin,  23.4  1 2.0.  The  decrease 
was  not  related  to  alteration  of  gut  transit 
time  or  to  adsorption  of  Digoxin  by  these 
gastrointestinal  medications. 

Abstract  of  Interest:  Andrassy,  K.,  et  al: 
Penicillin-Induced  Coagulation  Disorder, 
The  Lancet  ii:1039-1041,  1976. 

The  authors  report  a case  of  hemor- 
rhagic diathesis  with  high  serum  con- 
centrations of  Penicillin  G.  A 59-year-old 
female  was  admitted  in  acute  renal  failure. 
A fluctuating  abscess  in  the  submandi- 
bular region  was  palpable.  On  the 
suspicion  of  a mixed  anaerobic  injection, 
parenteral  Penicillin  G,  10  million 
units/day,  was  administered.  Frank  bleed- 
ing (Epistaxis)  was  noted  the  following 
day  with  profuse  hemorrhage  following 
incision  of  the  abscess.  Bleeding  time  rose 
to  > 30  minutes  and  reverted  to  normal  4 
days  after  withdrawal  of  Penicillin  G.  An 
additional  5 patients  who  had  undergone 
mitral  valvotomy  and  were  given  large 
doses  of  Penicillin  G (30-40  million 
units/day)  are  reported  to  have  shown 
similar  coagulation  disorders.  The  authors 
feel  the  disorder  is  a composite  result  of 
platelet  dysfunction,  disturbed  conversion 
of  fibrinogen  to  fibrin,  and  increased 
antithrombin-III  activity. 
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Beclomethasone  dipropionate  aerosol 
in  allergic  rhinitis. 

D.  W.  Cockroft  et  al  (St.  Joseph’s 
Hospital,  Hamilton,  Canada)  Can  Med 
Assoc  J 115:523-526  (September  18)  1976. 


Treatment  with  BDA  (beclomethasone 
dipropionate  aerosol)  50  ug  four  times  a 
day  in  each  nostril,  was  compared  with 
placebo  administration  (an  inert  Freon 
propellant)  in  a double-blind  non- 
crossover trial  of  30  matched  patients  with 
allergic  rhinitis  produced  by  ragweed 
pollen.  The  trial  began  at  the  start  of 
ragweed  season  and  lasted  for  6 weeks. 
Patients  in  the  BDH  group  had 
significantly  less  (P  < 0.05)  cough  at  10 


days,  antihistamine  tablets  consumpti. 
at  17  days  and  nasal  stuffiness  rhinorrl  ' 
and  sneezing  at  36  days.  No  signific:! 
difference  between  the  BDA  group  and  ij 
placebo  group  could  be  demonstrated  Iv 
the  eye  symptoms  (allergic  conjunctivitl  , 
NAIR  (nasal  airway  inspiratory  resp 
tance),  MINE  (maximum  inspiratory  n^ 
al  flow)  and  TEC  (total  eosinophil  com 
Daily  diary  cards,  weekly  object 
measurement  of  nasal  patency  a^ 
measurement  of  TEC  before  the  treatmi 
and  after  four  weeks,  were  used  as  crite 
to  assess  the  response  to  treatme 
Moderate  to  great  improvement  was  fou 
in  86%  of  the  BDA  group  and  in  the  13^ 
the  placebo  group.  Minor  side  effe 
(headache,  post-aerosol  sneezing)  w 
noted  by  two  patients  in  each  group.  B1 
by  nasal  inhalation  did  not  induce  adre> 
suppression  and  did  not  produce  lo 
candidiasis  in  this  study.  The  comf 
cations  or  efficacy  of  long-term  adm 
istration  of  BDA  aerosol  are  not  kno\ 


Treatment  of  diabetic  coma  with  snr 
intravenous  insulin  boluses. 


N.  Clumeck  et  al,  (University 
Brussels,  Belgium)  Br  Med  J 2:394- 
(August)  1976. 

The  clinical  efficacy  of  hourly  ini 
venous  boluses  of  5 u insulin  t 
demonstrated  in  21  out  of  a group  of 
decompensated  diabetic  patients,  prest 
ing  in  either  a ketoacidotic  or  a n 
ketotic  didabetic  coma.  The  patients  a 
received  the  usual  fluid  and  electroly 
replacement.  In  the  21  patients  v 
responded  to  this  treatment  the  percent 
decrease  averaged  50  ± 3%  in  five  hoi 
regardless  of  the  initial  glucose  cone 
tration.  The  overall  clinical  effectiver 
is  comparable  to  the  other  two  low-dc 
regimens,  either  the  hourly  intramusci 
injections  of  5-10  lU  insulin,  or 
continuous  intravenous  infusions  of  1 
HI  insulin/hour.  The  efficacy  of  the  1 
dose  treatments  are  based  on  the  knt 
ledge  that  the  optimum  level  of  plas 
insulin  to  promote  glucose  transpor 
small,  lying  between  20  and  200  mU 
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Oral  contraceptive  in  older  women  ; 
fatal  myocardial  infarction. 

Mann  et  al  (University  of  Oxfc 
England)  Br  Med  J 2:445-447  (August 


1976. 

54  women  in  the  40-44  year  age  gro 
who  died  from  myocardial  infarction,  1 
their  oral  contraceptive  histories  c( 
pared  with  those  of  age-matched,  liv 
controls.  The  findings  from  this  sti 
combined  with  the  results  from  a previ 
similar  one,  suggest  a three  fold  inert 
in  the  risk  of  death  from  myocan 
infarction  among  users  of  oral  con 
ceptives  in  the  40-44  year  old  age  gro 
compared  with  women  not  using  < 
contraceptives  in  the  same  age  groups 
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jfhe  Department’s  Bureau  of  Water 
Jality  Control  is  presently  engaged  in 
)rts  that  will  make  a significant 
itribution  toward  improvement  of  pub- 
Ihealth  in  Arizona  through  elimination 
insafe  and  poor  quality  drinking  water. 


I 


LLIAM  E.  CRISP,  M.D. 

I 


)n  a panoramic  hilltop  overlooking 
pnial  Philadelphia  one  rainy  after- 
i>n  about  200  years  ago,  perhaps  during 
of  the  dread  yellow  fever  epidemics, 
jjamin  Rush,  signer  of  the  declaration 
jindependence,  framer  of  the  constitu- 
|i,  the  father  of  American  psychiatry 
, 1 one  who  has  walked  these  very  halls 


}n:  926  E.  McDowell  Rd.,  PhcK’nix,  8.5006. 
re.seiued  ai  the  225lh  Anniversary  of  the  founding 
ennsylvania  Hospital,  Philadelphia,  Pennsylvania 
■pan  of  the  Philadel|>hia  bicentennial  celebration. 
■ 30,  1976. 


The  Bureau  is  applying  for  primary 
enforcement  responsibility  in  implemen- 
tation of  the  Safe  Drinking  Water  Act 
(P.L.  93-523),  a federal  program  for 
insuring  drinking  water  protection  for 
everyone  by  applying  stringent  standards 
to  individual  water  suppliers. 

That  the  program  is  necessary  is  an 
understatement.  Findings  of  the  National 
Community  Water  Supply  Study,  issued 
in  July  1970,  revealed  that  2.5  million 
people  were  receiving  water  of  inferior 
quality;  some  360,000  of  these  people  were 
receiving  water  of  potentially  dangerous 
quality. 

Our  records  for  Arizona  show  similar 
results.  For  instance,  221  of  the  state’s 
1,933  listed  public  water  systems  (12 
percent)  exceed  the  maximum  permissible 
level  of  fluoride  content  in  the  water 
delivered.  Compliance  with  the  minimum 
required  bacteriological  sample  submis- 
sion is  less  than  25  percent.  Further,  a 
small  but  j^erhaps  significant  i^ercentage 
of  the  samples  analyzed  are  in  violation  of 
the  maximum  permissible  total  coliform 
bacteria  concentration. 

Compliance  with  regulations  promul- 
gated under  the  Safe  Drinking  Water 
Act — the  first  revision  of  drinking  water 
standards  since  1962 — are  expected  to 
reverse  those  conditions. 

Basically,  the  National  Interim  Primary 
Drinking  Water  Regulations  published  in 
1975  established  the  bacteriological,  chem- 


with most  of  us,  is  said  to  bave  emerged 
inexplicably  from  his  horse-drawn  carri- 
age suddenly  overcome  with  a sense  of  his 
healing  mission  — his  therapeutic 
method;  and  in  this  mood,  with  a burst  of 
zealotry,  he  is  said  to  have  shaken  his  cane 
at  the  city  below  while  uttering  the  words 
“bleed  and  purge  all  the  city’’. 

Benjamin  Rush  — who  undoubtedly 
saved  Washington’s  revolutionary  army 
with  his  written  hygienic  principles,  and 
who  had  written  of  his  understanding  of 
mind-body  relationships,  was  obsessed 
with  the  subject  of  blood-letting  as  a 
medical  panacea.  FTe  rightly  observed  that 
“it  raised  the  pulse  when  it  was  depres,sed, 
and  that  it  reduced  its  force  — (that  it) 
“Checked  vomiting,  relieved  delirium, 
coma  and  obstinate  wakefulness,  checked 
hemorrhage  and  caused  redness  of  the  eyes 
to  disappear”. 

Therapeutic  purging  and  bleeding  have 
passed  from  this  scene  but  there  is  a lesson 


ical  radiological  and  physical  standards  to 
be  required  of  all  public  water  systems  in 
the  U.S.  by  June  25,  1979.  The  intent  of 
the  Act  is  that  the  burden  of  compliance 
with  the  standards  be  borne  by  water 
suppliers,  with  individual  states  assuming 
primary  enforcement  authority  to  assure 
the  standards  are  met. 

Implementation  of  the  Safe  Drinking 
Water  Act  in  Arizona  is  expected  to 
increase  the  safety  of  public  drinking 
water  by; 

— assuring  better  inspection,  monitor- 
ing and  sampling; 

— developing  an  increased  public 
awareness  through  information  dis- 
semination, mandatory  public  noti- 
fication and  public  hearings  when 
public  water  systems  fail  to  meet 
standards; 

— requiring  compliance  schedules  and 
deadlines  for  the  treatment  of  poor 
quality  water,  and 

— providing  much  greater  penalties — 
heretofore  unavailable  — for 
violaticjns. 

The  new  standards  will  apply  to  all 
public  drinking  water  systems  that  have  at 
least  15  service  connections  or  which 
regularly  service  at  least  25  individuals 
daily  a minimum  of  60  days  per  year. 

I kncjw  the  Department  can  count  on 
the  support  of  the  medical  community  in 
this  preventive  effort  to  eliminate  an 
existing  source  of  illness  in  our  state. 


from  this  anecdote:  it  is  easy  in  each 
generation  of  physicians  to  become 
fervently  fascinated  with  a treatment,  or  a 
technological  method  — a kind  of  furor 
therapeutics  — which  leaves  little  time  or 
energy  for  proper  analysis,  or  new 
concepts. 

A bicentennial  should  not  only  be  a 
celebration  — a birthday,  but  also  a time 
of  reassessment. 

Our  age  in  medicine  will  probably  be 
known  as  the  age  of  technology,  whose 
achievements  include  the  control  of 
infectious  disease,  biomedical  homostasis 
that  permits  advanced  surgical  tech- 
niques, computer  epidemiology,  to  name 
but  a few. 

These  advances  have  resulted  in  an 
emphasis  on  analytic  techniques  and 
technical  solutions  of  problems  of  health 
and  disease.  These  very  techniques, 
however,  have  produced  a practice  of 
medicine  — specialty  medicine  — that  has 
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alienated  the  patient  from  liis  disease  and 
Ins  pliysicitm. 

Numerous  studies  and  oin  own  c linical 
experience  have  deanonstrated  that  over 
70%  of  the  pc’ople  who  sc’ek  oni  assistance- 
are  those  with  a primary  psyc  hersomatie 
complaint  — functional  prohlems  with 
physical  overtones. 

Most  of  these  patients  are  treate-cl 
symptomatically,  trancinili/.e-d  — pri- 
marily be-canse  of  a lack  of  time  or  a 
frustration  of  experience-  in  de-alins  with 
these  stress-re-late-el  illnesses.  I'o  date,  s<i<>el 
psyc  hiatric  care-  remains  the  iirovielenee  of 
the  few  anei  "Valium  ” the  expeeliant  for 
the-  many. 

I he  challenges  for  me-clicine-  today  are 
the-  di.sea.ses  of  stress.  They  are  the  major 
killers  in  our  society  — he-art  dise-a.se, 
hy|)erte-nsion,  even  rance-r. 

Aelaptation,  the-  eonce-pt  that  as  organ- 
isms he-eome-  more-  inelepenelent  of  their 
surroundings,  they  eleve-lop  more-  eomple-x 
ways  of  stabilizing  their  internal  environ- 
ment to  counter  changes  in  the  external 
circumstances,  was  first  re-cogni/c-ci  and 
clefine-ci  by  the  French  physiologist, 
Cdaude-  Be-rnarcl,  at  the  lime  of  this 
couniiy’s  cenie-imial  celehralion.  Ihe- 
hasic  ihe-ory  has  hc-en  e-xpande-d  via 
(lannon's  “fight  or  flight”  response-  to 
.Se-ly’s  adaptation  synelrome-  and  ilie-  roleol 
the  adrenal  sleroiels  in  the  nenro- 
endocrine  physiology  of  the  nervous 
system  — stress  reac  tion,  or  alarm  re-ac  tion 
with  its  triad  of  lymphoihymic  involution 
( r-l.ymphoc  yle  inhihiiion  — our  major 
immune-  system  delense  nu-ehanism) 
gastro-inte-slinal  ulceration  and  loss  of 
cortical  lipoid  and  medullary  chromaffin 
suhstance  Irom  the  adre-nals. 

Physical  stress  as  well  as  e-molional 
clisirnhances  can  trigger  the  same  re- 
sponses and  there  are  limits  to  the  ability 
ol  the-  human  organism  to  compensate. 

Discharge  of  catecholamines  from  the- 
adrenal  me-dulla  into  the  circulation  is 
controlled  by  outflow  ol  impulses  from 
the  central  nervous  system  — me-dialed  by 
a final  common  pathway  arising  in  the- 
hypothalamus  and  or  mid-brain. 

(iatecholamines  released  from  the- 
adrenal  me-dulla  anel  sym|xuhetic  nerves 
ehiring  stre-ss  mediate  the  well-known 
acute  melaholic  and  jchysiologic  resjjon.ses 
(hypoglycemia,  ele-vate-d  free  fatly  acids, 
tachycardia,  blood  pressure  elevation,  and 
lymphcKyle-  depression). 

Although  eate-cholamines  release-el  into 
the  hlooel  to  not  enter  the  brain,  they  do 
penetrate  such  re-gions  as  the  are-a 
posirema  of  the  hypolhalmus  where-  there 
is  a eleficiency  in  the  blood-brain  harrier. 

I fere-  they  probably  play  an  important  role- 
in  mcKlifying  the  rate  of  release  of  factors 
controlling  the  release  of  pituitary 
hormones. 

I here  is  .some-  indication  that  these- 
stress-induce-d  changes  in  the  central 
neiAous  system  may  be-cerme  more 


permanent  when  re-pe-aie-elly  invokeel. 

It  has  h(-(-n  faiily  we-ll  eslahlishe-d  that 
ihe-re  are-  certain  personality  types 
assoc  iate-d  with  a major  dise-a.se  state.  \Ve- 
are  all  familial  with  the  type  “A” 
pe-r.sonalily  associate-ei  with  he-ari  eli.se-ase- 
anel  hype-riension.  I’syc  hosoc  iai  variahles 
of  stress  are  among  the  (actors  that 
conirihule-  to  the  disorganization  of  ihe 
homoslalic  controls  — a cancer-iype- 
personaliiy  descrihe-d  by  Cire-er  in  London 
and  (ire-e-n  in  Roc  he-sier  idc-ntilies  iniro- 
verle-d  sire-.ss  as  a possible  c ansi  live  lac  lor. 

Vernon  Riley,  of  I’acific  Norlhwe-sl 
Re.se-arch  Foundation  in  .Se-altle,  re-cently 
reporte-d  at  the  as.sociation  for  cancer 
rese-arch  that  by  utilizing  (luff  strain  ol 
female-  mice  — which  carry  the-  irans- 
mille-el  Hiiiner  mammary  lumoi  virus 
from  the  lime-  of  hiith,  that  he-  could,  by 
isolating  the  mice  from  stress,  de-c  rea.se  ihe 
expe-c  le-d  inc  idence  of  mammary  cance-r 
from  92%  to  7%  at  -lOO  days. 

Knowing  that  stre-.ss  is  a major  factor  in 
dise-ase,  how  c an  it  he-  control  le-d  or 
moelifie-d  in  our  complex  society? 

Fo  dale  our  medical  heritage  has  relie-d 
on  only  lour  major  c urative  mec  hanisms: 

1.  Physical  me-dicine  — aiding  anel 
potentiating  the-  hoely’s  own  eiefen.se- 
me-ehanisms  — with  heat,  eolel. 

2.  Pharmacology 

,H.  .Surgery 

1.  'FransfeTenc  e — wide  h is  the  effect  of 
the-  person  — he-dside  manner,  the 
placeho  effect. 

Now  with  the-  ability  to  bring 
previously  involuntary  (autonomic)  hoeiily 
functions  imeler  voluntary  control  via 
electronic  amplification  of  certain  body 
systems,  we  have  the  beginning  of  a ,5th 
major  mechanism  — the  behavioral 
control  mechanism,  in  which  the-  patient 
lor  the  first  time  can  lake  a fully  active  and 
direct  control  in  literally  le-aridng  not  to 
he  sick  by  controlling  stre-ss. 

I his  be-havior  control  me-chaidsm  is 
hiofee-dhac  k.  Biote-e-elhac  k can  heclefine-d  as 
the  use  of  moinioring  insiniments, 
usually  ele-c  ironic,  to  clete-c  I and  amjrlify 
.selecle-d  internal  physiologic  proces.ses 
within  the  body  in  order  to  make  this 
ordinarily  unavailable  internal  infor- 
mation available  to  the  individual  by 
literally  fee-ding  it  hack  to  him  in  a 
re-cognizahle  form  of  a light,  a sounel, 
changes  or  a dial.  Fhecliidcal  importance- 
of  this  is  that  by  utilizing  such  organ- 
sjx-c  ilic  le-edbac  k with  continued  exposure 
ancl  prac  tice,  (hiofe-e-cihack  training)  theie 
is  evidence  that  individuals  can  le-am  to 
bring  under  partial  conscious  control 
particular  body  functions  ordinarily  not 
subject  to  consc  ious  control  such  as  heart 
rate,  muse  le  te-nsion,  blood  pre-ssure,  blood 
How,  even  brain  waves. 

Fee-dback,  therefore,  is  a method  ol 
controlling  a system  by  reinserting  into 
that  response  the  results  of  past  perfor- 


mances. Positive  reinforcement  is  gaint 
from  the  hiofeedhack  machinery  at 
therefore-  the  bodily  effec  Is  are  modifie  d 1 
conscious  control. 

VVe  should  not  he  surprise-d  at  ll 
efficacy  of  hiofeedhack  since  eve-ry  anim 
is  a .self-regulaleel  system,  owing  its  ve 
exisience,  its  stability  anel  most  of  i 
he-havioi,  to  fe-e-elhack  control.  Kve 
change-  in  the  physiologic  stale 
accompanie-cl  by  appropriate-  change 
the  mental  state. 

Kach  automatic  contre)!  .system  can  I 
aelclilionally  influence-cl  by  higher  meni 
ac  tivities.  Inseriicm  of  the  unexpe-c  ted  sue 
as  the  substitution  of  the  senso 
iidorrnation  gaine-cl  from  the  hiofeedhae 
machine  is  a sophisticate-d  action  of  il 
mid  brain  and  one  that  he-gs  f 
experimental  clarification  of  its  imp 
cation  for  extending  mind  ability.  FI 
mincl-hrain  cannot  operate  without  i 
formation  from  the  body  and  the  hoe 
cannot  operate  without  informalicrn  fro 
the  mind-brain.  Fhe  mind,  brain,  at 
body  are-  nerl  merely  connecte-d,  they  exi 
and  function  as  a unit  — a holisi 
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organism. 

Fven  though  this  fact  has  been  we 
known,  medical  sc  ience  has  continue-cl 
impose  a .schizophrenic  therapy  on  t 
Iirohlems  of  illness.  The  capacity  of  t 
mind  to  regulate  and  he-al  the  body  and 
sell  has  be-e-n  short  shrifte-d  almost  out 
exisience.  Prohlems  of  mind,  are  neai 
always  first  aitacke-cl  by  salving  the  mil 
with  drugs. 

Fhe  fact  that  learning  to  contr 
physiologic  activity  occurs  without  o 
vicnis  use  of  cemsc  ions  effort  and  wither 
conscious  understanding  of  how 
control  works  is  a dramatic  confirmatie 
of  the  remarkahle-  capability  of  the  min 

Fhe  rapidity  and  ease  of  hiofec-dha 
learning  is  difficult  to  account  for 
known  theory,  and  literally  mandates  nc 
insights  for  study  of  tliese  internal 
generated  mental  abilities  that  shape  wh 
our  minds  and  bodies  do. 

If  pc-ople  c an  so  cjuickly  learn  to  contr 
events  in  their  bodies  that  they  .scarce 
knew  existc-d,  are  iht*y  reactivating  a Ic 
ability  or  are  they  simply  evolving  a nt 
capacity  of  the  mind.  Either  conjecture 
provocative.  .Since  we  know  that  this  c: 
be  readily  clone  in  animals  even  to  I 
point  that  they  can  de-velop  organ-speci 
physiologic  changes  sue  h as  blood  supj 
to  the  liver,  suggests  that  the  conn 
ability  has  always  c-xislc-d. 
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A hiofe-edhack  princ  iple  can  be  read 
illusiraic'ci  in  the  well-known  associatij 
and  reproducc-d  ability  of  the  finding  tl 
where  there  is  emotional  anxiety  there 
muscle  tension,  and  if  musc  le  tension 
relieved,  so  is  the  effect  of  the  anxic 
lension  in  muscle  cells  is  adjusic-d 
means  of  a ic-c-clhac  k c losed  loopoperati 
between  tension  sensors  in  the  muscle  c< 
and  the  brain  areas  concernc-d 
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((•(live  muscle  movement.  The  control 
.‘-tern  ofxrating  something  like  a 
1 usehold  thermostat,  compares  actual 
tision  with  what  it  should  be  to  a given 

iitaticm  and  initiates  activation  (A 
propriate  adjustments.  This  linear 
“chanism  is  ideal  for  moving  muscles 
rid  for  mobilizing  muscles  as  a first  line 
( clefense.  The  system  does  not,  however, 
well  w'ith  the  way  human  beings 
net  to  sex  ial  pressures.  By  social  customs 
I ysical  action  is  tempered,  submerging 
ti‘  defense  pxrsture  into  an  unconscious 
i ention  to  be  ready  for  action,  to  lx-  alert 
td  tense.  When  emotional  tension  and  its 
|iscle-tensing  effect  are  prolonged,  the 
s tern  undergex-s  adaptation  and  the 
i itrol  becomes  adjusted  to  higher  and 
f<her  levels  of  tcjlerated  muscle  tensicjti. 
lis  an  insidious  accomc^daticm  that  leads 
Ithe  muscles  becoming  set  in  patterns  of 
■seness.  Its  clcjsed  looj)  nature  feeds 
|on  itself,  anxiety  tenses  the  muscles, 
id  the  increased  tension  in  muscles  keejrs 
r mind  apprehensive. 

dut  because  of  the  closed  Icxrp, 
iervention  can  be  either  in  the  mind  or 
E the  muscles.  Effective  psychotherapy 
ii  relieve  muscle  tension,  and  effective 
iaxation  prrxedures  can  also  relieve  the 
ixiety.  Monitoring  of  the  muscle  tension 
ph  play-back  to  the  individual  consti- 
fes  to  the  individual  a method  of 
jitrolling  tension,  thereby  allaying  the 
^ct  of  the  anxiety  of  his  living  situation. 
iVIrxlern  medicine  has  not  sufficiently 
"phasized  this  need  for  individual 
iponsiblity  in  illness.  The  patient  is 
j,  lima  ted  to  be  a recipient  rather  than  a 
;rticipant  in  treatment.  Therefore  he 
juuires  fx-rsonal  demonstration  through 
i’structured  perirxl  of  self-learning  to 
' orporate  the  concejx  of  individual 
{xmsiblity  into  his  reaction  to  an  illness 
I even  his  daily  life. 

I iiofeedback  serves  as  an  optimum 
|xedure  for  this  structured  self  learning 
i how  the  patient  can  regulate  the 
rets  of  stress  on  his  bexly  functions, 
tial  instruction  in  biofeedback  is 
ilitated  by  use  of  imagery  — awareness, 
itng  the  patient’s  thoughts  and 
lings  through  autogenic  suggestions.  It 
> Ix-en  well-demonstrated  that  patients 
k able  to  dilate  the  vasculature  in  their 
nds  and  can  also  learn  to  command 
jlividual  muscle  function,  as  well  as 
I cific  hrain  waves.  These  abilities  can 
■n  be  transferred  to  a whole  host  of 
■ss-related  illnesses  — some  of  which 
migraine  and  tension  headaches, 
diac  arrythmias,  the  functional  element 
hypertension,  Reynaud’s  disease,  epi- 
>sy,  to  name  but  a few. 

I he  potential  of  biofeedback  to  provide 
.V  insights  into  Ix-havioral  control  of 
lysiologic  prcxresses  holds  the  jrromise  of 
I active  participating  role  for  man  in 
Irning  to  deal  effectively  with  his 
bverbial  “worst  enemy”. 
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H.  N.,  M.D. 

RICHARD  E.  H.  DUISBERG,  M.D. 

II.  N.,  M.D.,  is  a well-liked  and 
com|x-tent  physician  who  has  practiced  in 
a metropolitan  area  of  Arizona  for  about 
12  years.  He  married  during  his  residency, 
has  two  children,  one  in  7th,  the  other  in 
9th  grade.  A hajjpy,  congenial  home. 

He  enjoys  tennis,  a bit  of  hunting  in 
season  and  good  corn|rany.  He  is  well 
res{x*cted  and  well  liked  by  his  colleagues 
and  by  his  patients. 

Indeed,  his  practice  has  grown  cjuite 
large  and  gives  him  rather  little  time  to 
relax.  A few  years  ago,  when  very  tired,  he 
cxcasionally  texjk  a dexc-drine — when 
unable  tcj  sleep,  a placidyl  c^r  scjrne  other 
sample  soporific. 

During  the  past  two  years  he  has  seemed 
less  sex  iable,  less  humorous.  At  times  he  is 
morose,  at  times  shcjrt-temjx-red,  at  times 
jjrecxcupied,  seemingly  alcxjf. 

Only  he  knows  that  he  has  tried  time 
and  again  ter  function  w'ithcnit  taking  a 
pill  or  capsule— but  has  not  succeeded  for 
longer  than  a few  days. 

Once  he  was  a sex  ial  drinker  and 
convivial.  Lately  he  either  slumps  inter 
lethargy  err  beeermes  noticeably  lerejuacious 
and  slurring  after  twer  drinks. 

They  are  be'ginning  to  averid  him.  His 
wife  has  bc'cerme  a werrrier.  .She  can’t 
“cerntrerl”  the  kids.  Quarrels  are  beeerming 
freejuent. 

His  friends  (cerileagues  merstly)  alser 
wernder  aberut  him.  Tfiey  erecasiernally 
raise  an  eyebrerwn  err  even  ask  a tentative 
ejuestiern.  They  drop  away.  He  drops 
them. 

His  practice  slerws.  It’s  “the  recessiern” 
or  a “seasonal  slump”. 

His  wife  finally  diseervers  the  extent  erf 
his  defxndency  on  drugs. 

Merre  mernths  of  werrry,  arguments, 
pleadings,  promises.  Finally  he  agrees  ter 
let  her  invite  an  old  and  trusted  eerlleague 
ferr  a “talk”.  Gererd  advice  is  heard  and 
accepted.  But  nert  ferllerwed. 

Frerm  here  ern  the  prergnersis  is,  despite 
all  w'ishful  thinking,  grim.  Sermething 
must  be  derne  beferre  disaster  strikes,  as 
inevitably  it  will.  But  what  ter  der?  He’s  a 
D0(;  T0R!  He  has  a family  ter  supperrt.  A 
practice  to  retain.  A reputation  ter  uphold. 
His  pride  ter  preserve. 

Can  a wife  jeopardize  all  this  plus  her 
own  survival  by  “betrayal”? 

Can  his  friend? 

Can  he? 


And  even  IF  he  eernsents  ter  see  a 
physician  err  psychiatrist,  will  the  “cure” 
take?  Will  the  skeletern  emerge  frerm  the 
elerset?  Will  disgrace  ex  cur? 

A difficult  and  hazarderus  eheriee.  Actiern 
nerw  might  be  ealarniterus,  and  a breach  erf 
cernfidence.  Prexrastinatiern  is  easier — 
therugh  the  added  spice  erf  herpe  is  grerwing 
rancid.  The  frrergnersis  wern’t  irnprerve.  It 
will  werrsen. 

Hard  deeisierns  tan  be  reserived  by 
termjrrerrnise.  Therugh,  ferr  serme,  the  werrd 
“termprermise”  tarries  an  unpleasant  stig- 
ma erf  weakness  err  cerwardiee — the  at  t erf 
cermjrrermise  is  a mature  and  usually 
laudable  erne. 

A compromise,  a third  optiern,  nerw 
exists.  (Jernsider  ajrjx’aling  (“reperrting”  if 
yeru  like)  ter  ArMA’s  Physicians’  Re- 
habilitatierii  Cermmittee.  The  trerubled 
physician  can  be  heljred.  He  will  nert  be 
hurt.  The  prergnersis  will  change  frerm 
grave  ter  gexrd.  It  already  has  ferr  tpr ite  a 
few. 

A friend,  a speruse  err  indeed  anyerne  who 
is  aware  erf  and  eerncerned  erver  a jrhysician 
wher  ajrjx'ars  ter  be  in  trouble  err  heading 
ferr  serme  needs  ernly  ter  terntaet  a member 
erf  the  cermmittee  and  discuss  the  frroblem 
with  him  err  her. 

Cxrnfidentiality  will  lx-  jrreserved,  in- 
cluding the  name  of  the  referring  indi- 
vidual if  desired. 

The  physicians’  rehabilitatiern  eermmit- 
tee  will  thereafter,  in  acterrdante  with  the 
exigencies  erf  the  problem,  take  erver  full 
respernsibility  ferr  meeting  all  erf  the 
ethical,  legal,  and,  if  indicated,  eerunseling 
and  therapeutic  steps  re-ejuire'd. 

The  patient  physician’s  best  interests 
remain  the  prime  cerncern  erf  the  cerm- 
mittee. Cernfielentiality  is  given  utmerst 
cernside-ratiern,  by  the  cermmittee  as  well  as 
by  the  Berard  erf  Medical  Examiners  ter 
wherm  (by  law)  the  jrhysician’s  name, 
alerng  with  the  cermmittee’s  reeermmenda- 
tierns,  is  submitted.  The  Berard  dexs  NO  T 
intervene  unless  legal  asjx'cts  erf  the  case 
demand  it.  Thus,  a timely  apjx-al  ter  the 
cermmittee  prervides  an  interventive  help- 
ing hand  which,  in  merst  cases,  renders 
involvement  of  the  patient  with  BOMFX 
unnecessary. 

Be  a real  friend,  wherever  yeru  see  a 
friend  in  need  erf  erne. 

Use  ArMA’s  helping  hand.  Yeru  may 
write  err  pherne  the  ferllerwing  cermmittee 
members: 
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BENDHEIM,  OTTO 

5051  N.  34  St..  Phx. 

955-6200 

BISHOP.  WILLIAM 

703  Ash  Street,  Globe 

425-5759 

CLYMER,  JOHN 

703  N.  Country  Club  Rd.,  Tucson 

793-8865 

CRISP,  WILLIAM 

926  E.  McDowell  Rd.,  Phx. 

258-8995 

CZERNY,  EVERETT 

1601  N.  Tucson  Blvd.,  Tucson 

327-5628 

DAMSTRA,  DONALD 

St.  Lukes  Hosp.  Med.  Center,  Phx 

253-7373 

DUISBERG,  RICHARD 

1313  N.  2nd  St..  Phx. 

254-5161 

GREEN.  WESLEY 

2501  N.  4th  St.,  Flagstaff 

774-4347 

KAHLE,  JOHN 

715  N.  Beaver  St.,  Flagstaff 

774-7345 

LINKNER,  LAURENCE 

3411  N.  5th  Ave.,  Phx. 

279-7397 

SATLENSPIEL,  EDWARD. S33  W.  Thomas  Rd.,  Phx. 

264-3267 

SCHIEBER,  STEPHEN 

Ariz.  Med.  (Tmer,  U of  A 

882-6315 

TOMLINSON,  WALTER 

P.  O.  Box  4,  Elgin,  Az. 

455-5572 

VOLDENG,  KARL 

St.  Lukes  Hosp.  Med.  Center,  Phx. 

258-7373 

WASKOW,  ELEANOR 

550  W.  Thomas  Rd.,  Phx. 

266-8236 

BUTLER,  HARRISON 

Maricopa  County  Hospital,  Phx. 

267-501 1 

(House  Staff  Chairman) 


You  may  also  write  or  phone  Bruce 
Robinson,  Executive  Director,  ArMA,  at 
810  W.  Bethany  Home  Rd.,  Phoenix, 
Phone  246-8901.’ 


I 
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Letters  to  Editor 



Dear  Sir: 

This  letter  is  to  protest  the  use  <§ 
“Topics  of  Current  Medical  Interest”  li) 
w'hat  should  he  paid  political  advertisj 
ments.  Ihe  furor  of  Propositioti  200  , 
now  history,  but  without  going  into  tl' 
wide  gray  zone  between  the  statements 
the  two  sides,  there  was  a great  different 
of  scientific  opinion  as  to  this  propositio? 
Dr.  Bruwer's  article  summarizes  quite  wt 
a position  near  one  pole.  His  "Reference' 
were  mostly  news  releases,  and  this  artit 
sinifjly  is  not  a scientific  article  hut 
political  diatribe. 


THE  UNREQUESTED 
MULTIPHASIC  TEST 

RALPH  L.  GORRELL,  M.D. 

Certain  promoters  are  “selling”  multi- 
phasic  testing  direct  to  laymen.  While 
working  for  the  Air  T'orce,  I received  letters 
and  jihone  calls  about  my  approval  of  a 
Phoenix  based  laboratory  which  was 
performing  multiphasic  blood  screening 
and  urine  examination. 

Since  these  are  “screening”  jiiocedures, 
they  are  not  relevant  to  the  usual  care  of 
medical  and  surgical  patients,  they  do  not 
fit  in  the  usual  charts  and  especially  not 
the  problem  oriented  record.  The  physi- 
cian has  the  sort  of  uneasy  feeling  that  he 
should  include  the  data  but  is  not  sure  that 
the  results  are  accurate. 

Medical  World  News  (Nov.  15,  1976)  has 
a further  reascjn  for  dcx  tors  in  [jiicate 
prac  tice  to  reluse  such  reports.  What  has 
happened:  A large  California  employee 
group  has  a group  health  contract  that 
entitles  its  membeis  to  routine  .screening. 
Ihe  tests  are  taken  without  the  doctor’s 
knowledge  and  the  resnlts  forwaided  to 
him,  even  though  he  may  not  recognize 
tlie  jratient. 

Lawyers  for  the  Cialifornia  Medical 
Assoc  iation  state  that  the  mere  receifjt  of 
the  report  does  not  establish  a physician- 
patient  relationship  However,  if  the 
patient  has  been  under  the  care  of  the 
doc  tor  at  any  time,  the  physician  is  in  an 
untenable  position  and  espec  ially  so  if  the 
tests  reveal  a condition  that  needs 
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treatment  . . . The  physician  has  the  duty 
to  get  in  touc  h with  the  former  patient  . . . 
This  may  not  be  possible.  I he  lawyers 
suggest  that  the  physician  return  the 
report  to  the  laboratory  with  a lettet 
stating  that  the  person  is  not  a patient  at 
present,  stating  that  no  arrangement  has 
been  made  for  re\iew  of  the  report  and 
that  there  is  no  authorization  to  proceed. 
The  suggestion  is  that  the  patient  be 
contacted  directly.  Then  the  potential 
patient  can  notify  the  physician’s  office  il 
he  wishes  the  doc  tor  to  have  a copy  of  the 
report  and  to  relate  it  to  his  medical  care. 

AUXILIARY  HIGHLIGHTS 

JEAN  (MRS.  M.  W.)  PHILLIPS 
Auxiliary  Editor 

When  an  Auxiliary  has  a particularly 
effective  project,  it  goes  in  the  hank!  Into 
the  Project  Bank  at  National,  that  is.  In 
this  way,  good  effort  is  shared  with  other 
Auxiliaries  across  the  nation. 

Ihe  Bank  now  contains  ideas  and 
resources  covering  a wide  spectrum  of 
subjects  with  unicpte,  innovative  ap- 
proaches. Arizona’s  many  inspiring  con- 
tributions inc  lude  child,  home,  and  water 
.safety  programs  now  being  repeated  in 
other  areas. 

Projects  often  grow  beyond  their  orig- 
inal scope  as  they  are  apjilied  to  specilic 
needs  in  individual  communities,  and 
practicality  prevails  when  solutions  are 
used  to  meet  real  jnohlems  known  to  exist, 
kcjr  this  purpose,  the  Auxiliary  Project 
Bank  is  filled  with  assets. 

1 


AriMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HA' 
BEEN  EDITED  TO  CONSERVE  SPACE.  A COMPLE' 
COPY  OF  THE  MINUTES  OF  ANY  MEETING  WILL  I 
MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 

MATERNAL  & CHILD  HEALTH  CARE 

COMMITTEE  i 

1 he  nu-c-iiiig  ()l  ihc  Maternal  ft  Child  Heal 
Care  Comiiiitiee  ol  ihe  .\rizona  Medic 
Association.  Inc.  held  .Sepieinitei  25,  1976  at  8 j 
West  Bethany  Home  Road.  Phoenix.  .Ari/or 
convened  at  1:25  |).in..  William  C.  .Scon.  M.l 
Chan  man  presiding. 

SECTION  ON  SERVICES  FOR  CHILDRE  ! 

Designation  of  Chairman 

Di.  .Scon  announced  his  leappoinimeni 
Cden  M.  l iiedman.  .M  l).,  as  Chaiiman  ol  t 
sec  lion  lot  the  coming  ve;n. 

EPSDT 

Di.  .Scoti  ie\  ieweel  the  c|nestion  leleiied  lo  I || 
seciion  legtiiding  vvlieihei  oi  not  ihe  child  n ,jj 
KP.SI)  I piogtam  was  recjuiied  to  he  sneened  j. 
this  progiam  piioi  to  heing  seen  hy  a piiv; 
physic  i;m. 

I he  section's  lesponse  to  the  tihove  citiesiic 
Wits  set  loiih  in  the  lollowing  statement: 
niAI  AMHOHC.H  KP.SI)  1 IS  A PAH 
OF  KHK  MKDICAIl)  PROC.RAM,  HI 
DOFS  NOl  IN  ANY  WA5  RFPI.At 
OIHFR  IRFAIMFNI  NFCFSSAR5  FC 
FHF  CHII.l):  I HFRFFORF  I I IS  \( 

NFCFSSARV  FOR  A Cdlll.I)  K)  I 
SCiRFFNFI)  B5  KPSD  I PRIOR  K)  Bl' IN 
SFFN  B)  A PRI\  A FF  PHYSICIAN. 

Medicaid  | 

l)i . .Scott  ic‘|)oileci  on  the  section’s  clesiie 
, have  the  .\ssoc  itiiion  rettlliim  its  position 


|l  is  pK  if{“(  tly  propel  tor  opinions  to  l)e 
olisfiecl  as  editorials.  sense  ol  laimess 
Inires  that  a lornm  he  provided  lor  reprly 
the  statements  made.  To  publish  it  in 
month  before  an  election  indicates  the 
client  timing  of  the  amhoi  and 
ttention  to  the  cloctiine  of  faiitiess  by 
editoiial  staff.  1 would  (rointout  that  it 
idd  have  hc’en  ecjuallv  reprehensible  to 
e cariic-d  a statement  against  this 
position  by  the  Ari/ona  Atomic  Knergy 
nmission,  which  ap|)carcd  to  be  in- 
ging  in  improirrieties  as  emp>loyees  of 
I state  government.  It  is  to  he  hoped  that 
he  future,  on  prolitical  matters  we  will 
vide  ecpual  time  c:>i  no  time, 
cerely, 

V.  Hilts.  M.D.,  K.A.C.P. 

I 

III  .Sit: 

1 respionse  to  the  outrage  expjressed  by 
good  friend.  Doc  tor  .Sc  huyler  \ . Hilts, 
lie  pnihlication  by  Arizona  Medii me.  in 
I October  issue,  of  an  at  tide  by  me  on 
1 matter  of  “Informc*d  Consent:  Radio- 
ive  Waste  Products  and  the  Aiizona 
'dear  .Safeguards  Initiative  (Propjosi- 
Pi  200)”,  I cpuote  from  the  first  tlnee 
lagraprhs  of  my  letter  which  accom- 
I lied  the  manuscriprt: 


111  of  die  .Medicaid  piogiaiii.  following 
! nsi\e  discussion  die  lollowin.g  action  was 
1 n: 

I WAS  MO\'KI)  AM)  C.XRRIKl)  K) 
^..OM.MKND  K)  rifF  BO.VRI)  OF  1)1- 
|.10RS  FH.M  IMF  ARI/ONA  MF.DI- 
5I.  AS.SOC;i,\  FION  PUBLICLY  RF.AFFIR.M 
' POSH  ION  IN  1 A\’OR  OF  I IIF  IMPLF- 
N 1 .VFION  OF  A .MFDICAIl)  PROGRAM 
|.\RIZONA  AS  SOON  AS  FFASIBLF. 

^>|)lcd  (Children’s  Hosprilal 
*1.  Colton  leijoiied  on  ihecuireni  leoigani- 
1 on  undeiwav  in  the  DIFS  wheiein  the 
i )|)led  Cliildien's  Hospital  will  he  a piait  ol 
|l)i\ision  of  Family  Health  which  will  also 
|nde  .Maternal  ii:  Child  Health.  (Child 

i flopment.  Nutiition.  Dentistry  etc,  Othei 
sions  will  include  Lahouitoiy  Seivices, 
Pavioi  Healtfi.  Fn\ iioiimental  Health  and 
I |)oi  t di\  isiotis. 

>1.  (Colton  reciewed  the  hackgiound  ol  the 
I he  aid  stall  h\laws  changes  ;uicl  the  lurient 
Ins  of  the  medical  stall  organi/ation  which 
|\ides  loi  much  greatei  access  to  the  stall. 

SECTION  ON  MATERNAL  SERVICES 

[ignation  of  (Chairman 

>1.  Scott  announced  his  ri'appointtiieiit  ol 
: hei  B.  (Chc'i  ny.  .M.D.  as  (Chairman  ol  the 
I ton. 

Iternitv  Insurance  .Services 
ill.  (Cheiin  reviewed  HB  2;f2h  which  would 
|e  lecpuned  insuiance  compranies  to  piioMcle 
teanity  coxcrage  undei  all  health  insuiance 
jgiams.  File  hill  died  111  the  House  ol 
>iesenl;ili\es  duiiiig  the  I97h  legislalixc 
ton. 

I WAS  .MO\FD  AND  (CARRIFD  FO 
l(.O.M.MFNT)  FO  FHF  LFT.ISLA  1 1\  F 
.M.MFIFFF,  I HA  I A .MAFFRNFFV 
VFR.U.F  BILL,  SI,MIL.\R  lO  FHF 
jO(.  MODFI.  BII.l,,  BF  RFI.N  I RODLCFI) 
|l()  FHF  1977  LFT.ISL.VFl  RF. 

I 


“I  herewith  submit  an  oprinion 
statement  on  the  matter  of  radio- 
active wastes  arising  from  the  nuclear 
fuel  cycle. 

“The  statement  touches  on  the 
major  protential  health  hazard  pxised 
by  these  wastes  and  the 

oprpxirtunity  for  pniblic  discussion 
prresented  by  the  November  hiitiatixe 
(Propjosition  200). 

"Nec'dless  to  .say,  I understand  that 
this  may  he  regarded  as  ‘controxer- 
siaP,  hut  it  is  so  hard  to  find  anything 
that  is  not  controversial  these  clays — 
even  the  matter  of  fishing  lures”. 

It  is  my  conviction  that  Doctor  Kennedy 
acted  respronsibly  and  in  good  faith  when 
he  apprroved  pjuhlication  of  my  admittedly 
controversial  article.  T he  article  was  not  a 
pxilitical  cliairihe  hut  a statement  in  regard 
to  the  current  status  of  nuclear  waste 
management,  a matter  which  has  over- 
whelming health  imprlications.  The  fact 
that  nuclc'ar  waste  management  is  also  a 
matter  having  vast  pxilitical  impjlications 
is  exempjlified  hv  Dr.  Hilts’  litmus  pxipxa 
reac  tion  to  the  article. 

The  references  I used  were  entirely  in 
keepjing  with  a scientific  article  and  were 


SECTION  ON  PERINATAL  SERVICES 

Desigiiaiion  of  Chairman 

Di.  ,S(oii  amiouiKcd  his  icappjoiiiimeiii  ol 
William  |.  R.  Daily,  .M  I),  as  Chaiimaii  ol  the 
set  lion  lot  the  (omiiig  veai. 

.Arizona  Perinatal  Program 

Shaioii  L.  B.ugei.  M.P. IF.  .Assistant  Diiet  loi 
ol  the  .Aii/ona  Peiinaial  Piogram  leviewed  in 
gietil  depth  the  liisl  yeiii's  o|)eralion  ol  the 
piogiam.  Lhe  .‘FS  prage  lepjori  is  loo  long  to 
leptiodiue  as  piail  ol  these  minutes,  hut  lhe\  ;iie 
a\;iilal)le  lioni  the  .Assotiaiion  ollites.  It  was 
suggested  that  the  lepjoil  be  lepiiinted  in  a 
lutuie  issue  ol  .-trizona  .Medicine. 

Project  .Apjache 

.Ms.  Baigei  leprorted  on  the  new  Projed 
.\p>a(he  giant  and  flow  it  fits  with  the  .Ati/on.i 
Peiinaial  Piogiani.  Ibis  is  an  ongoing  piro- 
giam  with  the  Wliiieiivei  .Apiat  he  Liibe 
loimally  adminisieied  by  the  (food  .Saniaiiian 
■Sei  \ ii  es  ih.ii  piaiallels  \er\  tloseh  ibegoalsand 
obje<  li\cs  ol  the  .A  P P. 

Meeting  adjoin iietl  2:55  pj.m. 

William  F.  (iiispi.  .M.D. 

Sei  lelary 
b\ 

Biiue  F.  Robinson 
Fxeiuiixe  Direiioi 


PHYSICIAN  REHABILITATION 
COMMITTEE 

File  meeting  ol  the  Physician  Rehabilitation 
Commillee  ol  .Aiizona  Medical  .Association. 
Inc.  held  at  810  West  Bethany  Home  Road. 
Phoenix.  .Aiizona  on  .Sunday.  Ociobca  5.  I‘l7t) 
c omfiied  at  10:  H ;i.m..  Ric  hatti  F.  H.  Duisbetg. 
.M  I)..  Cliaitman  pnesicling. 


icpzuiahlc':  a renowned  hc’allh  pihysicist;  a 
.Nobel  [.aureate  in  Physics;  and  three  topz- 
level  members  ol  the  Nuc  lear  Regulatory 
Commission.  Quotations  from  the  latter 
three  were  from  the  texts  of  spxrc  lies  they 
had  delivered  to  members  ol  a highly 
technical  industry  and  pnihlished  in  full  in 
an  informative  pnihlication  of  the  I’niteci 
.States  Nucleai  Regulatory  Commission. 

T he  ’’furor  caver  Propxisition  200  ' may 
now  be  history.  But  the  debate  concerning 
the  pxitential  health  hazards  of  high-level 
radioactive  waste  piroducts  of  nucleai 
pxiwer  palants  is  pnobably  still  in  its 
infancy.  I would  hopae  that  the  Editor  of 
.Arizona  .Medicine  wcaulcl  invite  Dex  tot 
Hilts  and  others  to  paartic ipaate.  .After  all. 
the  Environmental  Protc'c  tion  .Agency  has 
stated:  "The  number  of  expaected  bealth 
effec  ts  is  the  bottom  line  in  any  assessment 
of  reactor  safety.  Such  risk  estimates  are 
higbly  uncertain  on  the  basis  of  paresent 
kncawlcxlge  and  the  adecjuacy  with  which 
these  uncertainties  are  addressed  is  central 
tea  parcaviding  an  inicarniative  estimate  caf 
reactor  safety”. 

.Sincerely, 

Andre  Bruwer,  .AI  D.,  E..A.C.R. 


REVIEW 

Di.  Duisbcig  ic'xiewc'd  the  bisioiy  ol  die 
commillee  lioiii  its  iiicepalion.  He  pioiiiled  oul 
dial  even  wilh  exieiiNixe  maieiial  in  .-irizona 
.Medicine.  .Medical  .Memos,  lioicndup  .mcl 
Sombrero,  then-  secnieci  10  be  very  lew  leleiials. 
MAc-ii  so  lai.  Goncein  has  been  expaiessed  o\ci 
die  need  10  repaoi  1 10  BO.MFX  wide  b may  be  one 
ol  die  leasons  loi  die  lew  leleiials, 

Ii  was  suggc'sied  dial  addiiional  aiiiclc’s  bc- 
parepaaied  dial  would  be  ol  die  disguised  "(iase 
Ilisloiy"  lypx',  wilh  empahasis  palaced  on  die 
\alue  ol  gelling  die  sick  pabysician  in  Icai  helpa 
eai Iv. 

Fac  b ccammillee  inembei  is  lea  discuss  die 
exisieiicc-  and  lole  ol  die  ccammillee  wilh  as 
many  cal  his  ccallegues  as  pacassible-  as  well  as 
biinging  die  ccammillc‘e  lea  die  allenlicaii  cal  die 
\aiicaus  licaspailal  slab  meelings. 

Meeling  adjcauined  12:1  ! pa. 111. 

William  F.  (iiispa.  M.D. 

.Sc'c  letaiv 
by 

Biuce  F.  Rcabinscan 
F.xeculixe  Diiec  Icai 


PUBLIC  RELATIONS  COMMITTEE 

Lhe  meeling  cal  die  Public  Relaiicans  (iom- 
millc‘e  cal  die  .Aiizcana  .Medical  .Asscac  iaiion.  Inc. 
held  al  810  V\'c-sl  Bedlam  Hcame  Rcaad. 
Phcaeiiix.  .\iizona  on  I uc'sday,  Oc  lobei  19.  1976 
ccamened  .11  .'a:'a8  pa. in.,  Ghailc‘s  11.  Finney, 
.M  l).,  Gli.uiman  paresiding, 

REVIEW 

Di,  !•  limey  levieweci  die  paasi  .mil  pari-seni 
paiogiams  ol  die  Gcammillee  and  disc  ussed  how 
die\  can  besi  be  impaioved.  T'heie  was  .1  genei.d 
discussion  on  die  siibjecl  cal  lespKanding  lea 
aiberse  news  sicaiies,  .Mi.  Julian  DcA'iies 
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provided  informalioii  regarding  to  wlioin 
letters  and  at  tides  should  be  direc  ted.  He 
pointed  out  that  letters  to  the  Editor  are  often  a 
gocxl  way  to  start,  and  often  can  be  develcjjx'd 
into  a subseeptent  news  story. 

•MEDICAL  OPINION”  TV  SERIES 

Mr.  Peterson  reviewed  the  suggested  changes 
in  the  T\'  series  as  follows: 

Format:  Identical  to  that  previously  pre- 
sented, with  3 exceptions.  1)  The  ijrograin 
would  be  taped  recorded,  rather  than  broadcast 
live;  2)  each  program  wcvuld  begin  wdih  a 3 to  5 
minute  filmed  interview  (in  a hcjspital,  research 
lab,  physic  ian's  office  or  similar  settiitg)  which 
would  serve  to  imdeiscore  the  significance  ol 
the  topic  to  Ix'  discussed;  and  3)  since  the 
program  would  lx-  taped,  the  station  would 
establish  a |X’rmanent  telephone  line  for  the 
purpose  of  recording  viewers'  cptesiions 
thrcjughout  the  five  days  preceeding  each 
program. 

I'his  later  action  would  eliminate  the  need 
for  the  Assexiation  to  ptervide  a third  physic  ian 
participant — the  'screener' — for  each  program. 

Frecjuency  and  Timing:  Weekly,  rather  than 
mcjtithly.  The  programs  would  be  taped  on 
Friday  evenings  from  6:45  to  7:15  p.m. 
Programs  would  be  broadcast  from  5 to  5:30 
p.m.  each  Saturday. 

Subject  to  the  Association’s  endorsement,  the 
series  would  begin  either  October  16  or  23. 

Mcxlerator:  Dr.  DuVal  has  indicated  a 

willingness  to  serve  as  the  mcxlerator  for 
approximately  half  of  the  programs.  ROOT 
staff  member  Dennis  Johnson,  who  has 
handled  virtually  all  cjf  the  station’s  medical- 
lelated  news  coverage  for  several  years,  would 
serve  as  the  moderator  on  alternate  weeks. 

ArMA’s  Role:  Within  the  above  propersed 
structure,  the  Assexiation  would  still  be 
resfxjiisible  for  selecting  the  topics,  providing 
the  station  with  background  information  cjii 
each  and  for  'recruiting’  the  two  physician 
panelists  lor  each  program. 

Credits  to  the  Association  (introductory  and 
closing  scripts,  printed  reference  in  rolling 
credits  at  the  end  of  the  program,  and 
incorporation  of  the  ArMA  seal  in  the  studio 
set)  would  remain  unchanged. 

Audience:  Media  rating  service  figures  indi- 
cate approximately  140,000  households  have 
television  on  during  5 to  5:30  p.m.  program- 
ming each  -Saturday.  This  compares  with 
approximately  176,000  /iotcse/ioW.s  during  6:30 
to  7:00  p.m.  programming.  The  total  number  of 
potential  viewers  for  the  rescheduled  "Medical 
Opinion’’  sries,  therefore,  would  be  reduced  by 
about  20%. 

During  most  rating  jxricxls  in  the  past  32 
months,  "Medical  Opinion”  has  been  the  most 
watched  jrrogram  during  its  time  slot.  It  also 
had  more  viewers  than  any  of  the  other  three 
programs  KOOl  aired  on  a tancium  basis 
during  the  6:30  to  7:00  p.m.  time  slot. 

The  Committee’s  job  is  to  develop  a list  of 
possible  panelists  and  topics. 

The  chairman  directed  that  a letter  be 
directed  to  each  committee  member  asking 
them  to  submit  a list  of  ten  names  of  physicians 
who  would  be  gtxrd  at  participating  in  this  type 
of  activity. 

Meeting  adjourned  7:29  p.m. 

William  E.  Crisp,  M.D. 

-Secretary 

by 

Bruce  E.  Robinson 
Executive  Director 
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PUBLISHING  COMMITTEE 

The  meeting  of  the  Publishing  Committee  of 
the  Arizona  Medical  Association,  Inc,  held  at 
810  West  Bethany  Home  Road,  Phoenix, 
Arizona  on  Saturday,  Octcjber  23,  1976  con- 
vened at  1:07  p.m.,  John  W.  Kennedy,  M.D., 
Chairman  and  Editor  presiding. 


ECONOMICS  OF  ARIZONA  MEDICINE 

Mr.  Robinson  reviewed  the  financial  state- 
ments for  the  year  1975  and  the  first  nine 
months  of  1976  which  show  the  continued 
decline  in  national  advertising  and  increase  in 
printing  expense.  He  alscr  reviewed  in  depth  the 
printing  bills  for  the  past  five  months  showing 
just  how  the  cost  of  publishing  Arizona 
Medicine  is  determined. 

Discussion  ensued  on  items  that  might  help 
to  reduce  the  cost  including: 

— llsing  the  cover  page  as  the  index  page 
with  no  extra  color. 

— Reduction  of  white  space. 

— Print  "minutes"  and  "meetings"  sections 
on  cheaper  pajxr. 

— Abstracting  the  minutes  of  meetings. 

IE  WA-S  MOVED  AND  CARRIED  TO 
EXPLORE  EHE  CO.ST  OF  PRIN  LING  THE 
"ArMA  REPOR  TS  ” SEC'I  ION  AND  THE 
"EUTl’RE  MEETINGS”  SECTION  ON 
CHEAPER  PAPER  IN  AN  ABSTRACTED 
FORM. 

Mr.  Robinson  reported  that  he  would  put  the 
journal  out  for  comparison  pricing  as  soon  as  a 
final  format  was  determined. 


REVIEW  OF  EDITORIAL  POLICIES 

Dr.  Kennedy  reviewed  for  the  committee  the 
recent  membership  opinion  survey  and  the 
comments  made  regarding  Arizona  Medicine, 
both  positive  and  negative. 

Review  Articles 

Discussion  ensued  on  the  need  for  short, 
concise,  review  articles  encompassing  a wide 
range  of  material  useful  to  the  primary 
physician  in  treating  or  directing  his  |wtient  for 
(irojxr  special  treatment. 

Format 

Comment  was  made  on  the  need  for  more 
editing  of  the  "ArM.A  Reports"  section  on  the 
journal  while  at  the  same  time  getting 
additional  reports  published  about  activities  of 
the  Association  from  committee  chairmen  and 
staff. 

Editorial 

It  was  highly  recommended  that  the  Editor 
reinstate  an  "Editorial  Board  ” whose  function 
would  be  to  assist  in  directing  editorial  policy 
and  securing  scientific  material.  George  D. 
Comerci,  M.D.  of  the  College  of  Medicine 
agreed  to  explore  means  of  obtaining  extensive 
editorial  cooperation  from  the  teaching  staff. 

rile  whole  process  by  which  the  editor  is 
selected  was  discussed  at  some  length. 

Meeting  adjourned  2:43  p.m. 

William  E.  Crisp,  M.D. 

-Secretary 

by 

Bruce  E.  Robinson 
Executive  Director 
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COCHISE  COUNTY 
HOSPITAL 

f 

Cochise  County  Hospital  was  built  ii 
Tombstone  in  the  1880’s  but  moved  to  th, 
outskirts  of  Douglas  in  about  1909  or  19K 

At  the  turn  of  the  century  the  hospitc. 
was  in  a deteriorated  state-  In  1909  th. 
County  Board  of  Supervisors  allocate 
funds  for  the  construction  of  anotht 
county  hospital  to  be  located  west  c 
Douglas- 

VVhen  it  was  completed  Di-  Edwar 
Adamson  was  appointed  medical  supei 
intendent  for  the  hospital.  Dr.  Adamso 
arrived  in  Douglas  in  1905  to  assist  Dr.  I' 
T.  Wright  with  the  old  Calumet  Hospita 

Dr.  Adamson,  writing  in  the  Dispatc 
on  Dec.  30,  1939  said,  "When  the  day  cam 
to  remove  the  patients  from  Tombston 
orders  were  given  to  have  a meal  on  th 
table  when  they  arrived.  At  the  sight  c 
clean  tables  and  a bountiful  supply  c 
food,  a near  riot  broke  and  it  required  th 
combined  effort  of  Howard  IJall,  th 
resident  superintendent  and  myself  t 
quiet  them  and  assure  them  that  there  w£ 
plenty  of  food  for  all. 

"They  had  been  having  their  mea 
brought  to  the  hospital  in  five  gallo 
gasoline  cans  which  were  dropped  in  th 
middle  of  the  room  and  it  was  'first  comj 
fidlest  served.’  ’’ 

Dr.  Adamson’s  first  duties  include 
hiring  all  the  employes  and  traveling  t 
New  York  and  Chicago  to  purchaj 
equipment  for  the  building. 

Because  it  was  well  developed  th 
hospital  became  what  is  termed  a “polit 
cal  plumb.’’  With  the  next  election  D 
Adamson  was  removed  from  his  positioi 
In  the  next  12  years  16  doctors  and  eigi 
superintendents  held  positions  in  th 
hospital. 

In  1924,  Dr.  Adamson  resumed  h 
position  with  the  understanding  he  w'oul 
stay  as  long  as  service  was  satisfactory.  H 
stayed  for  the  next  37  years. 

Dr.  Adamson  wrote,  "When  I took  ovi 
again,  the  institution  w'as  in  a deplorab 
condition.  The  physical  plant  was  goin 
to  pieces,  all  of  the  buildings  needt 
extensive  repair,  equipment  was  behin 
times,  and  little  up-to-date  medicine  w; 
being  practiced  and  practically  no  surge) 
was  being  performed.” 

He  began  to  improve  conditions  at  th 
hospital  by  investing  in  a new  refrige 
ation  plant  that  immediately  saved  tl 
county  $300  a month.  The  building’s  co; 
burner  heating  apparatus  was  replace 


a boiler  and  oil  fuel  system.  At  the 
I e time,  work  began  on  a nurses 
Diplex.  Nurses  previously  lived  in  the 
'e  building  with  the  patients, 
jorrner  Chief  Nurse  at  the  hospital  Mrs. 
mrge  Kazal,  sfreaking  in  1971  of  those 
s at  the  hospital  said  the  main  building 
itained  a lobby,  hospital  projrer,  four 
!ds  and  an  op>erating  room. 

Operating  room,”  she  said,  “seemed 
I the  hottest  place  on  earth.  There  were 
i^e  skylights  in  the  ceiling  that  allowed 
j to  pour  into  the  room.  We  sterilized 
Four  instruments  by  steam  from  gas 
ijners.  And  it  always  seemed  that  surgery 
scheduled  for  one  o’clock  in  the 
noon,  which  added  to  the  intense 


utside  the  main  building  there  were 
^^ence  halls  for  convalescing  indigents 
rj  a special  area  for  the  tuberculosis 
Bents  to  avoid  spreading  the  contagious 
rase. 

t the  time  there  were  42  beds  in  the 
ipital.  If  there  was  an  overload  beds 
stacked  in  the  lobby, 
tween  1930  and  1955  the  tuberculosis 
irks  were  replaced  by  a building.  About 
1 same  time  state  law  prompted  a 
15,000  improvement  program. 

nder  this  program  a new  x-ray  room 
I added,  the  kitchen  was  completely 
•rvated,  the  operating  section  remodel- 
!md  a nursery  was  created.  A standby 
|tric  generating  plant  was  built. 

;i  1957,  the  County  Board  of  Super- 
Rrs  appropriated  $250,000  for  the 
Ktruction  of  an  obstetrical  department, 
^dren’s  ward,  semi-private  rooms  and 
Ised  porches. 

hree  years  later  in  1960  Dr.  Adamson 
igned  his  position  after  four  decades  as 
lerintendent.  Dr.  Robert  Montgomery 
! aced  Dr.  Adamson  as  medical  director 

I manager  of  the  hospital.  He  con- 
ed in  those  positions  for  six  years, 
i s the  hospital  approached  the  late 
ies,  it  became  evident  that  its  burgeon- 
size  and  complexity  was  becoming 
e complicated.  On  June  28,  1967  the 
Jhise  County  Hospital  Association,  a 
profit  Arizona  corporation  was  form- 
to  provide  the  administrative  leader- 
) needed  to  bring  the  hospital  up  to 


i/ith  Dr.  Montgomery  elected  as  presi- 
h the  first  Board  of  Directors  consisted 
George  Swanson,  Robert  Hargis, 
;*odor  H.  Troller,  Jack  R.  Netcher, 
iies  F.  McNulty,  Jr.,  Thomas  Clews, 
T Hamilton  and  Dr.  Kenneth  A. 
gseth.  Dr.  George  A.  Spikes  was  elected 
-president  and  Dale  F.  Mock  secretary- 
surer  and  administrator, 
n late  1967  the  association  explored 
■ral  funding  and  obtained  funds  to 
Id  a 32  bed  addition  to  the  hospital, 
hortly  afterwards,  Gerald  R.  Conley 
[.  hired  as  administrator.  He  continued 
jhat  capacity  until  the  present  admin- 


istrator, Herman  J.  Spencer,  replaced  him 
in  1973. 

During  1973  Phelps  Dodge  Corp. 
approved  plans  to  close  its  Douglas 
Hospital,  Ninth  St.  and  F Ave.  In 
November,  1974  a new  obstetrical  wing, 
paid  for  by  Phelps  Dodge,  opened  at  the 
hospital.  During  that  month  the  Douglas 
Hospital  closed  its  doors. 

On  Dec.  1974  a building  loan  agreement 
was  entered  into  by  the  county  hospital. 
The  agreement  provides  for  a building 
loan  of  $1,983,800  from  the  Ihiiversity  of 
Texas  to  the  Hospital  Association  with 
the  funds  applied  towards  future 
construction. 

Agreement  was  made  with  HEW, 
University  of  Texas  and  County  Hospital 
Association.  The  loan  will  be  paid  back 
over  the  period  of  25  years  with  the  federal 
government  paying  $952,000  in  interest 
during  the  term  of  the  loan. 

Significant  benefits  of  the  loan  agree- 
ment were  emphasized  in  an  editorial.  The 
Daily  Dispatch  on  Dec.  27,  1974;  “The 
new  building  program  will  bring  the 
hospital  into  complete  compliance  with 
state  health  requirements.  Since  the  cost 
will  be  borne  by  the  patients  who  use  the 
hospital,  there  w'ill  be  no  added  taxpayer 
expense.  Furthermore,  next  fall  (Fall, 
1975)  Medicare  will  unburden  the  county 
of  providing  indigent  care  which  means 
the  county  will  be  more  or  less  out  of  the 
health  care  field  except  for  nursing  and 
boarding  home  aid. 

“Another  significant  factor  is  that  had 
the  county  been  forced  to  achieve  the  new' 
building  program,  the  usual  course  would 
have  been  to  float  a bond  issue.  The 
association  attained  the  same  goal  without 
such  financial  recourse.  Still  ahead  will  be 
the  possible  formation  of  a hospital 
district  . . . 

“.  . . the  pumping  of  nearly  $2  million 
into  the  local  economy  at  a time  when  the 
building  industry  and  those  who  work  in 
it  are  at  a low  ebb,  the  new  hospital 
building  program  provided  a bright  spot 
in  the  1975  economic  outlook.” 

Construction  on  the  new  buildings 
began  almost  immediately  and  is  expected 
to  be  completed  in  the  summer  of  1976. 

In  August,  1975  The  Board  of  Commis- 
sioners of  the  Joint  Commission  on 
Accreditation  of  Hospitals  said  Cochise 
County  Hospital  and  nursing  home  were 
granted  accreditation  status  for  a period  of 
two  years. 

An  in-depth  survey  for  accreditation 
w'as  conducted  by  the  Joint  Commission 
in  April,  1975.  The  hospital  was  accredit- 
ed for  the  first  time  in  1971,  Herman  J. 
Spencer,  administrator  for  the  hospital 
said. 
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The  material  in  this  journal  is  not  copyrighted 
We  ask  that  anyone  using  material  from  it  note  the 
previous  publication  in  ARIZONA  MEDICINE  " 


CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  ARIZONA  MEDI- 
CINE All  such  contributions  are  greatly  appreci- 
ated, All  will  be  given  equal  consideration. 

Material  submitted  for  publication  in  ARIZONA 
MEDICINE  should  conform  to  the  following  policies 

1,  Manuscripts,  including  references  or  bibli- 
ography, should  be  typewritten,  double-spaced,  on 
one  side  of  the  paper  only,  and  the  original  and  a 
carbon  enclosed 

2.  Be  guided  by  the  general  rules  of  medical 
writing  as  followed  by  the  JOURNAL  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION. 

3 Although  the  Editors  try  to  catch  inaccuracies, 
the  ultimate  responsibility  is  the  author's. 

4 Articles  are  accepted  for  publication  only  if 
they  are  contributed  exclusively  to  this  Journal 
Ordinarily,  contributors  will  be  notified  within  60 
days  if  a manuscript  is  accepted  for  publication 
Every  effort  will  be  made  to  return  unused 
manuscripts, 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6 Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


7.  Effective  January  1977  Bibliographys  will 
not  be  published,  but  available  upon  request. 
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Future 

Medical  Meetings 


NEW  CONCEPTS  IN  INFECTIOUS 
DISEASE 

Feb.  17-19.  Sponsor:  American  College  of 
Physicians  & U of  A College  of  Medicine. 
Contact:  Registrar,  Postgraduate  Courses 
ACP,  4200  Pine  St.,  Philadephia,  PA  1 91 04. 
Approved  for  15  3/4  hours  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


ARIZONA  SOCIETY  OF 
OTOLARYNGOLOGY  & MAXILLO-  : 
FACIAL  SURGERY  , 

March  4-5,  1977,  Camelback  Inn,  Scoti 
dale,  AZ.  Sponsor:  Arizona  Society 
Otolaryngology  & Maxillo-Facial  Surge 
Contact:  Floyd  K.  Berk,  M.D.,  P.O.  B 
27466,  Tucson,  AZ  85726.  Approved  1 
required  hours  toward  the  ArMA  Certifice 
in  Continuing  Medical  Education. 


CONTINUING  MEDICAL  EDUCATION 

THE  FOLLOWING  INSTITUTIONS  HAVE  RECEIVED  ArMA 
ACCREDITATION  FOR  CONTINUING  MEDICAL 
EDUCATION. 

ARIZONA  STATE  HOSPITAL.  PHOENIX 

DESERT  SAMARITAN  HOSPITAL,  MESA 

GOOD  SAMARITAN  HOSPITAL,  PHOENIX 

PHOENIX  INDIAN  MEDICAL  CENTER 

MARICOPA  COUNTY  GENERAL  HOSPITAL,  PHOENIX 

MEMORIAL  HOSPITAL,  PHOENIX 

ST.  LUKE  S HOSPITAL  AND  MEDICAL  CENTER,  PHOENIX 
ST.  JOSEPH'S  HOSPITAL  AND  MEDICAL  CENTER. 
PHOENIX 

TUCSON  HOSPITALS  MEDICAL  EDUCATION 
PROGRAM, TUCSON 

VETERANS  ADMINISTRATION  CENTER,  PRESCOTT 

CONTINUING  MEDICAL  EDUCATION  ACTIVITIES 
SPONSORED  BY  THESE  INSTITUTIONS  RECEIVE  CATE- 
GORY 1 CREDIT  FOR  THE  ArMA  CERTIFICATE  IN  CON- 
TINUING MEDICAL  EDUCATION  AND  THE  AMA 
PHYSICIAN  S RECOGNITION  AWARD. 


FEBRUARY 


TENTH  ANNUAL  SOUTHWESTERN 
CLINICAL  PHARMACY  SEMINAR 

FEB.  25-27,  1977,  Marriott  Hotel,  Tucson, 
AZ.  Sponsor:  College  of  Pharmacy,  U of  A 
Tucson.  Contact:  Carl  E.  Trinca,  M.S., 
College  of  Pharmacy  Rm  102,  U of  A, 
Tucson  85721.  Approved  for  8 required 
hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


SYMPOSIUM  ON  HEADACHE 

Feb.  2,  1977,  Sheraton  Greenway  Inn, 
Phoenix.  Sponsor:  Headache  Group  of  the 
Southwest.  Contact:  G.  Scott  Tyler,  M.D., 
2610  W.  Bethany  Home  Rd.,  Phoenix,  AZ 
85017.  Approved  for  3 required  hours 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


BREAST  CANCER  UPDATE  1977 
Feb.  5,  1977,  Good  Samaritan  Hospital, 
1033  E.  McDowell  Rd.,  Phoenix.  Sponsor: 
Division  of  Oncology,  Good  Samaritan 
Hospital.  Contact:  Ms.  Susan  Lyman,  Good 
Samaritan  Hospital,  Division  of  Oncology, 
1033  E.  McDowell  Road,  Phoenix  AZ 
85006.  Approved  for  seven  required  hours 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


MARCH 


INTERNATIONAL  CONFERENCE  ON 
THE  ADJUVANT  THERAPY  OF 
CANCER 

March  2-5,  1977,  Doubletree  Inn,  Tucson, 
AZ.  Sponsor:  U of  A College  of  Medicine. 
Contact:  Stephen  Jones,  M.D.  or  Sydney 
Salmon,  M.D,  U of  A College  of  Medicine. 
Approved  for  22  required  hours  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


CONTEMPORARY  MANAGEMENT  OF 
ACUTE  MYCARDIAL  INFARCTION 
BY  THE  FAMILY  PHYSICIAN 

March  17-19,  1 977,  Adams  Hotel,  Phoenix, 
AZ.  Sponsor:  American  College  of  Cardi- 
ology & American  Academy  of  Family 
Physicians.  Contact:  Mary  Anne  Mclnerny, 
American  College  of  Cardiology,  9650 
Rockville  Pike,  Bethesda,  MD  20014. 


CLINICAL  RECOGNITION  AND 
MANAGEMENT  OF  HEART  DISEASE 

March  17-19,  Arizona  Health  Sciences 
Center,  Tucson,  AZ.  Sponsor:  U of  A 
College  of  Medicine.  Contact:  Frank  I. 
Marcus,  M.D.,  Arizona  Health  Sciences 
Center,  Tucson,  AZ  85724.  Approved  for 
20  required  hours  toward  the  ArMA  Certifi- 
cate in  Continuing  Medical  Education. 


EMERGENCY  MEDICINE:  CLINICAL- 
RADIOLOGICAL  CORRELATION 
March  18-20,  1977,  Pointe  West  Resort, 
Phoenix  AZ.  Sponsor:  Maricopa  County 
General  Hospital,  Contact:  Austin  R.  Sand- 
rock,  M.D.,  Chairman,  Dept,  of  Radiology, 
Maricopa  County  General  Hospital,  2601 
E.  Roosevelt,  Phoenix,  AZ  85008. 


DAY  OF  NEPHROLOGY 
March  11,  1977,  Oamelback  Inn,  Scott 
dale,  AZ.  Sponsor:  St.  Joseph’s  Hospital 
Medical  Center,  Dept,  of  IM.  Contai 
Etheiann  Murray,  M.D.,  St.  Joseph’s  Ho 
pital  and  Medical  Center,  350  W.  Thom; 
Rd.,  Phoenix,  AZ  85013.  Approved  f 
required  hours  toward  the  ArMA  Certifies 
in  Continuing  Medical  Education. 


DAY  OF  NEPHROLOGY 

March  11,  1977,  Oamelback  Inn,  Scoti 
dale,  AZ.  Sponsor:  St.  Joseph’s  Hospital 
Medical  Center,  Dept,  of  IM.  Conta 
Etheiann  Murray,  M.D.,  St.  Joseph’s  He 
pital  and  Medical  Center,  350  W.  Thom 
Rd.,  Phoenix,  AZ  85013.  Approved  1 
required  hours  toward  the  ArMA  Certifica 
in  Continuing  Medical  Education. 


SELECTED  TOPICS  IN  LIVER 
DISEASE  OF  CLINICIANS 

March  18-19,  1977,  Scottsdale  Hilton  I 
Resort,  Scottsdale,  AZ.  Sponsor:  Marico 
County  General  Hospital  Dept,  of  Me» 
cine.  Contact:  Harry  F.  Lenhardt,  M. 
Maricopa  County  General  Hospital,  26 
E.  Roosevelt,  Phoenix,  AZ  85008.  Appre 
ed  for  required  hours  toward  the  ArN 
Certificate  in  Continuing  Medic 
Education. 


UPDATE:  PRIMARY  CARE  1977 
March  23-26,  1977,  Arizona  Health  S 
ences  Center,  1501 1 N.  Campbell,  TucS' 
AZ.  Sponsor;  U of  A College  of  Medic 
Office  of  CME.  Contact:  George  D.  C 
merci,  M.D.,  U of  A College  of  Medici 
Tucson,  AZ  85724.  Approved  for  22 
quired  hours  toward  the  ArMA  Certifici 
in  Continuing  Medical  Education. 
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YOU  HAD  YOUR 


Hearing  losses 
y are  among  the  most 


TESTED  LATELY  A 


COMFORTABLE 


/ consistently  neglected 
y health  problems.  Many 
-r  jLy  people  with  them  won't  even 
O 1 ^ admit  it  to  themselves,  let  alone 
y others.  A little  encouragement  may 
y start  them  thinking  about  themselves 

T-T  F A R T N ^ more  realistically. 

n L A n 1 IN  Icy 

That's  why  we're  offering  you  the  poster 
^ shown  here.  You  can  hang  it  on  the  wall  or  stand 
^ it  on  a small  table.  It  comes  with  booklets  called  "As 
INVESTMENT  OF  A FEW  MI  ly  precious  as  sight"  that  give  your  patients  some  basic 

^ facts  about  auditory  testing  and  hearing  losses  and  how 
^ easy  they  are  to  correct  in  many  cases. 

^ Write  to  us  for  your  free  poster  and  booklets.  They  just 

^ might  help  you  to  help  some  patients  who  aren't  hearing  as  well 
^ as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  it. 

Prolessional  Relations  Division,  Beltone  Electronics  Corporation 
4201  West  Victoria  Street,  Chicago,  Illinois  60646,  an  American  company 


WHEN 

BURNING  PAIN  .4V 
COMPLICATES^/ 
I -A  ACUTE 
- CYSTITIS*^ 


TURN  IT  OFF  WITH 


Each  tablet  contains  0.5Gm  sulfamethoxazole  and  100 mg  phenazopyridine  HCI 


FOR  THE  PATHOGEI-^S 


■ Effectively  controls  susceptible  pathogens  such  as 
E coli,  Klebsiella- Aerobacter,  Staph,  aureus,  Proteus 
mirabilis  and.  less  frequently,  Proteus  vulgaris. 


5:  Quickly  relieves  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

H Recommended  antibacterial  therapy:  up  to  3 days 
with  Azo  Gantanol,  then  11  days  with  Gantanol  (sulfa- 
methoxazole). 


♦nonobstructed;  due  to  susceptible  organisms 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  In  adults,  urinary  tract  infections  complicated  by 
pain  (primarily  pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella- Aerobacter , Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  frequently,  Proteus  vulgaris)  in  the 
absence  of  obstructive  uropathy  or  foreign  bodies. 

Note:  Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response;  add  aminobenzoic  acid  to 
follow-up  culture  media.  The  increasing  frequency  of  resistant  organ- 
isms limits  the  usefulness  of  antibacterials  including  sulfonamides. 
Measure  sulfonamide  blood  levels  as  variations  may  occur; 

20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age  12;  sulfonamide  hyper- 
sensitivity; pregnancy  at  term  and  during  nursing  period;  because 
Azo  Gantanol  contain?  phenazopyridine  hydrochloride  it  is  contrain- 
dicated in  glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  G.l.  disturbances. 

Warnings:  Safety  during  pregnancy  not  established.  Deaths  from 
hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias  have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indicate  serious  blood 
disorders.  Frequent  CBC  and  urinalysis  with  microscopic  examination 
are  recommended  during  sulfonamide  therapy. 

Precautions:  Use  Cautiously  in  patients  with  impaired  renal  or 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose-6- 
phosphate  dehydrogenase-deficient  individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,,  aplastic 
anemia,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  purpura. 


hypoprothrombinemia  and  methemoglobinemia);  allergic  reactions  | 
(erythema  multiforme,  skin  eruptions,  Stevens-Johnson  syndrome, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis);  G I.  reactions  (nausea,  emesis,  abdominal  pains,  hepa-  j 
titis,  diarrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions  ! 
(headache,  peripheral  neuritis,  mental  depression,  convulsions,  I 
ataxiai  hallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneous  \ 
reactions  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.  E,  phenomenon).  Due  to  certain  ' 
chemical  similarities  with  some  goitrogens,  diuretics  (acetazolamide,  ^ 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused  ' 
rare  instances  of  goiter  production,  diuresis  and  hypoglycemia. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute,  painful  phase  of 
urinary  tract  infections.  Usual  adult  dosage:  2 Gm  (4  tabs)  initially, 
then  1 Gm  (2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists,  causes  otherl 
than  infection  should  be  sought.  After  relief  of  pain  has  been 
obtained,  continued  treatment  with  Gantanol  (sulfamethoxazole) 
may  be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red  dye 
(phenazopyridine  HCI)  will  color  the  urine. 

Supplied:  Tablets,  red,  film-coated,  each  containing  0.5  Gm 
sulfamethoxazole  and  100  mg  phenazopyridine  HCI— bottles  of 
100  and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


I®  Each  capsule  contains  50  mg.  of 
Djrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


Trademark 


MAKES  SENSE 
FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


* 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant.  


♦ Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  ‘Dyrenium’ 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
Icalemia  can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K'  should  be  made.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone, 
restrict  intake.  The  presence  of  a widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
TTiiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  mi ght 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus.  Adequate  information 
on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte 
determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
K*  frequently;  both  can  cause  K'  retention  and 
elevated  serum  K*  . Two  deaths  have  been  re- 
ported with  such  concpmitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium®  (triamterene,  SK&F  Co.),  and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  ‘Dyrenium’  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  in  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuri- 
cemia and  gout,  digitalis  intoxication  (in  hypo- 
kalemia), decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  in- 
stitutional use  only). 

SI^&F  CO.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation 


TRIAMTERENE  CONSERVES  POTASSIUM  WHILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


P '' 


WELLCOME  Ca  MAKES 
CODEINE  COMBINATION  PRODUCTS. 

YOU  MAKE  THE  CHOICE. 


EMPIRIN 
COMPOUND 
c CODEINE 
^3 

Each  tablet  contains: 
codeine  phosphate,  32  mg  (grl^), 
(Warning;  May  be  habit-forming); 
aspirin,  227  mg;  phenacetin,  162  mg; 
and  caffeine,  32  mg. 


EMPRACET 
c CODEINE 
#3 

Each  tablet  contains; 
codeine  phosphate,  30  mg  (gry2), 
(Warning;  May  be  habit-forming); 
and  acetaminophen  300  mg. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


JTH  ANNUAL  ARIZONA  CHEST 
^MPOSIUM 

arch  25-27,  1977,  Doubletree  Inn,  Tuc- 
in,  AZ,  Sponsor;  U of  A College  of 
Bdicine  Div.  of  Respiratory  Section.  Con- 
st: Charles  W.  Otto,  M.D.,  U of  A College 
Medicine,  Tucson,  AZ  85724.  Approved 
r 20  required  hours  toward  the  ArMA 
ertificate  in  Continuing  Medical 
lucation. 


lAGNOSIS  & TREATMENT  OF 
<\NCER  — LATEST  CLINICAL 
DVANCES 

arch  25-26,  1977,  Hyatt  Regency  Hotel, 
loenix,  AZ.  Sponsor;  St.  Joseph’s  Hos- 
lal  & Medical  Center.  Contact:  Kent  J. 
jssman,  M.D.,  350  W.  Thomas  Rd., 
loenix,  AZ  85013.  Approved  for  10 
quired  hours  toward  the  ArMA  Certificate 
Continuing  Medical  Education. 


ITERNATIONAL  CARDIOVASCULAR 
DNGRESS  I NON-INVASIVE 
AGNOSIS 

arch  28-30,  1 977,  Scottsdale  Center  for 
0 Arts,  Scottsdale,  AZ.  Sponsor:  Arizona 
5art  Institute.  Contact:  Edward  B. 

ethrich,  M.D.,  3800  N.  Central,  Phoenix, 
[ 85012.  Approved  for  17  required  hours 
ward  the  ArMA  Certificate  in  Continuing 
edical  Education. 


APRIL 

LINICAL  CYTOPATHOLOGY  FOR 
^THOLOGISTS  — POSTGRADUATE 
OURSE 

xil  11-22,  1977,  Johns  Hopkins  Univ. 
:hool  of  Medicine.  Johns  Hopkins  Univ. 
:hool  of  Medicine.  Sponsor:  Johns  Hop- 
is  Univ.  School  of  Medicine  & Johns 
Dpkins  Hospital.  Contact:  John  K.  Frost, 
.6.,  610  Pathology  Bldg.,  The  Johns 
Dpkins  Hospital,  Baltimore,  Maryland 
205.  Before  2/28/77.  Approved  'Dr  120 
quired  hours  toward  the  ArMA  Certificate 
Continuing  Medical  Education. 


TH  ANNUAL  MEETING  OF 
)UTHWESTERN  SURGICAL 
DNGRESS 

iril  25-28,  1977,  Acapulco,  Mexico, 
onsor:  Southwestern  Surgical  Congress, 
intact:  Jack  A.  Barney,  M.D.,  Secy- 
aas.  The  Southwestern  Surgical  Con- 
3ss,  708  Physicians  & Surgeons  Bldg., 
;lahoma  City,  OK  73103. 


2ND  ANNUAL  CONFERENCE 
NEONATAL-PERINATAL  MEDICINE 
April  21-23,  1977,  Scottsdale  Hilton  Hotel, 
Scottsdale,  AZ.  Sponsor:  Dist.  VIII  Ameri- 
can College  of  Obstetricians  & Gyne- 
cologists & Dist.  VIII  Nurses’  Assoc,  of 
Amer.  College  of  Obstetricians  and  Gyne- 
cologists. Contact:  L.  Joseph  Butterfield, 
M.D.,  Chairman,  Perinatal  Pediatrics  Sec- 
tion Dist.  VII,  American  Academy  of  Ped- 
iatrics, 1056  East  Nineteenth  Ave.,  Denver, 
CO  80218. 


MONTHLY  OR  WEEKLY 

FILM  READING  SESSIONS  & 
SCIENTIFIC  MEETINGS 
Monthly.  Sponsor:  Phoenix  Radiology  Soc- 
iety. Contact:  Mrs.  Mary  Wood,  810  W. 
Bethany  Home  Rd.,  Phoenix,  AZ  85013. 
Approved  for  2 required  hours  per  session 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


DERMATOLOGY  CLINICAL 
CONFERENCE 

Feb.  28,  1977,  Marshall  Auditorium,  Tuo- 
son  Medical  Center,  Tucson,  AZ.  Sponsor: 
U of  A College  of  Medicine  & Dept,  of  IM, 
Dermatology  Sect.  Contact:  Peter  Lynch, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85724. 


CLINICAL  IMMUNOLOGY, 

ALLERGY  AND  RHEUMATOLOGY 
ROUNDS 

Every  Friday  Noon-1  p.m.  Sponsor:  U of  A 
College  of  Medicine,  Dept,  of  Internal 
Medicine,  Clinical  Immunology  Section. 
Contact:  John  Boyer,  M.D.,  U of  A College 
of  Medicine,  Tucson,  AZ  85721 . Approved 
for  1 required  hour  per  session  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


ENDOCRINOLOGY  SEMINAR 
Every  Thursday,  Noon-1  p.m.,  1st,  3rd  & 
5th  Thursday  — Rm.  N318,  VA  Hospital, 
2nd  & 4th  Thursday,  Rm.  6505,  Tucson 
Medical  Center.  Sponsor:  U of  A College  of 
Medicine,  Department  of  Internal  Medi- 
cine, Tucson,  AZ  85721.  Approved  for  1 
required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


HEMATOLOGY-ONCOLOGY 
CLINICAL  CONFERENCE 
Every  Tuesday,  Noon-1  p.m.  1 st,  3rd  & 5th 
Tuesdays  — Rm.  6505,  AZ  Medical  Cen- 
ter. 2nd  & 4th  Tuesdays  — Rm.  N318, 
Veterans  Adm.  Hospital.  Sponsor:  U of  A 
College  of  Medicine,  Dept,  of  Internal 
Medicine.  Contact:  Sidney  Salmon,  M.D.,  U 
of  A College  of  Medicine,  Tucson,  AZ 
85721.  Approved  for  1 required  hour  per 
session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


GRAND  WARD  ROUNDS  — TRAUMA 
Every  Tuesday,  8 a m.  Arizona  Medical 
Center,  Tucson,  AZ.  Sponsor:  U of  A 
College  of  Medicine,  Surgery  Dept.,  Trau- 
ma Section.  Contact:  Martin  Silverstein, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85721.  Approved  for  1 required  hour 
per  session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 

PROBLEM  CASE  WORKSHOPS 
3rd  Monday  of  each  month  7:30  a.m.  Room 
4410,  Arizona  Medical  Center,  Tucson,  AZ. 
Sponsor:  Division  of  Ophthalmology,  U of  A 
College  of  Medicine.  Contact:  H.  E.  Cross, 
M.D.,  Ph.D.,  Arizona  Medical  Center,  Dept, 
of  Surgery,  Tucson,  AZ.  Approved  for  2 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


MEDICAL  GRAND  ROUNDS 
Every  Wednesday,  Noon-1  p.m.  1st,  3rd,  & 
5th  Wednesday  — Staff  Conf.  Rm.,  VA 
Hospital.  2nd  & 4th  Wednesday  — Rm 
5403,  Arizona  Medical  Center.  Sponsor:  U 
of  A College  of  Medicine,  Dept,  of  Internal 
Medicine.  Contact:  Jay  Smith,  M.D.,  U of  A 
College  of  Medicine,  Tucson,  AZ  85721. 
Approved  for  1 required  hour  per  session 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


PSYCHIATRIC  GRAND  ROUNDS 

Every  Wed.,  Sept,  to  May,  4-5:30  p.m.  Rm. 
8403,  Arizona  Medical  Center,  Tucson,  AZ. 
Sponsor:  U of  A College  of  Medicine  Dept, 
of  Psychiatry.  Contact:  Alan  Levenson, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85721 . Approved  for  1 1 /2  required 
hour  per  session  toward  the  ArMA  Certifi- 
cate in  Continuing  Medical  Education. 

TRAUMA  CONFERENCE 
Every  Monday,  4 p.m.  Rm.  4410,  Arizona 
Medical  Center,  Tucson,  AZ.  Sponsor:  U of 
A College  of  Medicine,  Dept,  of  Surgery, 
Trauma  Section.  Contact:  Martin  Silver- 
stein, M.D.,  U of  A College  of  Medicine, 
Tucson,  AZ  85721.  Approved  for  1 re- 
quired hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 
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STAFF  EDUCATION  CONFERENCE 
Wednesdays,  Weekly,  1 p.m.  Arizona  State 
Hospital,  Phoenix,  AZ.  Sponsor:  Arizona 
State  Hospital.  Contact:  Howard  E.  Wulsin, 
M.D.,  Arizona  State  Hospital,  2500  E.  Van 
Buren,  Phoenix,  AZ  85008.  Approved  for  1 
required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium,  Baptist  Hospital, 
Phoenix.  Sponsor:  Baptist  Hospital  Phoe- 
nix. contact:  James  B.  Shields,  M.D.,  6036 
N.  1 9th  Ave.,  Phoenix,  AZ  8501 5.  Approved 
for  1 1 /2  required  hours  per  month  toward 
the  ArMA  Certificate  in  Continuing  Medical 
Education. 


PATIENT  STAFFING  CONFERENCE 

Three  times  weekly.  Camelback  Hospital, 
Phoenix,  AZ.  Sponsor:  Camelback  Hospital. 
Contact:  Stuart  M.  Gould,  Jr.,  M.D.,  Medical 
Director,  Camelback  Hospital,  5055  N. 
34th  St.,  Phoenix,  AZ  85018.  Approved  for 
1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


CAMELBACK  HOSPITAL  CLINICAL 
CONFERENCE 

3rd  Tuesday  monthly.  Camelback  Hospital, 
Phoenix,  AZ.  Sponsor:  Camelback  Hos- 
pital. Contact:  Stuart  M.  Gould,  Jr.,  M.D., 
Medical  Director,  Camelback  Hospital, 
5055  N.  34th  St.,  Phoenix,  AZ  85018. 
Approved  for  1 elective  hour  per  session 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


COUNTER  TRANSFERENCE  GROUP 

Weekly,  Thurs.  8-1 0 p.m.  Sponsor:  Phoenix 
Psychiatric  Council.  Contact:  James  E. 
CAmpbell,  M.D.,  5051  N.  34th  St.,  Phoenix, 
AZ  85018.  Approved  for  2 required  hours 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


DESERT  SAMARITAN  HOSPITAL 

Wednesday  Evenings  7 p.m.  Spo.isor: 
Desert  Samaritan  Hospital.  Contact:  L.  A. 
Rosati,  M.D.,  Laboratory,  Desert  Samaritan 
Hospital,  Mesa,  AZ  85202.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PULMONARY  DISEASE  GRAND 
ROUNDS 

Mondays  — 12  Noon.  D-5  North  Confer- 
ence Rm.,  Good  Samaritan  Hospital,  Phoe- 
nix, AZ.  Sponsor:  Pulmonary  Disease 
Teaching  Service,  Good  Samaritan  Hos- 
pital. Contact:  Bernard  E.  Levine,  M.D., 
Pulmonary  Function  Laboratory,  Good 
Samaritan  Hospital,  1033  E.  McDowell 
Hospital,  Phoenix,  AZ  85006.  Approved  for 
1 required  hour  per  session  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


CLINICAL  CANCER  CONFERENCE 
3rd  Wednesday  every  month,  Butler  Bldg. 
Conference  Room,  Good  Samaritan  Hos- 
pital, Phoenix,  AZ.  Sponsor:  Good  Samari- 
tan Hospital.  Contact:  John  A.  Bruner,  M.D., 
926  E.  McDowell  Road,  Phoenix,  AZ 
85006.  Approved  for  1 required  hour  per 
session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


BI-MONTHLY  MEDICAL  EDUCATION 
SEMINAR 

Every  other  Wed.  AM  Begin  7/3/74. 
Maryvale  Samaritan  Hospital,  Phoenix,  AZ. 
Sponsor:  Medical  Staff  Maryvale  Hospital 
Contact:  Thomas  J.  Groves,  M.D.,  6037  W. 
Elm  St.,  Phoenix,  AZ  85033.  Approved  for  1 
required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


MONTHLY  MEDICAL  EDUCATION 
SEMINAR 

Third  Monday  of  the  Month,  Kiva  Confer- 
ence Room,  Phoenix  Memorial  Hospital. 
Sponsor:  Medical  Staff  of  Memorial  Hos- 
pital. Contact:  George  Scharf,  M.D.,  1201 
South  7th  Avenue,  Phoenix,  AZ  85007. 
Approved  for  1 required  hour  per  session 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


MONTHLY  MEETING  OF  TUCSON 
RADIOLOGISTS 

Last  Tues.  of  Month,  Plaza  International, 
Tucson,  AZ.  Sponsor:  U of  A Medical 
Center,  Dept,  of  Radiology.  Contact:  Irwin 
M.  Freundlich,  M.D.,  Arizona  Medical  Cen- 
ter, Dept,  of  Radiology,  Tucson,  AZ  85724. 
Approved  for  2 required  hours  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


FAMILY  PRACTICE  CONFERENCE 
1st  Monday,  Monthly,  12:45  p.m.,  Scottij' 
dale  Memorial  Hospital,  Scottsdale,  A.  j 
Sponsor:  Medical  Staff.  Contact:  R.  (|l 
Good,  M.D.,  Dir.  of  Medical  Educatio  1 
7300  E.  4th  St.,  Scottsdale,  AZ.  Approve' 
for  1 elective  hour  per  conference  towaii 
the  ArMA  Certificate  in  Continuing  Medic] 
Education.  I 


MORBIDITY  & MORTALITY 
CONFERENCE 

2nd  Monday,  Monthly,  12:45  p.m.,  Scottij 
dale  Memorial  Hospital,  Scottsdale,  A, 
Sponsor:  Medical  Staff.  Contact:  R.  (j 
Good,  M.D.,  Dir.  Medical  Education,  7300i  j 
4th  St.,  Scottsdale,  AZ.  Approved  tor  I 
elective  hour  per  conference  toward  tl"! 
ArMA  Certificate  in  Continuing  Medici 
Education.  ' ^ 


i «' 

CLINICAL  PATHOLOGICAL  j 

CONFERENCE 

4th  Monday,  Monthly,  12:45  p.m.,  Scott  . 
dale  Memorial  Hospital,  Scottsdale,  A Ht 
Sponsor:  Medical  Staff.  Contact:  R.  ' a 
Good,  M.D.,  Director  of  Medical  Educatio  ' 
7300  E.  4th  St.,  Scottsdale,  AZ.  Approvr 
for  1 elective  hour  per  conference  towa 
the  ArMA  Certificate  in  Continuing  Medic  „ 
Education.  j_ ' 


MEDICAL  GRAND  ROUNDS 


■P 


3rd  Monday,  Monthly,  12:45  p.m.,  Scott 
dale  Memorial  Hospital,  Scottsdale,  A 
Sponsor:  Medical  Staff.  Contact:  R. 
Good,  M.D.,  Dir.  of  Medical  Educatic 
7300  E.  4th  St.,  Scottsdale,  AZ.  Approvr 
for  1 elective  hour  per  conference  towa 
the  ArMA  Certificate  in  Continuing  Medic 
Education. 


If 

III: 

It 

It 


It 


CARDIOLOGY  CONFERENCE 

Weekly— Friday  8-9  a.m.,  St.  Mary's  Ho 
pital  Auditorium,  Tucson,  AZ.  Sponsor:  i 
Mary’s  Hospital.  Contact:  A.  L.  Forte,  M.[ 
St.  Mary's  Hospital,  Tucson,  AZ  8572 
Approved  for  one  required  hour  toward  tf 
ArMA  Certificate  in  Continuing  Medic 
Education. 


GRAND  ROUNDS 

Each  Thursday  7 a m. -8  a.m.,  St.  Mar\ 
Hospital  and  Health  Center,  Spons' 
Depts.  of  Medicine,  Surgery,  Radioloc 
Pathology  and  Family  Practice.  Conta' 
Richard  Silver,  M.D.,  Chairman,  Medic 
Education  and  Library  Committee,  Centc 
Medical  Plaza,  Suite  160,  1701  West  : 
Mary's  Road,  Tucson,  AZ  85703.  Approvi 
for  1 required  hour  per  round  toward  tl 
ArMA  Certificate  in  Continuing  Medic 
Education. 
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A VALEDICTORY 

JAMES  O’NEILL,  JR. 

(Printed  with  permission  of  The  Washington  Daily  News) 

■‘Ihiknown?” 

1 know  them  well. 

Eat  h one  is  an  old,  old  friend. 

One,  for  instance,  is  an  old,  bald-headed  Master  Sergeant,  with  hash 
■ar  np  to  his  third  rotker.  He  died  in  Italy,  alone,  but  known  by 
iintless  thousands  of  infantrymen  who  owe  their  lives  to  what  he 
rsed  them  into  doing  and  being. 

Or  . . . 

He  is  the  gentle,  {juiet  kid  who  flew  with  me  in  Texas.  I watched  him 
p one  morning,  in  a dear,  bright  sun-washed  sky. 

'Or  he  is  the  bluff,  arrogant  boy  fro  Milwaukee  who  drilled  all  day  in 
e hot  sun  like  an  automaton  and  wrote  to  his  mother  every  night.  He 
ad  his  .Soldiers'  Handbcxrk  and  did  push-ups  while  we  were  drinking 
\ beer. 

IHe  is  the  thoughful,  curious  one  who  spoke  of  Nietzsche  and  .Spinoza 
|d  cried  himself  to  sleep  at  night  on  a GI  pillow. 

;He's  one  of  those  older  fellows.  The  one,  I think,  who  had  four  grown 
ns  in  the  Navy.  He  was  a master  plumber  and  was  blown  to  shreds  in 
's  workshop  outside  Bizerte. 

;He  is  the  pink-c  heeked  farm  kid  whose  mother  "signed"  for  him.  The 
itvy  wired  and  told  her  he  died  scr  bravely.  So  well;  so  finally  ...  In  the 
rral  .Sea.  He  had  just  turned  18.  The  name  "Blanche”  was  tattcxK-d 
neath  a heart  on  his  left  forearm.  Blanche  is  his  twin  sister.  He  had 
ver  known  any  cjther  girls  . . . 

He's  that  pcxn,  bedraggled  little  guy  in  the  over-sized  fatigues,  sweat- 
lined  and  dirty,  standing  in  a Georgia  chow-line,  swearing  eternal 
tree!  for  warriors.  But  God  how  he  could  shcxrt! 

He  was  the  one  who  always  got  to  the  PX  just  after  it  closed. 

He  couldn't  dig  a hcrle,  but  he  could  lob  a grenade  like  Walter 
bnsotr.  He  died  by  that  "sword"  he  wielded  scr  well. 
jHis  daughter  just  turned  16.  She  was  one  when  he  died.  She  has  his 
ies  and  her  mother's  memory  erf  him. 

'He  pressed  his  pants  on  a foot-lcrcker,  covered  with  a blanket.  He  sent 
^s  pay  home  to  a faithless  child-bride  and  spent  his  last  three  secernds 
It  earth  falling  across  the  muzzle  of  a German  machine  gun  just  this 
jle  of  a jrlace  called  Bastogne. 

iHe  was  the  best  crap-shooter  in  the  Bronx,  and  the  greatest  Icrver  in 
jruisville,  Ky. 

He  had  planned  to  be  a Rabbi. 

fHe  held  a doctorate  in  English  and  abhorred  the  crudities  erf  the 
trine  ballacleers. 

He  left  a line  of  healthy  illegitimate  children  in  a Detroit  slum,  and 
ed  heroically  in  Belgium. 

He,  wherse  grandfather  had  been  born  in  slavery,  saw  Inchon  through 
ed  eyes  and  bled  to  death  on  its  beach. 

He  died  as  nobly  as  he  could  on  the  Yalu  River.  Weeping,  he  died,  for 
was  all  so  futile  atid  such  a waste.  He  was  22  and  very  much  in  love, 
is  wife  still  weeps. 

iHe  is  my  brerther.  I knew  him,  though  never  well.  We  were  berth  too 
lung  to  know  each  other  well.  The  world  was  tcro  young  to  know  him 
L'll,  or  what  he  might  have  dotie,  had  he  not  had  to  do  sermething  ejuite 
fferent.  But  this  is  destiny.  And  dust. 

:He  carried  an  ernion-skin  .Shakespeare  through  a lush  Pacific  jungle. 
;il  that  was  left  erf  it  when  they  found  him  were  some  torn  pages;  a few 
fiitiets,  Anthony's  brief  eulergy  to  dead  Brutus.  The  Japanese  had 
imolished  the  ernion-skin  Shakespeare  and  the  man  wher  berre  it 
avely  into  battle. 

Ernie  Pyle  knew  him.  They  damned  the  war  tergether  in  a ditch  on  le 
lima.  He  wept  at  Ernie’s  funeral  and  died  the  day  after  in  yet  another 
tch. 

Bill  Mauldin  knew  him.  George  Baker  knew  him.  Ray  Glapjxr  knew 
m. 

The  fancy  girls  in  Honolulu  knew  him  and  the  old  French  priest  who 
aid  his  last  cernfession  in  a mernastery  beyond  Cdierbcrurg  knew  him. 
So  how,  then,  are  they  "unknown”? 

When  you  think  of  them  today,  and  all  the  days  of  your  life,  think  erf 
[■m  as  I dcr. 

"I'nknown?” 

I knerw  them  well. 

'Each  erne  is  an  crld  friend. 


Specially  planned  Jar  physicians 
working  at  the  community  level . . . 


DIAGNOSIS  AND 
TREATMENT  OF  CANCER: 

LATEST  CLINICAL  ADVANCES 


A .symposium  sponsored  by  the  Department  of 
Radiation  Oncology,  St.  Joseph’s  Hospital  and 
Medical  Center,  Phoenix.  Ari/.;  and  the  American 
Cancer  Society.  Arizona  Division. 


March  25-26,  1977  — Phoenix,  Arizona 


THE  FACULTY 

J.  Robert  Cassady,  M.D.  Associate  Professor. 

Radiation  Therapy.  Harvard  Medical  School. 
Milton  Donaldson,  M.D.  Fox  Chase  Cancer  Center. 
Eli  Glatstcin,  M.D.  Assistant  Professor  of 
Radiology.  Division  of  Radiation  Oncology. 
Stanford  University. 

Martin  B.  Levene,  M.D.  Associate  Professor  of 
Radiation  Therapy.  Har\ard  Medical  School. 
Steven  Jones,  M.D,  Assistant  Professor  of 
Medicine.  Division  of  Medical  Oncology. 
University  of  Arizona. 

Mark  Nesbit,  M.D.  Professor  of  Pediatries. 

University  of  Minnesota. 

Edwin  Savlov,  M.D.  Associate  Professor  of 
Surgery,  Rochester  University  School  of 
Medicine. 

Will  iam  Sheehan,  M.D.  Associate  Professor  of 
Pathology,  University  of  Texas  Southucstern 
Medical  School. 

Jerome  Urban,  M.D.  Chief,  Breast  Service. 
Memorial  Sloan-Kcttcring  Cancer  Center. 

THE  PROGRAM 
FRIDAY,  MARCH  25 

NON-HODGKINS  LYMPHOMAS  (morning) 

Drs.  Jones.  Glatstcin,  Sheehan;  panel  discussion. 
CHILDHOOD  CANCER  (afternoon) 

Drs.  Cassady.  Donaldson,  Nesbit 

SATURDAY,  MARCH  26 
BREAST  CANCER  (morning) 

Drs.  Jones.  Levene,  Savlov.  Urban 

(Remainder  of  weekend  free  for  rest  and  recreation 
in  the  Valley  of  the  Sun.) 


RFGl.STK ATION:  S75  for  entire  sympttsium.  or  S25  per  half-day 
session.  Please  make  eheek  payable  tt)  St.  .loseph's  Hospital 
and  Medieal  Center;  and  mail  to:  St.  .loseph’s  HikMC,  Attn.. 
Kent  .1.  Rossman.  M.D.,  Director.  Department  of  Radiation 
Oneidogy.  P.O.  Bit.x  2071,  Phoeni.x.  Ariz.  85(K)1.  Registrants 
requiring  hotel  reservations  will  receive  reservation  request 
form  direetlx  from  the  new  Hyatt  Regency. 
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OFFK  LRS  AM)  I)IRF(  TORS  — 1976  77 

Prcsideni  — Kdward Sau<*ns|>iel,  M D 

Pi(*sideni-F.lr(  i — John  K Kahle,  MI) 
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Set  reiarv— William  h Ciisp.  MO  

Treasurer — John  I C lvmet.M  I)  

PaM  Presideni  — William  C St  on,  M O 

Editor-in-C^hief — JohnW  Kenned>.MO 

Delegate  CO  AM.A — Seymom  I Shapiro.  M 0 

Delegare  to  AMA~Rk  hard  Flynn . M O 

DelcRare  to  AM  A— W.  St  on  Chisholm,  Jr  
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Ah  Delegare  CO  AMA— Paint  k P Morata.MO 
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Onrral— James  M Hurley.  MO  

Ontral  — Wilfred  M Poner.MO  

Onrral  — Wallace  A Reed.MD  

Ontral — Owrente  J Shapiro.  MO 

Ontral  — R Jatk  M Zeluff.  M O 

Northeaster— Jat  k I Mowres  .MI)  . . . 
Northwester — Albert  Rosenblaii.  M 0 
.Southwestern — Edward  R (aitns.M  O 
.Souther— Rit  hard  S Armstiong.  M O , 
.Southern— V'ernor  F laiveii.  M O . . . . 
Southern— Joseph  S.  Whaley.  MO.  . . 
Southwestern— James  F Martin.  M O 
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President — Fhomas  FI  Faber.  Jr..  NFO 

Presidem-Elett — Pedro Gorta/ar  Hijat.  M O. . 

\’ite  President — Sthuyler  V.  Mills.  M.O 

Set  retary-USA- Peter  J.  Whitne> . M.O  

.Set  retary-Mexito — Felix  I’tirres  Herrera.  M O. 

Freasurer-USA- Luty  A.  \ etneiii.  M.O 

Fxet  .Set  'v.-l'.SA — Mrs.  V'irsmia  E.  Brvatn  . . . 
Exet.  .Set  ’y.-Mexut) — St.  .Alfredo  Patron 
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COMMITTEES  — 1976-77 


AR'I  ICLES  OF  INCORPORATION  AND  BVI  .AWS:  Charles  E Ht  nderstm.M  0 , 
Chairman  (Phoenix).  Philip  F Dew.  M O . ( Futstm);  Paul  B Jairen.  M O 
(Phoenix);  William CCSt on. M O . (Tut son): Clarent e k Yount. M O (Preston). 


BENEVOLENT  AND  LOAN  K'NO:  Arihur  V Oudles,  MO.  (.hanman. 
(Tucson).  Jt)hn  Clymer.  .M  0 . ( Futson);  Daniel  C Ot  Btx  r.  M O . ( I ut  son ). 
William  Farr,  M D..  (Tutson):  R Lee  Fos(cr.  M t)  . (PIukiiixI;  Amlrrw  .M 
Goldner.  Ph  I)..  (Tu(son);  Kilwatd  J Lefclx-i,  M D . (Mesa).  (/■(  iK.  WiijkIim. 
]r,.  M I)..  (Phoenix);  K,nl  F.  Voldenj;,  M I),,  (PlirK'nixl. 


FINANC.F  e.OMMiriF.F,  John!  Cilymer.  M O . (.hanman.  (I  u.  son).  Rolx-it 
F (.rawford.  M I),  (Ph(K'nix).  Rnhard  I.  Dexiei.  M I)  ,(  lucson).  Heilx'itC. 
Frhaii,  Jt  , ,M  I)  . (.SpniiReinlle);  John  R (,iern.  M I)  (Phix-nix)  lames  1 
(.robe,  M D . (Phix-nix).  R F McDonald.  M D.  (Fl.cKsiaffl.  I hecKicre  1 
Mcihley.  Ml)  . (PhcK-nix);  Roberr  P Pnrpnra.  .M  D .(  1 nc  scinl;  Orio  Shill.  |i  . 
M D..  (Tem|x-):  .Seymom  I Sha[>no.  M D,.  ( I cic  son),  (.em,^e  W.cll.n  e.  ,\I  I)  ! 
(Sconvlale);  George  Vaid.  MD,  iFlagsialh 

(.0\  F-RNMF-N  I .AI.  SF.R\  K.FS  Wallace'  .A  Rc.ecl.  M I)  , (.hanman.  (I’hcK-nix). 
^ihn  A Ash,  .M  D (PhcK-ncx),  Allan  BcckcI,  M D..  (Incson).  Donn  (. 
Demean.  MD.  (Incson):  Wallet  R Fichcr.  ,M  1)  . (Ghanclleri  Alan 
KiiKellx  ri,  M D , (Tncsc.nl.  l.lcyd  S F psiein.  M D . ( I nc  scni.  Ch.nh';  R.,1,1. 
M D . (PhcHinxI:  laniis  (.  Kossmh.  M l)  . (Phexnix).  Joseph  1 l.ikcis,  M I)  . 
1., J'’’’'!’’’  * Marcarelh,  MD.  (Snn  Ciiy);  Deimcini  W Melic  k 
MD,  (lucson);  Atlhnr  I)  Nelson,  MD.  (Sc  ollsdale);  Helen  M Rc.Urls 
M D . (Phcx  inx).  Marsin  (.  Sc  hneidei,  M D . ( I nc  son) 


Chairman.  (lucson 

Richard  W Abbuhl.  M D.,  (Phex-nix);  Walter  Bia/ie.  M l).  (KinBiiian 
n"  TFeo"’  Out  son).  Rithatd  F II  DiiisIxtk.  M D.  (Phcxnix 

David  F Glow,  M I)  . (Sierra  Vista);  John  B Jasmison.  M I)  . (FlaBsiaK 
''P  " y*rnioi.  M I)  . (Phixtnx);  R I Mi  Donald,  ,M  I)  . (Flaesiall 
A eri  J Ochsnei.  MD,  (Vmna).  Robeii  P Pnrpnra.  Ml).  (lucson) 


IIFAl.IH  MANPOWFR  COMMIITFF  la.uis  (,  Kossmh.  M I).  Ghaiiinai 
(I  hix  iiix),  (.ISC'S  I)  Bliii.  M D . ( I iicson).  Bnice  N Gmiis.  M I)..  (Salloid 
John  I Kellc  s , M I)  . (Phex'inx);  Alexandc  I Kelici,  .M  I).  (lucson)  Fdss  cid 
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sI‘V,  ’ W Mc'lcik,  MD,  (Incson);  John  I 
Millc'i  ,M  I)  (Phcx'iiix);  Anciic'ss  W'  Nichols.  M D,,  (Incson);  laincs  ' 
Pucehk.  Ml).  (Aiinia).  Rolxil  Si  John,  MD,  (Plicxnix);  H Siephei 
Ihoinas,  Ml)..  (Phcxnix);  Kesni  F VVaie.  DO,  (Benson)  llcilxii  I 
W'lnoRi.id.  .M  I).  iPhcx'inx) 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO 
THE  CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF 
ANY  MEMBER  OF  THE  BOARD  OF  DIRECTORS. 


AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 
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(X)(,()NINO  |oseph  H Reno.  MI).  President.  Box  310.  Flagslalf.  A/  86001; 
C HeilKit  Fiedell.  M I)  . Sety..  120  W Fine  Street.  Flagstaff.  .AZ  86001 
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ARIZONA  MEDICINE 


Practice  ¥fhere 
the  big  premium  is 

on  medical  care. 

Not  on  high  overhead.  Or  paperwork.  Or  any  of  the  other 
hassles  that  keep  chipping  away  at  your  clinical  time. 

If  you  want  more  out  of  your  medical  career,  consider 
what  the  Navy  can  offer.  A ready-made  practice  where 
patients'  medical  care  is  independent  of  the  fluctuations 
of  the  economy.  An  engaging  life-style.  Adventure.  Travel. 

And  as  much  as  $30,000  to  $40,000  a year  to  start. 

This  year  the  Navy  needs  General  Practitioners  for  the 
Flight  Surgeon  program,  for  Undersea  Medicine,  and  as 
General  Medical  Officers.  We  also  need  specialists  in 
Anesthesiology,  Family  Practice,  Psychiatry,  Internal 
Medicine,  Neurology,  Radiology,  Pathology,  and  Pediatrics. 

If  your  interests  lie  in  any  of  these  clinical  areas,  and  you'd 
like  to  get  back  to  pure  medicine,  the  Navy  is  for  you.  Get 
all  the  facts  from  your  local  Navy  medical  recruiter. 

ITFAYSTOIOOK 
INTO  NAVY  MEDICINE 

contact 

LCDR  JOHN  FEARS 
Navy  Recruiting  Class  “A”  Station 
317  N.  Central  Ave. 

Phoenix,  Arizona  85004 
(602)  261-3158  collect 
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With  our  Accounts  Management  System, 
you  record  daily  charges  and  payments  by  calling 
our  computer  on  a touch-tone  office  phone.  The 
System’s  talking  computer  does  the  rest. 

Our  computer  actually  instructs  you  verbally, 
step-by-step,  to  record  charge  and  payment  trans- 
actions. When  you’re  finished  recording  daily 
activity,  it  reads  back  your  total  balance.  Double- 
checking. Instant  verification. 

Then,  on  your  monthly  cut-off  date,  the  com- 
puter tackles  all  your  receivables  paperwork. 


It  automatically  prints,  stuffs  and  mails  your 
customer  statements.  And  we  promptly  send  you 
the  duplicates,  an  age-analysis  recap  and  a monthly 
activity  report. 

For  any  office  averaging  more  than  150  state- 
ments a month,  the  Valley  Bank  Accounts  Manage- 
ment System  is  a much  simpler,  more  sensible  way 
to  do  the  billing. 

We  can  tell  you  all  about  it  in  just  a few 
minutes.  Call  today.  In  Phoenix,  the  number  is 
261-1666.  In  Tucson,  792-7370. 


We  gooiitof  our  way  for  you. 


\klley  National  Bank 

Member  FDIC 


We’U 

make  y ouir  billing 
inish-button  simpfe. 


MUTUAL  INSURANCE  COMPANY  OF  ARIZONA 

5320  North  Sixteenth  Street/Suite  106/Phoenix,  Arizona  85016 


MICA  is  your  Association’s  response  to  the  availability  and 
affordability  of  malpractice  insurance  for  Arizona  physicians. 

For  personalized  information,  call  or  write: 

Phoenix  area  - 248-9183 

Tucson  & Yuma  areas  - Ask  operator  for  Enterprise  269 


Sponsored  by  the  Arizona  Medical  Association 
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tHe^ieat  Centef  'X-^atf  an4  Clinical  XahnaUHf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.F.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


a STrucTureo  procraivf 

FOr  THE  pariENT 


Every  detail  for  the 
patient's  well-being 

camelback  hospital  ' 

is  carefully  planned 

X 

5055  north  thirty-fourth  street 

and  evaluated  in 

o 

phoenix,  arizona  85018 

conjunction  with 

his  personal  physician 

A NON-PROFIT  COMMUNITY  PSYCHIATRIC  HOSPITAL 

ARIZONA  MEDICINE 


you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


it  will  last  a lifetime.... 

PLAaUE  SHOP 


Wood  plaques — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7331  EAST  FIRST  AVENUE* 
SCOTTSDALE.  ARIZONA  RS3S1  • 
(603)  64S-933R 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 

MEDICAL  BOOKSTURE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882  - 6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

AAstthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Arix. 


Emergency— our  business 

Air  Evac  — serving  all  Arizonans  — 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 

(602) 254-7150 


Samaritan  Health  Service 

Phoenix,  Arizona 
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Doctor; 

ViHV  VOU 

should 
CONSIDER 


hba 


UFE’S 


PenewOf>i^ 


• Because  it  is  a highly  competitive  life  insurance  plan  providing  max- 
imum protection  for  minimum  dollar  outlay. 

• Because  it  is  renewable  or  convertible  in  total  or  in  part  to  whole  life 
insurance  on  each  anniversary  date. 

• Because  if  you  should  become  totally  disabled  and  have  the  waiver  of 
premium  option,  the  policy  automatically  converts  to  a cash  value  — 
building  whole  life  plan  and  you  pay  no  premiums  as  long  as  you  are  so 
disabled. 

• Because  HBA  Life  is  a long-established  local  company  working  closely 
with  the  medical  profession.  You  are  assured  of  fast,  fair  treatment  of 
your  life  and  health  insurance  needs. 

The  chart  will  show  representative  premiums  for  males  of  our  Annual 
Renewable  and  Convertible  Term  at  some  various  ages. 

Comparison  with  other  companies  is  invited. 


Sample  Rates  jor  a S/()(),()0().()()  Poliey 


Age 

Annual  Premium 

Age 

Annual  Premium 

30 

$227.00 

45 

$ 540.00 

35 

264.00 

50 

828.00 

40 

363.00 

55 

1,282.00 

If  you  would  like  more  information,  we  will  be  glad  to  send  it  to  you. 
Please  phone  us  at  the  number  below. 


‘S’BSS 


1337  N.  FIRST  ST.  (P.O.  BOX  1272),  PHOENIX,  AZ  85001  (602)  258-A885 


THIS  MATTER  OF  BIBLIOGRAPHIES 

When  a busy  clinician  or  a medical  school  department  head 
submits  an  article  containing  one  hundred  references,  you  just  know 
that  the  resident  has  been  sitting  up  nights  to  dig  through  the 
literature.  Even  if  all  the  references  have  been  thoroughly  read  and 
are  legitimate,  i.e.  are  truly  relevant  to  the  topic  of  the  paper,  not  one 
reader  in  a hundred  will  use  the  list.  Several  leading  national  journals 
are  now  publishing  a little  announcement,  following  long  articles, 
stating  that  any  reader  can  have  a list  of  references  by  asking  for 
them. 

Several  benefits  arise  from  this  growing  practice:  (1 ) More  articles 
can  be  published  in  the  same  space,  (2)  editorial  costs  are  kept 
down,  (3)  printing  costs  decrease.  A hope  for  the  future:  Possibly 
inflated  bibliographies  will  return  to  workable  size. 

Who  was  the  wit  who  wrote  these  famous  words:  Plagiarism  is  the 
copying  from  one  author.  Research  is  the  copying  from  many  men.  (It 
was  Wilson  Mizner). 

Beginning  with  January  1977  Arizona  Medicine,  will  no  longer 
publish  bibliographies  but  will  furnish  a copy  on  request  for  any 
specific  article. 


George  G. 
Saravia,  MD 


4 . 

) 


THese 

SHincLes 

maKe 


A 

GPEax 

BUlLDinC 


Eugene  R 

Aimer,  MD 

Camelback  Professional  Building 
5051  N.  34th  STREET 
PHOENIX,  ARIZONA  85018 
(602)  955-6200 

genera!  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 
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Quality  protection 

ssociation  approved  & recommended 

1 . These  6 plans  were  especially  created  for  the  medical  profession 
under  the  auspices  of  The  Arizona  Medical  Association  as  a unique 
membership  service.  Approved  by  the  Medical  Economics 
Committee. 

2.  In  addition  to  excellence  of  coverage  there  is  supervision  and 
control  by  your  Association. 

3.  In  many  instances ...  a substantial  saving  in 
required  premiums. 

4.  Inquiries  may  be  directed  to  the  Association 
office  or  to  the  licensed  resident  agents. 

Lasher-Cowie  Insurance  Agency  Ronald  Deitrich 
1807  N.  Central  Ave.  2030  E.  Broadway,  Suite  9 

Phoenix,  AZ  85004  Tucson,  Az.  85719 

792-1020 
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Your  patient  is  home  alone 
and  suddenly  needs  help 
. . .but  can’t  reach  the  phone 

Phone-  Care 


is  there  to  call  for  help  from  his 


• neighbors 

• family 

• friends 

• doctor 


A neuu  development  to  safeguard  the  elderly,  the  cardiac 
sufferer,  the  post-operative  patient,  the  diabetic,  the 
handicapped,  and  the  many  others  who,  when  alone, 
must  rely  on  their  telephone  for  help  in  an  emergency. 
PHONE-CARE  is  on  guard  AROUND  THE  CLOCK  TO 
AUTOMATICALLY  CALL  FOR  HELP  IF  OWNER  IS 
STRICKEN  OR  UNCONSCIOUS.  IT  WILL  ALSO  CALL 
FOR  HELP  AT  THE  TOUCH  OF  A BUTTON  FROM 
ANYWHERE  IN  THE  HOME  OR  YARD.  PHONE-CARE 
PROVIDES  PHYSICAL  INDEPENDENCE  THROUGH 
ELECTRONICS. 

FURTHER  INFORMATION  MAILED  ON  REQUEST. 

PHONE-CARE  PHONE-CARE 

847  E.  Broadway 
Tucson,  AZ  85719 
622-7669 


Box  7212 
Phoenix,  AZ  8501 1 
265-4729 

— 


FREE  RADIO  EQUIPPED  DELIVERY 

*ScoHsJale  call 
Lufe's  Scoffsdale  Pharmacy 


For 


PRESCRIPTIONS 

3904  N.  Scottsdale  Rd.  945-8420  - 945-8429 
Next  to  the  1st  National  Bank 
Open  'til  10  p.m.  daily  — 9 p.m.  Sundays 


Classified 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


Pharmacy  Directory 


BUSY  CALL  252-1 S73 

Simee  f920 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  2s«sS  STORE 

2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIS'T 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  327-7471 


At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 


"Established  1 932" 


Medical 

Transcription 


MULLEN  MEDICAL  SERVICE,  INC. 

4446  North  36th  Street 
Phoenix,  Arizona  85018 

Telephone  (602)  955-0763 
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LABORATORY 
EQUIPMENT  REPAIRS 
264-1109 

1832  E.  Hazelwood 
Ion  Vander  Ark  Phoenix,  Arizona  8501 6 


SPACE  AVAILABLE 

Medical  Office  Building,  partially  occupied  Sedona, 
Arizona  — Ideal  for  medical  group  practice  and  the 
State  ESPATE  build  up.  Executives  Investors,  650 
N.  2nd  Ave.,  Phoenix,  AZ  85003.  Phone:  602-257- 
5800. 


ARIZONA  CHILDREN’S  HOSPITAL 

Pediatrician  for  comprehensive  diagnostic  and 
Drescriptive  assessment  of  developmentally  dis- 
abled children.  Will  work  in  interdisciplinary  set- 
:ing.  Board  eligible  or  certified;  eligible  for  Arizona 
icense.  Apply  State  Personnel  Division,  1831  West 
Jefferson,  Phoenix  85007.  (602)  271-5216. 


PRACTICE  FOR  SALE 

General  Practice  in  a rural  community  of  6,000  in 
the  mountains.  Opportunity  for  physician  interest- 
ed in  all  phases  of  general  medicine.  General 
hospital  nearby.  Present  location  leased  but  medi- 
cal/dental complex  now  being  planned.  Present 
practice  ideal  for  G.P.,  F.P.  or  Internists.  Contact: 
William  B.  Kenney,  M.D.,  Box  3491  W.  Sedona,  AZ 
86340. 


FOR  SUBLEASE 

Well  equipped  family  physician’s  or  internists  office 
n Tempe,  AZ.  Established  practice  can  be  retained 
3y  knowledgable  and  empathetic  physician.  Terms 
legotiable.  Call  602  968-7976  (838-5576  after  5 
D.m.) 


A new  hexagon  medical  office  under  construc- 
tion with  spacious,  unusual  design,  wood  in- 
teriors, high  pitch  ceilings  with  large  attractive 
supporting  beams  in  all  rooms.  4151  North 
32nd  Street,  between  Camelback  & Indian 
School  Road.  Phone:  602  957-3520. 


FOR  LEASE 

In  Tucson  Medical  Park,  Block  I,  approximately 
1700  square  foot  medical  suite  directly  across 
street  from  maternity  entrance  of  Tucson  Medical 
Center.  Four  exam  rooms  with  sinks  and  cabinets, 
two  doctors  offices,  two  baths,  (one  with  shower), 
ample  business  office  space  and  nurses  station, 
large  waiting  room,  abundant  storage  and  parking. 
Will  remodel  to  suit  tenant.  Competitive  rates, 
immediate  occupancy.  Call  795-9282. 


SUB-LET  OFFICE 

2122  N.  Craycroft  Road,  Tucson,  1/2  block  from 
Tucson  Medical  Center,  800  Square  Feet;  2+  years 
remaining  on  lease;  Reasonable  rent.  Call  886- 
1291. 


DOCTOR’S  OFFICE  BUILDING  FOR  LEASE 

2,165  sq.  ft.;  excellent  location  and  parking  on 
North  Central.  Ideal  location  for  family  physician. 
Terms  neg.  — 718  E.  Bethany  Home  Road.  Call  944- 
4337. 


FOR  RENT  OR  LEASE 

Two  Suites  at  744  and  750  N.  Country  Club  Road  in 
Tucson  for  rent  or  lease  on  very  reasonable  terms. 
Ground  floor  with  ample  parking.  (602)  795-5661. 
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10-day  Bactrim  therapy 
outperforms  10-day 
ampieillin  therapy 


In  a multicenter,  double-blind  study  of  patients  with 
chronic  or  frequently  recurrent  urinary  tract  infection, 
Bactrim  1 0-day  therapy  outperformed  ampieillin 
1 0-day  therapy  by  27.2% , when  comparing  patients 
who  maintained  clear  cultures  for  eight  weeks. 
Criterion  for  “clear  culture"  was  1 000  or  fewer  organ- 
isms/ml of  urine. 

While  adverse  reactions  noted  in  this  study  were 
mild  (e.g.,  vomiting,  nausea,  rash),  more  serious  reac- 
tions can  occur  with  these  drugs.  See  manufacturer’s 
product  information  for  complete  listing.  Maintain 
adequate  fluid  intake;  perform  frequent  CBC’s  and 
urinalyses  with  microscopic  examination. 

A/o/e;  Bactrim  tablets  were  used  in  these  clinical  trials.  Bioequiv- 
alency studies  show  one  Bactrim  DS  double  strength  tablet  Is 
equivalent  to  two  Bactrim  tablets. 


Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

Double  Strength  tablets 
Just  1 tablet  B.I.D 


Bactrim 


(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 


2 tablets  BID 


For  chronic  or  frequently  recurrent  cystitis 
and  pyelonephritis  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nephritis or  pyelitis  due  to  susceptible  strains  of  £.  co//,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
morgana. 

NOTE:The  increasing  frequency  of  resistant  organisms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  {Federal 
Register,  37:20527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A laboratory  report  of  “Susceptible  to  tri- 
methoprim-sulfamethoxazole” indicatesan  infection  likely  to  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  “Intermedi- 
ate susceptibility”  also  indicates  a likely  response.  “Resistant”  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency, hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy, maintain  adequate  fluid  intake  and  perform  frequent  urinalyses, 
with  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  reactions:  Erythema 


multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
junctival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomati- 
tis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  cer- 
tain chemical  similarities  to  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyce- 
mia in  patients;  cross-sensitivity  with  these  agents  may  exist.  In 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  children  under  12.  Usual  adult  dos- 
age: 1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  10-14  days. 


For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1 DS  tablet  (double  strength), 

2 tablets  (single  strength) 

or  4 teasp.  (20  ml)  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tri- 
methoprim and  800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose® 
packages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  40,  available  singly  and  in 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva- 
lent of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fruit- 
licorice  flavored  — bottles  of  16oz  (1  pint). 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 


In  a multicenter  stucK^  of  patients  with  r the  ue'RflRy.  ‘ac  qu  i sTn  on 
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keeping  patients 
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Bactrim-70.5%  of  78  patients  infection-free  at  8 weeks. 


ampicillin-55.4%  of  74  patients  infection-free  at  8 weeks. 


*This  percentage  is  arrived  at  by  the  statistical  method  of  dividing  the  difference  between 
Bactrim  and  ampicillin  results  (15.1  %)  by  the  percent  of  ampicillin  results  (55.4%). 

tData  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  071 1 0 


BactrimDS 

(1 60  mg  trimethoprim  and  800  mg  sulfamethoxazole) 


Please  see  summary  of  product  information  on  preceding  page. 


Double  Strength  tablets 
Just  1 tablet  B.LD 

No/e;  Bactrim  tablets  were  used  in  these  clinical  trials. 
Bioequivalency  studies  show  one  Bactrim  DS  double  strength 
tablet  is  equivalent  to  two  Bactrim  tablets. 


A pharmacokinetic 
character  <ill  its  own 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors:  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 

to  reflex  spasm  to  local 


P 

3-hydroxydiozepom 


P 

desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  dimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


oxQzepom 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


Valium'^ 

(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07 1 10 


MUTUAL  INSURANCE  COMPANY  OF  ARIZONA 

5320  North  Sixteenth  Street/Suite  106/Phoenix,  Arizona  85016 


MICA  is  your  Association’s  response  to  the  availability  and 
affordability  of  malpractice  insurance  for  Arizona  physicians. 

For  personalized  information,  call  or  write: 

Phoenix  area  - 248-9183 

Tucson  & Yuma  areas  - Ask  operator  for  Enterprise  269 


Sponsored  by  the  Arizona  Medical  Association 
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Health  care  doesn't  S 
need  more  red  tape 


THERE AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 
VOUANDYOUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

DrU^  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 


The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ I billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Mil 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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Shouldn’t  you  spi^ad  that  aiound? 


Saturated  fats  ^uld 
polyunsaturated  fats  in 
Com  and  Safflower  Oils 


All  Saffola  products  have  earned  the 
Good  Housekeeping  Seal. 


Saffola  is  made  with  liquid  safflower  oil.  It’s 
higher  in  polyunsaturates  than  either 
Fleischmann’s  or  Mazola.  And  no 
margarine  is  lower  in  saturated  fats. 

Saffola  contains  no  cholesterol. 

Your  patients  will  be  pleased  to 
know  that  Saffola,  as  part  of  a modified 
fat  diet,  is  a delicious  way  to  help 
reduce  serum  cholesterol. 

For  comparative 
nutritional  informa- 
tion on  all  of  our 
safflower  oil  products 
write: 

Consumer  Products 
Division,  PVO  Inter- 
national Inc.,  World 
Trade  Center,  San  Francisco, 

California  94111. 


Enjoy  it  to  your  heart’s  content. 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator^ 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the  diabetic  patient  has  been  reported  with 


VASODILAN 

I ISOXajFRINE  HCI) 

the  compatible  vasodilator  TABLETS,  20  mg. 


•Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences- 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml. 


Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular:  5 to  10  rng.d  or  2 ml.)  two  or  three  times  daily.  Intramuscular  adminis- 
tration may  be  used  initially  in  severe  or  acute  conditions. 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses.  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding 

Parenteral- administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea,  vomiting, 
dizziness,  abdominal  distress,  and  severe  rash.  If  rash  appears  the  drug  should  be 
discontinued. 


Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 


Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypotension  and 
tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses.  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg.  are  not  recommended  Repeated  adminis- 
tration of  5 to  10  mg.  intramuscularly  at  suitable  intervals  may  be  employed 
Supplied:  Tablets,  10  mg , bottles  of  100, 1000,  5000  and  Unit  Dose;  Tablets,  20  mg., 
bottles  of  100,  500,  lOOO,  5000  and  Unit  Dose;  Injection,  10  mg,  per  2 ml.  ampul,  box  of 
SIX  2 ml.  ampuls.  11  H U S Pat  No  3.056,836 


LABORATORIES 


d 1977,  MEAD  JOHNSON  « COMPANY,  EVANSVILLE,  INDIANA  47721  U.8.A. 
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Medicine  and  adventure...plus 
a new  pay  increase. 


Now  with  the  new  medical  su])i)lemental  i>ay  bill,  many  physicians  in 
military  serx’ice  may  (lualii’y  for  bonuses  of  uj)  to  -Sld.oOO  j)er  year 
on  toj)  of  their  normal  j)ay  and  allowances.  I )ependiny  on  a review  of 
l)articular  circumstances,  this  can  be  translated  into  incomes  in  the 
Sd().()0()to$4().0()()ranym: 

The  Navy  has  even  more  to  offer.  You  may  find  yourself  i)racticin,^' 
in  hospitals  affiliated  with  majoi’  teachin.i^  institutions.  You  will  work 
with  full-time  .staff  si)ecialist.s... consult  with  visitiny,'  staff... attend 
clinics,  conferences  or  ward  rounds. 

I )emandin,«:-. . ..stinnilatin,”\ . ..‘’ratifyin.e,'. That's  Navy  medicine. 

A chance  to  i)ractice  in  a ,L>Toui)-practice  settin,t?  where  you'll  work  with 
some  of  the  most  cai)able.  dedicated  i)i’ofessionals  anywhere...shai'e 
in  an  e.xcitinir  life-.style  that's  uniciuely  Navy... find  all  the  in.^-redients 
that  make  for  per.sonal  and  jn'ofessional  fulfillment. 

For  more  information  talk  to  your  local  Navy  Medical  Recruiter. 

LCDR  JOHN  FEARS 
Navy  Recruiting  Class  “A”  Station 
317  N.  Central  Ave.,  Phoenix,  AZ  85004 
(602)  261-3158/3607  collect 

It  pays  to  look  into  Navy  Medicine. 
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‘ I Cannot  Tell  A Lie  “It  Does  Taste  Like 


99 


When  acute,  non-specific  diarrhea  causes 
the  stomach  to  revolt, the  tasteful  counterattack 
is  Donnagel®-PG.  Donnagel-PG  provides  all 
the  benefits  of  paregoric  and— instead  of  that 
unpleasant  paregoric  taste— a delicious  banana 
flavor  good  enough  to  make  even  an  expert  flip 
his  wig. 


Now  with  child-proof  closure 

DonnagelPG 

Donnagel  with  paregoric  equivalent 

For  diarrhea 

Each  30  ml.  contains: 

Kaolin  6.0  g. 

Pectin  142.8  mg. 

Hyoscyamine  sulfate  0.1037 mg. 

Atropine  sulfate  0.0194  mg. 

Hyoscine  hydrobromide  0.0065  mg. 

Powdered  opium,  USP  24.0  mg 

(equivalent  to  paregoric  6 ml.) 
(warning:  may  be  habit  forming) 
Sodium  benzoate  60.0  mg 

(preservative) 

Alcohol,  5% 


(5 


A H Robins  Company,  Richmond,  Virginia  23220  Member  of  Certified  Medical  Representatives  Institute 
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in  coughs  of  colds, 
“flu”  and  uni- 
clear  the  tract 
with  the  famous 
Robitussin®Line! 

The  5 mennbers  of  the 
Robitussin®  family  all  contain 
the  expectorant,  guaifenesin, 
to  help  clear  the  lower 
respiratory  tract.  Guaifenesin 
works  systemically  to  help 
stimulate  the  output  of  lower 
respiratory  tract  fluid.  This 
enhanced  flow  of  less  viscid 
secretions  promotes  ciliary 
action  and  makes  thick, 
inspissated  mucus  less  viscid 
and  easier  to  raise.  As  a 
result,  dry,  unproductive 
coughs  become  more 
productive  and  less  frequent. 


OUR  PHOTO:  Norfolk  & Western  Branch  Train 
No.  202  west  bound  near  Alvarado.  Va  (Oct.,  1956). 
This  line  reaches  the  highest  point  ol  any  railroad 
East  of  the  Rockies  (elevation  3,577  ft.)  with  a 
minimum  grade  of  3%.  It  crosses  108  bridges, 
some  700  ft.  long!  Photo  by  0.  Winston  Link. 


For  productive  and  unproductive  coughs 

Robitussin” 

Each  5 ml  teaspoonful  contains; 

Guaifenesin,  NF  100  mg 

Alcohol,  3.5% 

For  severe  coughs 

Robitussin  A-Ce 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  100  mg 

Codeine  Phosphate.  USP 10.0  mg 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non  narcotic  for  6-8-hour  cough  control 

Robitussin-DM” 

Each  5 ml  teaspoonful  contains; 


Guaifenesin,  NF  100  mg 

Dextromethorphan 

Hydrobromide,  NF  15  mg 

Alcohol,  1 .4% 


Decongests  nasal  passages  and  sinus 
openings  as  it  heips  reiieve  coughs 

Robitussin>PE” 

Each  5 ml  teaspoonful  contains; 


Guaifenesin,  NF  100  mg 

Pseudoephedrine 

Hydrochloride,  NF 30  mg 

Alcohol,  1.4% 


Decongestant  action  helps  control  cough  and 
clear  stuffy  noses  and  sinuses.  Non  narcotic. 

Robitussin-CF” 

Each  5 ml  teaspoonful  contains; 


Guaifenesin,  NF  50  mg 

Phenylpropanolamine 
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diate release  layer  and  32  mp  in  the  sus- 
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eiiuivalent  to  oiie-(juii  rtcr  Tedral  tablet. 
Cliildrcu  — One  teaspoonful  per  30  lb  body 
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THE  AGING  EYELID 


ROBERT  RUBENZIK,  M.D. 

This  discussion  of  special  eyelid 
problems  is  a timely  one  due  to  the 
increasing  population  of  elderiy 
patients. 

As  we  age,  our  bodies  undergo  change. 
Our  skin  becomes  thinner,  perhaps 
vrinkled;  ligaments  stretch;  connective 
issue  septa  become  atrophic,  allowing 
he  subcutaneous  fat  to  bulge.  One  of  the 
.tructures  most  vulnerable  to  the  aging 
arocess  is  the  eyelid.  When  the  lids  fail  to 
arotect  the  globe,  ocular  damage  results. 
IVhen  the  upper  lid  droops  excessively, 
[visual  loss  results.  And  when  the  lacrimal 
drainage  system  is  distorted,  tearing  and 
chronic  infection  set  in.  The  most 
common  manifestations  of  the  aging 
process  which  affect  the  eyelids  are 
blepharochalasis,  ptosis,  entropion,  and 
ectropion. 

There  is  a controversy  in  the  oculo- 
plastic  literature  regarding  the  term 
blepharochalasis.  Some  say  that  this  term 
should  be  reserved  for  a post-inflam- 
matory condition  seen  in  young  people, 
while  the  common  changes  we  see  in  our 
older  patients  should  be  called  derma- 
tochalasis.  Suffice  it  to  say  that  when  most 
of  us  use  the  term  blepharochalasis  we  are 
describing  the  wrinkled  skin  and  pro- 
truding orbital  fat  characteristic  of  the 
aging  process.  The  upper  and  lower  lids 
are  similarly  affected.  The  process  is 
caused  by  a thinning  and  yielding  of  the 
orbital  septum,  which  allows  the  orbital 
fat  to  protrude  into  the  substance  of  tbe 
lids,  producing  the  so-called  "bags”.  In 
the  process,  the  skin  becomes  stretched 
and  may  become  quite  excessive,  forming 
folds  and  wrinkles.  Blepharochalasis  is 
usually  of  cosmetic  concern;  rarely  the 
overhanging  fold  of  upper  lid  skin  will 
cover  the  pupil,  obscuring  vision. 

The  treatment  of  blepharochalsis  con- 
sists of  the  removal  of  excess  orbital  fat 
combined  with  a judicious  excision  of  lid 
skin.  When  adequate  amounts  of  fat  are 
removed  and  the  skin  resected  and 
tightened  to  an  appropriate  degree,  a 
gratifying  result  follows  (Fig.  1). 
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Figure  1 


Upper  photo  depicts  changes  typical  of 
blepharochalsis  in  a 50  year-old  woman.  Lower 
photo  was  taken  3 months  after  cosmetic 
blepharoplasty. 

Several  varieties  of  ptosis  exist.  Con- 
genital ptosis  is  rare,  is  usually  associated 
with  limited  movement  of  the  affected  lid, 
and  is  not  due  to  aging.  The  ptosis  of 
Horner’s  syndrome  is  likewise  an  entity 
unto  itself.  The  more  common  “senile” 
ptosis  is  characterized  by  a constant  droop 
of  the  upper  lid  usually  associated  with 
excellent  levator  muscle  action  (good  lid 
movement).  In  most  cases  it  is  probably 


Figure  2 


Upper  photo  shows  ptosis  of  the  right  uppier  lid 
in  a 70  year-old  man.  Lower  photo  shows  result 
2 months  after  levator  aponeurosis  repair. 


secondary  to  atrophic  changes  in  the 
aponeurosis  of  the  levator  mus<  le  (the 
aponeurosis  is  the  fascia  that  connects  the 
levator  muscle  to  the  lid).  The  apo- 
neurosis may  develop  holes,  dehiscences, 
or  may  simply  stretch  and  allow  the  lid  to 
droop.  As  in  blepharochalasis,  minor 
amounts  of  ptosis  are  cosmetic  in  nature. 
When  the  lid  margin  drops  below  the  level 
of  the  pupil,  repair  is  indicated  for 
restoration  of  sight. 

Ptosis  repair  consists  of  shortening  (or 
repairing)  the  elevators  of  the  lid.  The  two 
sources  of  elevating  p>ower  for  the  upper 
lid  are  Mueller’s  muscle,  which  is  sym- 
pathetically innervated,  and  the  levator, 
which  is  voluntary.  Either  or  both  of  these 
may  be  shortened  (Fig.  2).  Judgement 
must  be  used  when  raising  the  ptotic 
upper  lid  lest  corneal  exposure  result. 

I feel  that  senile  lower  lid  entropion  and 
ectropion  are  varieties  of  the  same  basic 
condition.  The  entire  lid  becomes  lax,  so 
that  it  is  not  held  tightly  against  the 


c 


Figure  3 


A.  Lower  lid  is  in  normal  position,  but  the 
lower  lid  retractor  is  lax.  B.  An  ectropion  exists 
when  the  lid  falls  away  from  the  eye  until 
checked  by  the  retractor,  now  taut.  C.  An 
entropion  results  if  the  lower  border  of  the 
tarsus  falls  away  from  the  eye  while  the  lid 
margin  rolls  inward,  abrading  the  cornea. 


eyeball.  At  the  same  time  the  connective 
tissue  structures  which  normally  hold  the 
lid  in  an  upright  position  stretch  and 
loosen.  The  lid  margin  is  free  to  turn  out, 
forming  an  ectropion,  or  to  turn  in, 
forming  an  entropion  (Fig.  3).  Entropion 
and  ectropion  are  common.  They  should 
not  be  considered  cosmetic  blemishes;  they 
are  functionally  serious  problems. 

When  an  entropion  develops  the  lashes 
are  free  to  abrade  the  cornea.  This  is  quite 
irritating,  and  the  patient  with  an 
entropion  often  exhibits  a marked  degree 
of  blepharospasm.  This  is  not  the  source 
of  the  entropion,  but  is  the  result  of  the 
corneal  abrasion. 

Patients  with  ectropion  often  complain 
of  tearing.  They  tear  because  tbe  puncta 
(openings  into  the  lacrimal  drainage 
system)  are  no  longer  in  their  normal 
position  against  the  eyeball.  The  tears 
well  up  behind  the  ectropic  lid  and  run 
over  the  lid  margin.  Stasis  develops  in  this 
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Figure  4 


Upper  photo  shows  a senile  ectropion  of  the 
lower  lid.  Lower  photo  shows  the  same  eye  after 
horizontal  tightening. 


pool  of  tears,  and  a chronic  infection  may 
develop.  This  situation  is  analagous  to  the 
development  of  urinary  tract  infections  in 
the  patient  with  a large  residual  of  urine. 

There  are  basically  two  approaches  to 
the  repair  of  entropion  and  ectropion.  The 
lid  may  be  horizontally  tightened  by 
removing  a section  and  closing  the  defect. 
This  holds  the  lid  against  the  eyeball  and 


CLINICAL  SPECTRUM  OF 

S.  SRIDHAR,  M.D. 

ALBERTO  BENCHIMOL,  M.D. 
KENNETH  B.  DESSER,  M.D. 

ABSTRACT-SUMMARY 
Bradycardia  due  to  sinus  node  dys- 
function is  frequently  a cause  of 
syncope  or  lightheadedness  in  the 
elderly.  It  may  be  diagnosed  after 
exclusion  of  other  diseases  which  are 
known  to  present  with  the  same  symp- 
toms. The  diagnosis  can  be  proved  in 
most  instances  by  estimation  of  the 
sinus  node  recovery  time  after  atrial 
pacing.  Satisfactory  therapeutic  results 
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Figure  5 


Left  photo  shows  a senile  entropion  of  the 
lower  lid.  Right  photo  shows  the  same  eye  after 
horizontal  tightening. 


tends  to  prevent  malposition  (Figs.  4 and 
5).  Another  technique  involves  tightening 
the  lower  lid  retractors.  These  are  the 
fascial  structures  which  exert  a vertical 
pull  on  the  lower  lid  and  hold  it  straight.  I 
prefer  the  horizontal  tightening  as  my 
procedure  of  choice;  however,  there  is  no 
question  that  both  methods  work. 

In  the  patient  who  refuses  surgery  or 
who  represents  a poor  surgical  risk, 
sutures  may  be  placed  in  the  lid  to  effect  a 
rotation  of  the  lid  margin  to  a favorable 
position.  This  seems  to  work  better  in 
entropion  repair  than  in  ectropion  repair. 
The  sutures  are  placed  at  an  appropriate 
angle  through  the  lid  so  that  their  pull 
tends  to  set  the  lid  straight  (Fig.  6). 

In  summary,  the  eyelid  changes  which 
characterize  the  aging  process  may  pre- 
clude normal  function  of  the  eyes.  These 
changes  relate  mainly  to  atrophy  and 


Figure  6 


Placement  of  suture  for  correction  of  entropion. 
When  the  suture  is  pulled  tight,  the  lid  margin 
is  everted  away  from  the  cornea.  Usually  a row 
of  4 such  sutures  is  placed  across  the  lid. 

stretching  of  the  lid  skin  and  connective 
tissue,  and  are  generally  amendable  to 
therapy. 
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THE  SICK  SINUS  SYNDROME 


are  obtained  with  right  ventricular 
endocardial  pacing.  For  those  instances 
of  bradycardia-tachycardia  syndrome, 
the  use  of  antiarrhythmic  agents  com- 
bined with  ventricuiar  pacing  provides 
the  most  appropriate  form  of  treatment. 

Bradycardia  due  to  complete  atrio- 
ventricular block  and  its  attendant  symp- 
toms are  well  recognized.  Flowever,  it  has 
been  known  for  several  years  that  syncopal 
episodes  can  similarly  result  as  a con- 
sequence of  extreme  sinus  bradycardia. 
The  development  of  electrical  pacing  and 
increased  availability  of  the  extra-stimulus 
technique  have  provided  tools  for  the 
investigation  of  various  electrophysio- 
logical  phenomena.  Unexplained  brady- 
cardia of  sinus  origin  is  being  noted  with 
increasing  frequency  as  a cause  of  light- 
headedness and  fainting,  especially  in 
elderly  subjects.  Paradoxically,  some  of 
these  patients  have  recurrent  episodes  of 
supraventricular  tachycardia  alternating 
with  the  bradycardia.  Terms  such  as  “sick 
sinus  syndrome”,  “sinoatrial  syncope”, 
“lazy  sinus  syndrome”,  and  “bradytachy 


syndrome”  have  been  applied  to  describe 
sinus  nodal  dysfunction  that  occurs  in 
such  patients. 

ANATOMY  OF  THE  SINUS  NODE 

The  sinus  node  was  first  described  by 
Keith  and  Flack  in  1906.  Being  sub- 
pericardial  in  location,  the  node  is 
vulnerable  to  trauma  incurred  during 
cardiac  surgical  procedures  and  involve- 
ment by  inflamatory  processes  affecting 
adjacent  areas.  Its  blood  supply  is  derived 
from  the  right  coronary  artery  in  60%  of 
cases  and  from  the  left  circumflex  coron- 
ary artery  in  the  other  40%.  Transient 
sinus  nodal  dysfunction  therefore,  fre- 
quently occurs  in  the  presence  of  right 
coronary  artery  disease.  The  matrix  of  the 
node  is  composed  of  elastic  and  colla- 
genous fibers  which  are  thought  to 
increase  with  age  at  the  expense  of  the 
functioning  cells.  This  latter  phenom- 
enon may  be  one  explanation  for  sinus  ; 
bradycardia,  which  is  frequently  encoun-  i 
tered  in  the  elderly.'  | 

Degenerative  intranodal  changes  are  ; 
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Iilso  seen  in  cases  of  long  standing  atrial 
fibrillation,  familial  atrial  fibrillation 
jtssociated  with  otosclerosis  and  the  heredi- 
;ary  Q-T  interval  syndromes  that  are 
I harbingers  of  sudden  death. 2 

JsiNUS  NODE  ELECTROPHYSIOLOGY 
AND  FUNCTION 

The  sinus  node  functions  as  an  elec- 
t trical  generator  by  virtue  of  its  property  of 
[spontaneous  diastolic  depolarization  and 
is  the  dominent  pacemaker  for  the  heart 
because  it  has  the  highest  rate  of 
discharge.’  Thus  it  suppresses  subsidiary 
pacemakers  at  other  cardiac  sites  which 
normally  do  not  usurp  control  of  the  atria 
lor  ventricles  unless  the  sinus  node 
defaults.  Pacemaking  sites  within  the 
sinus  node  itself,  however,  may  shift  from 
one  group  of  cells  to  another  thereby 
providing  a mechanism  for  phenomena 
.such  as  sinus  arrhythmia  and  sinus 
lextrasystoles.^ 

The  safety  margin  at  which  the  sinus 
node  functions  as  an  electrical  generator  is 
high  because  of  its  large  number  of  cells 
with  properties  of  automaticity.  This 
anatomic  arrangement  is  such  that  if  one 
group  of  cells  fails,  another  assumes  the 
pacemaking  responsibilities.’  The  propa- 
gation of  impulses  through  the  sinus 
node,  however,  is  extremely  slow  as 
compared  to  the  ordinary  atrial  myo- 
cardium. Therefore,  it  is  possible  that 
sinoatrial  conduction  fails  more  often 
than  sinus  node  impulse  generation 
though  the  result  in  both  instances  is 
yabsence  of  atrial  activation  as  evidenced  by 
absent  P waves  on  the  electrocardiogram. 
This  highlights  the  difficulty  in  dis- 
tinguishing between  sinus  arrest  (failure 

!of  impulse  generation)  and  sino-atrial  exit 
block  (failure  of  generated  impulse  prop- 
agation), (Figure  1). 


Simultaneously  recorded  leads  V*,  II  and  in  a 
68  year  old  woman  with  the  sick  sinus 
syndrome.  P-P  cycles,  unrelated  to  respiration, 
result  in  paired  beats  separated  by  single  beats. 
Such  findings  strongly  suggest  3:2  and  2:1 
i sinoatrial  Wenckebach  block. 


CAUSES  AND  CLINICAL  FEATURES 
OF  THE  SICK  SINUS  SYNDROME 

Town®  first  coined  the  term  “sick  sinus 
syndrome”  to  describe  a variety  of  rhythm 
disturbances  such  as  chaotic  atrial  activity, 
changing  P wave  contour,  bradycardia, 
atrial  or  A-V  junctional  tachycardia 
following  the  D.C.  cardioversion  of  chron- 
ic atrial  fibrillation.  Ferrer’  broadened  the 
term  to  include  unexplained  chronic  sinus 
bradycardia,  brief  or  sustained  sinus 
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Figure  2 

Simultaneously  recorded  leads  V‘,  II  and  V'*  in  a 
symptomatic  99  year  old  woman  with  the  sick 
sinus  syndrome.  Note  marked  sinus  bradycardia 
with  a slow  A-V  junctional  escape  rhythm. 

arrest,  and  sinus  pauses  due  to  sino-atrial 
exit  block  (not  drug  induced)  with  atrial 
or  junctional  escape  rhythms.  Default  of 
these  latter  subsidiary  pacemakers  result- 
ing in  total  cardiac  asystole,  chronic  atrial 
fibrillation  and  finally  alternating  brady- 
cardia and  tachycardia  was  likewise 
recognized,  (Figures  2 and  3). 
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Figure  3 


Leads  in  a 57  year  old  woman  with 

syncope  and  the  “brady-tachy”  syndrome.  Note 
the  presence  of  atrial  fibrillation  and  periods  of 
cardiac  standstill.  The  latter  suggests  disease  of 
the  lower  “escape”  pacing  centers. 

Bradycardiac  rhythm  disturbances, 
though  infrequently  mentioned  in  associ- 
ation with  cardiomyopathies,  are  occas- 
ionally observed.®  Amyloid  deposits  have 
been  demonstrated  in  the  hearts  of  some 
family  members  with  persistent  atrial 
standstill.  Occlusive  disease  of  the  sinus 
node  artery  has  been  incriminated  in  other 
cases.  In  a recent  review  of  the  subjects,  a 
specific  search  was  made  for  involvement 
of  the  sinus  node  artery  in  symptomatic 
bradycardiac  subjects  with  demonstrable 
dysfunction,  yet  vascular  involvement  w'as 
infrequently  found.®  Friedreich’s  ataxia, 
progressive  muscular  atrophy,  collagen 
diseases,  infiltrations  due  to  metabolic 
disturbances  such  as  hemochromatosis 
and  metastatic  deposits  have  all  been 
described  in  association  with  sinus  dys- 
function.'® Degenerative  changes  of  the 
sinus  node  are  occasionally  seen  in  the 
heritable  prolonged  Q-T  interval  syn- 
dromes.^ However,  many  regard  these 
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Figure  1 


latter  disorders  as  autonomic  disturbances. 
Transient  sinus  dysfunction  is  observed  in 
association  with  acute  myocardial  infarc- 
tion." While  destruction  of  the  sinus  node 
in  association  with  atrial  infarction  may 
be  uncommon,  the  bradycardia  and  hypo- 
tension frequently  noted  in  the  presence  of 
acute  inferior  wall  infarction  is  thought  to 
be  due  to  an  exaggerated  vagal  reflex 
(Jarisch-Bezold  reflex).  Ischemia  of  the 
sinus  node  or  of  the  cholinergic  terminals 
within  the  sinus  node  has  also  been 
suggested  as  a cause  of  bradycardia  in  such 
instances. 

Ferrer  suggests  that  sinus  node  dys- 
function may  become  p>ermanent  as  a 
consequence  of  myocardial  infarction. 
The  exact  incidence  of  the  fully  manifest 
sick  sinus  syndrome,  in  the  wake  of  a 
myocardial  infarction  and  the  time  inter- 
val between  the  initial  insult  and  the 
appearance  of  clinically  recognizable  sin- 
us dysfunction  are  unknown.'® 

Of  56  patients  who  were  studied  at  the 
Massachusetts  General  Hospital  because 
of  sick  sinus  syndrome,  20  had  coronary 
artery  disease®  and  most  of  the  group  were 
elderly.  The  age  of  onset  of  symptoms  in 
the  study  group  suggested  that  the  disease 
may  have  a bimodal  distribution.  The 
presenting  signs  or  symptoms  included 
syncope,  lightheadedness,  palpitations, 
congestive  heart  failure,  angina  pectoris, 
fatigue  and  cerebrovascular  accidents. 
Many  patients  had  associated  electro- 
cardiographic abnormalities  such  as  first 
degree  A-V’  block,  bundle  branch  blocks 
and  fascicular  blocks. The  latter  findings 
suggest'’  the  possibility  that  the  syndrome 
may  not  represent  an  isolated  process 
involving  the  sinus  node  but  in  fact  may 
be  a pan-conduction  disorder  involving 
the  A-V'  node  and  infranodal  conduction 
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Figure  4 


Electrocardiogram  from  a patient  with  sympto- 
matic sinus  bradyarrhythmia.  The  coexisting 
complete  right  bundle  branch  block  indicates 
an  association  of  sinus  node  dysfunction  with 
disease  in  the  distal  conduction  system. 


systems  as  well,  (Figure  4).  Narula'^  and 
Rosen  et  aP’  have  reported  a high 
incidence  of  A-V  conduction  abnormali- 
ties in  their  patients  with  sinus  node 
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dysfunction.  These  findings  have  thera- 
peutic implications  with  regard  to  the  site 
of  pacing,  since  atrial  pacing  would  be  of 
no  value  if  heart  block  at  these  lower 
anatomic  sites  ensued. 

Other  clinical  features*^  include  carotid 
sinus  hypersensitivity,  a blunted  response 
to  atropine  administration  and  an  exag- 
gerated response  to  isoproterenol.  The 
latter  has  been  attributed  to  a possible 
denervation  hypersensitivity  characterized 
by  lack  of  response  to  intrinsic  but 
enhanced  responsiveness  to  extrinsic  cate- 
cholamines. A paradoxical  response  to 
atropine  characterized  by  seemingly  ade- 
quate increase  in  heart  rate  but  an 
abnormally  prolonged  recovery  time  after 
overdrive  suppression  despite  the  ap- 
parent improvement  in  sinoatrial  con- 
duction time  has  also  been  noted. 

DIAGNOSIS  AND  ASSESSMENT  OF 
SINUS  NODE  FUNCTION 

Neurological  etiologies  must  be  ex- 
cluded before  sino-atrial  dysfunction  can 
be  incrimated  as  the  sole  cause  of 
lightheadedness  or  syncope  in  the  elderly 
population,  since  both  disorders  may 
produce  identical  symptoms.  When  brady- 
cardia or  tachycardia  is  established  as  the 
basis  for  symptoms,  drug  induced  causes 
for  these  rhythm  disturbances  must  be 
considered  before  intrinsic  disease  of  the 
sinus  node  is  diagnosed. 

Of  methods  available  for  the  assessment 
of  sinus  node  adequacy,  isometric  exercise, 
demonstration  of  carotid  sinus  hyper- 
sensitivity, and  the  cardiac  response  to 
atropine  may  be  employed  at  the  bedside. 
Definitive  diagnosis,  however,  is  based  on 
invasive  study  utilizing  atrial  pacing. 
Since  direct  recording  of  sinus  node 
potentials  is  not  possible  in  man,  all 
electrophysiologic  methods  for  sinus  node 
assessment  are  of  necessity,  indirect.  Two 
methods  are  generally  applied  and  they 
are;  1)  the  extrastimulus  method,  and  2) 
overdrive  suppression  with  rapid  atrial 
pacing.  The  extrastimulus  technic  is  used 
as  follows:  the  atrial  electrogram  initiates 
a programmable  stimulator  which  de- 
livers the  extrastimulus  at  any  desired 
coupling  interval  such  that  the  entire 
diastolic  period  can  be  scanned. 

Overdrive  suppression  is  more  reliable 
and  gives  reproducible  and  consistent 
results  in  the  evaluation  of  sinus  node 
dysfunction.  Both  methods  are  based  on 
the  principle  which  assumes  that  an 
extraneous  atrial  impulse  may  invade  the 
sinus  node,  thereby  resetting  it  or  suppress- 
ing its  function  until  it  recovers.  Such 
resetting  effects  the  pause  observed  after  a 
premature  atrial  beat.  The  time  taken  by 
the  sinus  node  to  recover  after  suppression 
by  a focus  discharging  at  a rate  faster  than 
itself  is  called  the  sinus  recovery  time  and 
when  corrected  for  the  basic  heart  rate 
prior  to  suppression,  yields  consistent 
results,  thereby  providing  a reliable 
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measure  of  sinus  node  function,'®  (Figure 
5). 

At  this  point  definition  of  a few  terms 
frequently  employed  in  the  assessment  of 
sinus  node  function  is  in  order.  Basic  cycle 
length  is  the  P-P  interval  during  inherent 
sinus  rhythm.  During  a pacemaker  in- 
duced rhythm  it  is  referred  to  as  the  driven 
cycle  length. 
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Figure  5 

Simultaneously  recorded  His  bundle  electro- 
gram (HBE)  and  leads  I,  aVF  and  V of  the 
electrocardiogram  in  a 75  year  old  man  with 
coronary  artery  disease  and  the  sick  sinus 
syndrome.  Ces.sation  of  atrial  pacing  (rate  = 
150'min)  results  in  a 2.36  second  pause 
followed  by  spontaneous  sinus  activity.  The 
asystolic  period  was  295%  of  the  basic  cycle 
length,  diagnostic  of  sinus  node  dysfunction 
(PI  = pacemaker  impulse). 

The  coupling  interval  between  the  sinus 
P wave  and  the  introduced  extrastimulus 
abbreviates  what  would  have  otherwise 
been  a normal  sinus  cycle  and  is  therefore 
termed  the  curtailed  cycle.  Frequently  this 
is  expressed  as  a percentage  of  the  basic 
cycle  length  because  the  behaviour  of  the 
distal  conduction  system  depends  on  the 
degree  of  prematurity  of  the  extrastimu- 
lus. The  curtailed  cycle  is  better  character- 
ized when  expressed  in  this  fashion.  The 
resumption  of  sinus  activity  after  the 
extrastimulus  has  reset  the  sinus  node 
defines  the  return  cycle.  The  conjoined 
cycle  is  the  sum  of  the  curtailed  and  return 
cycles. 

The  sino-atrial  conduction  time  is  half 
the  return  cycle  length  assuming  that  no 
protective  entrance  block  exists  and  that 
cephalad  and  caudad  conduction  times  are 
equal.  This  assumption  is  arbitrary  and 
therefore  the  sino-atrial  conduction  time 
can  at  best  only  be  an  approximation. 

When  a premature  impulse  or  a series  of 
extraneous  impulses  fail  to  penetrate  the 
sinus  node  such  that  no  suppression  or 
resetting  occurs,  then  entrance  block  is 
said  to  exist, (Figure  6).  This  is  manifest 
during  extrastimulus  studies  by  the  sinus 
node  behaving  as  though  the  extrastimu- 
lus did  not  exist.  In  other  words,  the  atrial 
extrasystole  would  appear  to  be  truly 
interpolated. 

Occasionally,  the  sinus  node  discharges 
much  earlier  than  expected  following  an 
extrastimulus  or  a premature  atrial  beat'® 
thereby  producing  a conjoined  cycle 
which  is  much  shorter  than  the  basic  sinus 
cycle  length.  When  such  a phenomenon  is 
operative,  sinus  node  re-entry  is  said  to 
have  occurred.  The  unexpected  early  sinus 
beats  can  be  single  or  repetitive  with  the 
latter  effecting  a sustained  supraventricu- 
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Figure  6 

Lead  V of  the  electrocardiogram  in  a 55  year  j 
old  man  demonstrates  S-A  entrance  block.  Note  | 
the  basic  P-P  cycle  of  920  msec.  An  atrial  i 
premature  beat  with  left  bundle  branch  block  | 
aberration  results  in  a CURTAILED  CYCLE  of  I 
480  msec.  The  next  P wave,  resulting  from 
sinus  node  activity,  falls  on  the  S-T  segment  of 
the  atrial  premature  beat.  The  time  from  the 
onset  of  the  premature  P wave  to  this  sinus  P 
wave  is  termed  the  RETURN  CY'CLE  and  is 
440  msec.  Note  that  the  CURTAILED  CYCLE 
+ RETURN  CYCLE  are  called  the  CON- 
JOINED CYCLE.  The  BASIC  CYCLE  in  this 
case  was  identical  to  the  CONJOINED  CYCLE 
thereby  indicating  that  the  atrial  premature 
impulse  did  not  penetrate  the  sinus  node 
(entrance  block). 


lar  tachycardia.  Whether  or  not  sinus  node 
re-entry  is  a mechanism  for  the  episodes  of 
supraventricular  tachycardia  observed  in 
some  cases  of  the  "hrady-tachy”  syndrome 
remains  to  be  elucidated. 

Documentation  of  the  exact  mechanism 
producing  syncope  may  he  achieved  in 
some  cases  of  sick  sinus  syndrome  by 
ambulatory  Holter  monitoring.  This  tech- 
nic is  the  most  valuable  non-invasive 
means  for  confirming  the  diagnosis. 

THERAPY 

Ventricular  pacing  is  the  most  effective 
method  for  the  therapy  of  symptomatic 
bradycardia.  The  ventricular  pacing  site 
permits:  1)  the  use  of  cardiac  glycosides  if 
there  is  coexisting  heart  failure,  2)  the  use 
of  various  antiarrhythmic  agents  for 
abolition  of  tachyarrhythmias  and  3) 
protection  if  coexisting  junctional  or  His- 
Purkinje  disease  progresses  and  produces 
A-V  block.  Such  ventricular  pacing  is  far 
superior  to  atrial  pacing  or  the  long  term 
administration  of  oral  agents  such  as 
isoproterenol,  which  yield  disappointing 
and  unpredictable  results. 

Bibliography  available  upon  request. 


1° 

100 


20 

70 


EAR 


I NG  IS 


20 

50 


AS  PRECIOUS 


20 

40 


AS  SIGHT  HAy. 


y 


20 

30 


20 

20 


20 

15 


20 

10 


YOU  HAD  YOUR 


Hearing  losses 
/ are  among  the  most 


TESTED  LATELY  A 


COMFORTABLE 


Z'  consistently  neglected 
y health  problems.  Many 
^ y - ^ people  with  them  won't  even 
O 1 Jr  admit  it  to  themselves,  let  alone 
y others.  A little  encouragement  may 
y start  them  thinking  about  themselves 

H F A R T N ^ more  realistically. 

n L /in  1 IN 

That's  why  we're  offering  you  the  poster 
shown  here.  You  can  hang  it  on  the  wall  or  stand 
/ it  on  a small  table.  It  comes  with  booklets  called  'As 
INVESTMENT  OF  A FEW  MI  jy  precious  as  sight"  that  give  your  patients  some  basic 

^ facts  about  auditory  testing  and  hearing  losses  and  how 
/ easy  they  are  to  correct  in  many  cases. 

^ Write  to  us  for  your  free  poster  and  booklets.  They  just 

^ might  help  you  to  help  some  patients  who  aren't  hearing  as  well 
^ as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  it. 

Professional  Relations  Division,  Beltone  Electronics  Corporation 
^ 4201  West  Victona  Street,  Chicago,  Illinois  60646,  an  Amencan  company 


X ' . V.-' ' ' sHK^I 

tSSS^H 

When  choosing  a diuretic 
for  day-in-day-out 
hypertension  control  with 
comfortable  compliance... 


The  agent  you  choose  in  mild  to  moderate 
essential  hypertension  should  offer  (1)  long-term 
effectiveness,  (2)  patient  comfort  and  compliance. 

Zaroxolyn  offers  both. 

In  one  long-term  study  ^ Zaroxolyn  brought 
moderately  elevated  (average  161/109  mm  Hg) 
blood  pressure  down  to  the  range  of  normo- 
tension— and  held  it  there  for  a year  or  more. 

The  investigator  noted,  “Patient  cooperation  was 
surprisingly  good  for  a study  of  such  duration 
[2V2  years].  The  once-daily  dosage  schedule  with 


metolazone  [Zaroxolyn]  no  doubt  contributed  to 
patient  compliance’.’ 

Overall  compliance  with  Zaroxolyn  is  good- 
very  good.  An  analysis  of  controlled  clinical 
studies  involving  188  Zaroxolyn  patients  showed 
that  only  eight  discontinued  therapy  because  of 
side  effects.  That’s  a discontinuation  rate  of  only 
4.3%,  and  broader  clinical  experience  appears  to 
substantiate  this  low  rate? 

Zaroxolyn.  For  long-term  control  and  comfortable 
compliance  in  mild  to  moderate  hypertension. 


Recommended  initial  dosage  in  mild  to  moderate  essential  hypertension-2'/2  to  5 mg  once  daily 


Xsu^xolyTi 

(metolazone,  Pennwalt) 

2V2-mg,  5-mg  and  10-mg  tablets 

once-daily  antihypertensive  diuretic 


Before  prescribing,  see  complete  prescribing 
information  in  the  package  insert,  or  in  PDR.  or 
available  from  your  Pennwalt  representative  The 
following  is  a brief  summary  Indications: 
Zaroxolyn  (metolazone)  is  an  antihypertensive 
diuretic  indicated  for  the  management  of  mild  to 
moderate  essential  hypertension  as  sole  thera- 
peutic agent  and  in  the  more  severe  forms  of 
hypertension  in  conjunction  with  other  anti- 
hypertensive agents  Also,  edema  associated  with 
heart  failure  and  renal  disease  Contraindications: 
Anuria,  hepatic  coma  or  precoma;  allergy  or 
sensitivity  to  Zaroxolyn  Or.  as  a routine  in  other- 
wise healthy  pregnant  women  Warnings:  In 
theory  cross-allergy  may  occur  in  patients 
allergic  to  sulfonamide-derived  drugs,  thiazides 
or  quinethazone  Hypokalemia  may  occur,  and  is 
a particular  hazard  in  digitalized  patients; 
dangerous  or  fatal  arrhythmias  may  occur 
Azotemia  and  hyperuricemia  may  be  noted  or 
precipitated  Considerable  potentiation  may 
occur  when  given  concurrently  with  furosemide 
When  used  concurrently  with  other  antihyper- 
tensives. the  dosage  of  the  other  agents  should 
be  reduced  Use  with  potassium-sparing  diuretics 
may  cause  potassium  retention  and  hyper- 
kalemia Administration  to  women  of  childbearing 


age  requires  that  potential  benefits  be  weighed 
against  possible  hazards  to  the  fetus  Zaroxolyn 
appears  in  the  breast  milk  Not  for  pediatric  use 
Precautions:  Perform  periodic  examination  of 
serum  electrolytes.  BUN.  uric  acid,  and  glucose 
Observe  patients  for  signs  of  fluid  or  electrolyte 
imbalance  These  determinations  are  particularly 
important  when  there  is  excessive  vomiting  or 
diarrhea,  or  when  parenteral  fluids  are  admin- 
istered Patients  treated  with  diuretics  or  corti- 
costeroids are  susceptible  to  potassium  deple- 
tion Caution  should  be  observed  when  adminis- 
tering to  patients  with  gout  or  hyperuricemia  or 
those  with  severely  impaired  renal  function 
Hyperglycemia  and  glycosuria  may  occur  in 
latent  diabetes  Chloride  deficit  and  hypo- 
chloremic alkalosis  may  occur  Orthostatic 
hypotension  may  occur  Dilutional  hyponatremia 
may  occur  in  edematous  patients  in  hot  weather 
Adverse  Reactions:  Constipation,  nausea, 
vomiting,  anorexia,  diarrhea,  bloating,  epigastric 
distress,  intrahepatic  cholestatic  jaundice, 
hepatitis,  syncope,  dizziness,  drowsiness,  vertigo, 
headache,  orthostatic  hypotension,  excessive 
volume  depletion,  hemoconcentration,  venous 
thrombosis,  palpitation,  chest  pain,  leukopenia, 
urticaria,  other  skin  rashes,  dryness  ot  mouth. 


hypokalemia,  hyponatremia,  hypochloremia. 
hypochloremic  alkalosis,  hyperuricemia,  hyper- 
glycemia, glycosuria,  raised  BUN  or  creatinine, 
fatigue,  muscle  cramps  or  spasm,  weakness, 
restlessness,  chills,  and  acute  gouty  attacks 
Usual  Initial  Once-Dally  Dosages:  mild  to 
moderate  essential  hypertension— 2)4  to  5 mg, 
edema  of  cardiac  failure— 5 to  10  mg;  edema  of 
renal  disease— 5 to  20  mg  Dosage  adjustment 
may  be  necessary  during  the  course  of  therapy 
How  Supplied:  Tablets.  2)4,  5 and  10  mg 
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Pennwalt  Prescription  Products 
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MAKES  SENSE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 
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WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


♦ Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  ‘Dyrenium’ 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K*  should  be  made.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone, 
restrict  intake.  The  presence  of  a widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
Thiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus.  Adequate  information 
on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte 
determinations, (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
K*  frequently;  both  can  cause  K"  retention  and 
elevated  serum  . Two  deaths  have  been  re- 
ported with  such  concpmitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias. 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium®  (triamterene,  SK&F  Co.),  and 


leukopenia,  thrombocytopenia,  agranulocytosis,  ' 
and  aplastic  anemia  have  been  reported  with  ! 
thiazides.  Do  periodic  blood  studies  in  cirrhotics  : 
to  check  for  nondrug-related  variations  in  blood  i 
pictures,  and  in  patients  with  folic  acid  depletion,  \ 
since  ‘Dyrenium’  may  contribute  to  appearance  - 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  in  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following  ■ 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuri-  . 
cemia  and  gout,  digitalis  intoxication  (in  hypo-  I 
kalemia),  decreasing  alkali  reserve  with  possible  I 
metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  ' 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied:  Bottles  of  100  and  1000  capsules;  * 
Single  Unit  Packages  of  100  (intended  for  in- 
stitutional use  only).  ( 

SK&F  CO.,  Carolina,  RR.  00630 

Subsidiary  of  SmithKline  Corporation 
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HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE; 
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'REVENTIVE  MEDICINE  AND  THE  PUBLIC  HEALTH 
\re  we  gaining  or  losing? 

OHN  W.  KENNEDY 


“We  have  a cost  explosion  in  health  care 
elivery  that  will  make  this  society 
ankrupt”  this  is  the  way  Dr.  Ernest  L. 
Vinder,  President  of  the  American  Health 
bundation,  commented.  He  continued, 
About  8.3%  of  the  Gross  National 
'roduct  goes  for  disease  care  and  hardly 
nything  goes  for  health  care  preventive 
ledicine”. 

“To  the  average  doctor  preventive 
ledicine  is  economically  not  rewarding”. 
Medicare  and  Medicaid  schedules  and 
nsurance  plans  reimburse  us  only  for 
reatment  of  disease.  So  in  our  current 
ystem  it  is  very  difficult  for  the  physician 
D do  a lot  of  preventive  medicine  services 
lecause  third  party  carriers  would  hardly 
ver  pay  for  that.  The  insurance  industry 
as  no  incentive  to  prevent  illness.  The 
olution  is  not  just  help,  education.  It  is 
he  implementation  of  that  information”, 
fhe  American  Health  Foundation  now 
[las  programs  going  rapidly  into  the 
actories  doing  screening  for  hyperten- 
ion,  cholesterol  cervical  and  breast  can- 
er.  Smoking  cessation  programs  are 
oming  right  into  the  places  where  people 
vork. 

The  role  of  the  physician  is  to  work 
v'ith  allied  health  professionals,  supervise 
hem  and  see  that  the  preventive  programs 
re  properly  conducted  and  if  any  disease 
s found  that  it  is  channeled  prop>erly  to 
he  therapeutic  establishment.  Since  it  is 


very  difficult  for  the  practicing  physician 
to  do  a lot  of  preventive  services  p>erhaps 
we  should  recognize  from  the  beginning 
that  maybe  we  ought  to  train  a whole 
group  of  other  people  who  can  do  this 
typ>e  of  preventive  care  better  and  more 
cost  effectively.  It  is  thus  encouraging  to 
see  some  organizations  that  are  giving 
thought  to  preventive  medicine,  long  after 
preventive  medicine  in  relation  to  in- 
fectious diseases  has  gone  out  of  style  as 
part  of  a physician’s  practice.  Vaccination 
for  smallpox  a long  time  stalwart  in  our 
preventive  medicine  program  is  now 
declared  to  no  longer  be  needed.  In  fact 
you  can  scarcely  buy  the  vaccine. 

Some  states  are  making  real  projects  out 
of  using  public  health  preventive  medi- 
cine in  relation  to  present  day  medical 
problems.  There  are  some  programs  under 
way  which  are  used  to  attack  the  scourge 
of  arteriosclerosis  which  arises  in  mid  life. 
“The  incubation  period  of  arteriosclerosis 
is  long,  probably  in  the  range  of  40  to  50 
years  from  inception  in  youths  to  its 
clinical  manifestations  in  middle  to  old 
age.  It  claims  approximately  one  million 
Americans  each  year  and  results  in  50%  of 
the  deaths  in  the  United  States.  5%  of  the 
victims  die  when  less  than  60  years  of  age 
and  many  more  are  debillitated  in  the 
economic  prime.  It’s  financial  toll  is  forty 
billion  annually  for  the  Lhiited  States. 
The  magnitude  of  this  disease  is  so  great 


Editor*s  Page 

J 


EDITOR-IN-CHIEF  EXECUTIVE  DIRECTOR 

John  W Kennedy  MD*  AND 

MANAGING  EDITOR 

ASSOCIATE  EDITOR  Bfuce  E Robinson 

William  B McGrath  M D ’ 


EDITORIAL  ASSISTANT 
Joan  Bfuner 


PUBLISHING  COMMITTEE 
William  E Crisp  M D 
Waller  V Edwards  jr  M D 
Warren  Gorman  M 0 
John  fl  Green  M D 
John  F Kahle  M D 
Geroid  Kaplan  M 0 
George  Laslnick  M D 
Stanley  H Nordmo  M D 
Edward  Sattenspiei  M D 
Michael  L Scheiber  M D 
Murray  Spotnitz  M 0 
Donald  J Zienm  M 0 


EDITORIAL  BOARD 
Robert  Barbee  M D 
Marshall  Block  M D 
M Oav'O  Ben  Asher  MO 
Melvin  L Cohen  M D 
George  0 Comerci  MD 
C Herbert  Fredeii  M 0 
Ralph  L Gorreii  M 0 
Darwin  w Neubauer  M D 
Maurice  L Sievers  M 0 
Eleanor  A Waskow  M D 


•Publishing  Committee 


that  it  constitutes  a public  health 
problem”. 

In  the  state  of  Georgia,  Project  66  has 
been  developed  to  educate  students  in 
general,  and  individuals,  of  high  risk 
(children  of  parents  who  had  a myocardial 
infarction  or  stroke  prior  to  the  age  of  50) 
to  the  risk  factors  and  methods  of  possible 
prevention. 

The  three  major  risk  factors  are  hyper- 
cholesterolemia, hypertension  and  smok- 
ing. The  minor  risk  factors  include 
obesity,  sedentary  living  habits,  psycho- 
social tension,  glucose  intolerance  and 
genetic  predisposition. 

“Public  education  of  our  children 
appears  to  be  the  best  chance  for  success 
with  primary  prevention  of  arteriosclero- 
sis. If  we  can  get  to  the  children  before 
their  life  nutritional,  activity,  and  smok- 
ing patterns  are  established  we  have  a 
better  chance  of  changing  these  patterns. 
An  additional  reason  to  aim  at  education 
of  children  is  the  fact  that  the  disease 
process  has  not  become  irreversible  at  that 
time.  Fatty  streaks  of  an  adolescent’s 
coronary  arteries  are  probably  reversible 
whereas  the  fibrous  plaques  of  a 35  year 
old  are  probably  irreversible  regardless  of 
the  person’s  motivation  to  change  his  life 
style.” 

It  is  encouraging  to  see  that  this  and 
other  programs  are  popping  up  over  the 
country,  while  their  effects  must  be  long 
range  and  sustained  over  many  years,  they 
are  aimed  at  prevention  of  arteriosclerosis. 

It  may  well  turn  out  that  the  current  fad 
for  esoteric  plants,  transplants,  bypasses 
and  other  attempts  at  repairing  the 
damages  after  it  is  already  done,  it  may 
well  turn  out  that  these  are  the  most  ill 
conceived,  ill  advised  and  expensive 
procedures  of  present  day  medicine. 

Let  us  hope  that  preventive  medicine 
can  again  become  the  thrust  of  mcxlern 
medicine. 
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Nearly  all  of  the  most  common  skin 
tumors  arise  from  the  epidermal  com- 
partment of  the  skin.  Tumors  of  the 
melanocytic  series  of  cells  (melanomas) 
have  been  previously  covered  in  this 
Clinical  Oncology  series  (June  1976). 
Thus,  in  this  month’s  article,  only 
atypical  proliferation  of  keratinizing  cells 
will  be  discussed.  Knowledge  of  these 
lesions  is  of  tremendous  importance  to  all 
practicing  physicians  since  skin  cancer  is 
the  one  form  of  malignancy  which  could 
be  completely  eradicated  with  early  recog- 
nition and  appropriate  treatment. 

Actinic  Keratoses.  Actinic  keratoses 
arise  as  a direct  result  of  chronic  exposure 
to  sunlight  and.  for  this  reason,  they  are 
seen  only  on  the  sun-exposed  areas  of  the 
skin.  In  a manner  analogous  to  “pack 
years”  of  cigarette  smoking,  it  takes  20  or 
more  years  of  cumulative  sun  exposure 
before  damage  becomes  clinically  appar- 
ent. Two  other  factors  separate  from  but 
related  to  sun  exposure  are  also  important 
in  the  pathogenesis  of  these  keratoses:  the 
degree  of  cutaneous  pigmentation  and 
national  background.  Thus,  actinic  kera- 
toses develop  almost  exclusively  in  indi- 
viduals who  are  "fair  skinned”  with  blue 
or  hazel  eyes.  However,  given  individuals 
of  equally  fair  skin,  those  of  Celtic  origin 
can  be  exptected  to  develop  a considerably 
greater  degree  of  disability.  This  is 
probably  because  of  their  uneven  melano- 
cytic response  to  sun  exposure  (freckling) 
as  opposed  to  the  even  tanning  which 
occurs  in  other  fair-skinned  northern 
Europeans. 


Kioin:  I)i\ision  o(  OcmiiHolo^N . I’nivcTsiiN  of  .\ii/ona 
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Actinic  keratoses  are  scaling  papules 
which  arise  against  a background  ol  mild 
chronic  inflammation,  irregular  pigmen- 
tation, and  (on  the  face  at  least)  telan- 
giectasia. The  scale  is  white  to  slightly 
yellow  in  color  and  it  is  rather  loosely 
adherent  to  the  underlying  tissue.  The 
scale  feels  rough  on  palpation  and  small 
lesions  may  sometimes  be  more  easily  felt 
than  seen.  Actinic  keratoses  must  be 
differentiated  from  other  keratoses  such  as 
the  entirely  benign  seborrheic  keratoses 
which  are  more  sharply  marginated, 
smoother  to  palpation,  and  browner  in 
color. 

Actinic  keratoses  should  be  treated 
when  possible  since  they  do  have  the 
potential  lor  carcinomatous  degeneration. 
When  actinic  keratoses  aie  few  in  number, 
they  are  most  easily  destroyed  with  liquid 
nitrogen,  trichloracetic  acid,  or  electro- 
surgery. Liquid  nitrogen  has  the  ad- 
vantages of  speed,  safety,  and  freedom 
from  scarring,  but  it  is  not  always 
available  and  it  is  difficult  to  store. 
Trichloracetic  acid  is  also  convenient, 
especially  since  it  requires  no  special 
storage  considerations.  However,  acciden- 
tal spills  (especially  around  the  eyes)  can 
be  disastrous.  Scarring  may  also  occur. 
Electrosurgery  is  much  more  time  con- 
suming because  of  the  requirement  for 
injected  local  anesthesia  and  it  is  also 
more  likely  to  result  in  scarring.  Ob- 
viously, scalpel  excision  would  also  be 
effective,  but  this  is  really  a much  more 
vigorous  approach  than  the  severity  of  the 
disease  requires. 

When  the  number  of  actinic  keratoses  is 
great,  the  lesions  are  best  treated  with 
topically  applied  5-fluorouracil.  This  is 
available  in  both  cream  and  solution  and 
in  a variety  of  strengths.  Generally,  the 
lower  concentrations  (1%  or  2%)  are  used 
on  the  face  and  bald  areas  of  the  scalp, 
whereas  the  5%  preparation  is  required  for 
the  arms  and  dorsal  surfaces  of  the  hands. 
Applications  are  carried  out  one  or  two 
times  daily  by  the  patient  for  a period  of 
approximately  3 weeks.  At  that  time, 
therapy  is  discontinued  and  the  patient  is 
reexamined  for  evidence  of  early  carci- 
nomas or  individual  keratoses  which  have 
failed  to  respond.  Patients  must  be 
warned  that  beginning  several  days  after 
the  first  application,  severe  inflammation, 
such  as  that  which  would  be  seen  with  a 
bad  sunburn,  will  develop  in  the  treated 
areas.  It  should  be  pointed  out  that  this  is 
an  expected  effect  and  the  treatment 
should  be  continued  unless  the  discomfort 
is  unusually  severe.  Recent  discussion  in 
the  medical  literature  suggests  that  a good 
result  can  be  obtained  even  though  the 
inflammatory  response  is  suppressed.  For 
this  reason,  some  physicians  use  topical 
steroids  concomitantly  with  the  5- 


90  FEBRUARY  1977  • XXXIV  • 2 


fluorouracil  applications.  W'hether  or  nc 
this  approach  will  stand  the  test  of  time  : 
not  presently  known. 

Actinic  Chelitis.  Actinic  chelitis  is  tf 
mucosal  equivalent  of  actinic  keratost 
occurring  on  the  sun-exposed  portion  < 
the  lower  lip.  The  earliest  changes  ai 
recognized  by  the  subtle  obliteration  of  tfj 
Vermillion  border,  together  w ith  a gradu; 
greying  of  lip  color.  Since  the  cells  of  tlj 
lip  form  little  or  no  keratin,  scale  is  absei' 
but  chapping  may  be  extensive.  La| 
actinic  chelitis  is  recognized  by  tlj 
appearance  of  shallow,  slowly  healin' 
erosions  and  finally  by  the  development  d 
palpable  nodularity.  This  latter  chant 
generally  signals  the  development  of  frar 
squamous  cell  carcinoma.  Leukoplakia  i 
the  form  of  sharply  marginated  soft  whi 
plaques  may  be  superimposed  on  tl 
actinic  chelitis. 

Since  actinic  chelitis,  like  actinic  ker? 
tosis,  eventuates  in  carcinoma,  treatmer 
is  usually  desirable.  Any  patient  wit 
eroded  areas  or  elevated  white  plaqut 
should  have  a shave  biopsy  performed,  i 
no  carcinoma  is  present  in  the  biops 
specimen,  the  entire  area  of  involvemer 
can  then  be  treated  by  electrosurgery  or  b 
lip  shave  with  or  without  mucost 
advancement.  With  the  very  early,  not 
eroded  lesions,  liquid  nitrogen,  f 
fluorouracil,  or  trichloracetic  acid  may  fj 
all  that  is  required.  If  carcinoma  should  I 
identified  on  biopsy,  deep  wedge  excisio 
is  the  treatment  of  choice. 

Basal  Cell  Carcinoma.  Basal  cell  cz 
cinomas  are  also  sunlight-induced  lesio 
and  they  are  generally  found  on  tl 
forehead,  nose,  cheeks,  and  ears  of  fa- 
skinned  individuals.  For  unknown  re 
sons,  they  are  uncommonly  seen  on  ti 
equally  sun-exposed  areas  of  the  arms  ai 
hands.  The  individual  lesions  appear 
flat-topped,  sharply  marginated,  ski 
colored  or  translucent  papules.  Eai 
lesions,  usually  less  than  1 cm  in  diameti 
show  no  central  depression  or  necrosis- 
characteristic  feature  of  more  advanc 
lesions.  They  are  asymptomatic  but  ble 
and  crust  easily  if  traumatized.  For  tf 
reason,  any  crusted  lesion  on  the  fa 
which  fails  to  heal  over  a period  of  sevei 
weeks  should  be  biopsied.  Clinical 
basal  cell  carcinomas  may  be  confus 
with  sebaceous  gland  hyperplasia  ai 
with  nonpigmented  dermal  nevi.  Ho 
ever,  the  soft  consistency  of  the  latter  ai 
the  lobulated  appearance  and  lack 
growth  of  the  former  should  allow  I 
accurate  distinction. 

Because  of  their  locally  invasive  growl 
basal  cell  carcinomas  require  treatme 
even  though  the  metastatic  rate  is  so  Ic 
as  to  be  almost  nonexistent.  Prior 
definitive  treatment,  a small  fragment 


? tumor  is  removed  for  biopsy.  There- 
er,  the  entire  lesion  is  treated  with 
eclrosurgery,  excisional  surgery,  cryo- 
irgery,  or  radiation  therapy.  Each  of 
lese  approaches  gives  a cure  rate  approxi- 
lating  100%  and  the  method  used  dep)ends 
n the  physician’s  preference.  Electro- 
iirgery  with  curettage  has  the  advantage 
f speed,  low  cost,  and  good  to  very  good 
:)smetic  app>earance.  The  major  disad- 
^ntage  with  this  approach  is  the  long  (2-3 
feek)  period  of  healing.  Excisional  sur- 
pry  gives  equally  good  cosmetic  results 
id  considerably  quicker  healing  but 
•quires  more  time  to  carry  out  and  may 
? considerably  more  expensive.  Radia- 
on  therapy  gives  excellent  cosmetic 
■suits  if  treatment  is  fractionated,  but  this 
1 turn  requires  multiple  visits.  Neverthe- 
ss,  radiation  therapy  probably  remains 
te  treatment  of  choice  for  lesions  on  the 
(•elids  and  the  nasal  labial  folds.  Cryo- 
irgery  in  which  liquid  nitrogen  (moni- 
>red  by  thermocouples)  is  applied  with  a 
letal  probe  has  recently  become  quite 
opular.  Whether  or  not  this  approach 
ill  stand  the  test  of  time  cannot  be 
resently  stated. 

Special  mention  should  be  made  of  a 
articular  surgical  technique  known 
imewhat  inaccurately  as  Mohs’  chemo- 
irgery.  This  approach  requires  frozen 
;ction  microscopic  examination  of  each 
iece  of  tissue  as  it  is  removed  from  the 
rea  of  the  tumor.  Step  by  step  monitoring 
f the  tissue  removed  allows  for  unex- 
?lled  tissue  conservation  coupled  with 
laremely  high  cure  rates.  However,  this 
pproach  is  very  time  consuming  and 
itpensive.  Generally  its  use  is  justified 
nly  for  recurrent  tumors  or  for  extremely 
irge  primary  lesions. 

.Squamous  Cell  Carcinoma.  Ehree  types 
f squamous  cell  carcinoma  exist  and  they 
.'ill  be  discussed  separately.  The  most 
ommon  of  the  three  types  is  the  “actinic” 
quamous  cell  carcinoma.  This  tumor 
rises  in  a preexisting  actinic  keratosis  and 
i recognized  clinically  by  the  develop- 
(lent  of  nodularity  underneath  an  other- 
wise typical  actinic  keratosis.  These 
ctinic  squamous  cell  carcinomas  are  low 
tade,  well-differentiated  tumors.  They 
ave  an  extremely  low  rate  of  metastasis — 
?ss  than  2% — and  may  be  quite  satis- 
jctorily  treated  with  any  of  the  modalities 
lentioned  under  basal  cell  carcinoma. 

The  second  type,  “nodular”  squamous 
ell  carcinoma,  arises  from  normal  skin  or 
nucous  membrane  without  the  inter- 
ening  appearance  of  an  actinic  keratosis, 
rhese  lesions  are  less  closely  related  to 
unlight  exposure  and  may  be  found  on 
lon-exposed  areas  of  the  skin.  Generally 
hey  apfjear  as  a smooth,  non-scaling 
lodule  which  somewhat  resembles  a basal 
ell  carcinoma.  However,  they  tend  to  be 


more  dome-shaped  and  central  necrosis  is 
rather  regularly  present.  Metastatic  rates 
for  nodular  squamous  cell  carcinoma  vary 
from  5%  to  1 0%  for  lesions  on  the  face  and 
lips  to  double  that  for  lesions  arising  in 
old  burn  scars  or  on  X-ray-damaged  skin. 
A tumor  known  as  a keratoacanthoma 
may  have  a rather  similar  appearance  but 
for  practical  purposes,  can  and  should  be 
treated  as  if  it  were  a carcinoma.  Nodular 
squamous  cell  carcinoma  should  be 
removed  by  scalpel  excision,  as  this  allows 
for  adequate  histologic  examination  of  the 
tumor  margins.  Electrosurgery  and  radi- 
ation therapy  are  also  effective,  but  one 
does  not  have  complete  certainty  that  all 
of  the  tumor  has  been  completely 
destroyed. 

The  least  common  type  of  squamous 
cell  carcinoma  is  Bowen’s  disease  or 
squamous  cell  carcinoma  in  situ.  These 
lesions  appear  as  flat-topped,  erythem- 
atous plaques  2 to  8 cm  in  diameter. 
Growth  occurs  so  slowly  that  patients  will 
often  claim  that  they  have  recognized  no 
change  for  months  or  years.  Thus,  both 
the  patient  and  the  physician  have  a false 
sense  of  security  and  the  lesions  are  often 
passed  over  as  isolated  plaques  of  psoriasis 
or  eczema.  Treatment  for  Bowen’s  disease 
is  best  carried  out  with  electrosurgery  and 
curettage.  Radiation  therapy  and  excis- 
ional surgery  are  effective  but  are  less 
desirable  because  of  the  large  surface  area 
involved. 

Prevention.  The  paragraphs  above  em- 
phasize the  recognition  and  therapy  of 
already  existing  lesions.  Articles  such  as 
this  in  the  past  have  probably  erred  by 
overemphasizing  treatment  and  under- 
emphasizing prevention.  Sunlight  is,  of 
course,  a carcinogen  that  could  theoreti- 
cally be  completely  avoided.  While  this  is 
not  practical,  sunlight  exposure  can  at 
least  be  minimized.  Sunbathing  for  no 
reason  other  than  tanning  ought  to  be 
completely  proscribed  for  all  individuals. 
Other  outdoor  activities  can  be  carried  out 
safely  provided  that  light-skinned  indi- 
viduals utilize  appropriate  screening.  This 
consists  of  clothing  such  as  hats  and  long- 
sleeved  shirts  and  the  use  of  sun  protective 
creams  for  those  areas  which  cannot  easily 
be  covered  with  clothing.  The  newer  sun 
protective  creams  containing  paraamino- 
benzoic  acid  such  as  Presun*  and  Eclipsel 
are  extremely  effective  and  are  quite 
cosmetically  acceptable.  Unfortunately, 
this  message  regarding  sunlight  protec- 
tion seems  to  be  reaching  only  individuals 
who  have  already  developed  sun-damaged 
skin.  It  is  most  pressing  for  all  of  us  to 
now  carry  this  message  to  young  people  if 
really  meaningful  preventive  medicine  is 
to  be  practiced. 
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This  was  the  final  admission  for  a 75 
year  old  male  with  chronic  lymphocytic 
leukemia.  Prior  to  his  admission  he  de- 
veloped mild  dyspnea  without  cough  or 
fever.  A chest  radiograph  (Figure  1)  was 
obtained.  Despite  therapy,  his  dyspnea 
became  more  severe  and  he  developed  a 
fever  to  104°.  The  second  chest  radiograph 
(Figure  2)  was  then  obtained  and  the 
patient  subsequently  expired.  What  are 
the  diagnostic  possibilities  for  the  apjX'ar- 
ance  of  the  chest  radiographs? 
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Diagnosis:  Pneumocystis  Carinii 

In  the  first  radiograph  there  is  diffuse 
interstitial  pulmonary  disease  with  an 
alveolar  component.  At  the  time,  it  was 
believed  that  the  appearance  was  due 
either  to  pulmonary  edema  from  con- 
gestive heart  failure  or  fluid  overload,  or 
to  a bilateral  pneumonia.  However,  the 
patient  had  no  clinical  evidence  for  CHF, 
and  he  was  not  receiving  intravenous 
fluids.  Although  sputum  cultures  were 
negative,  blood  cultures  grew  Klebsiella, 
and  therapy  was  instituted.  After  an  initial 
limited  response,  his  condition  deteriora- 
ted and  the  second  radiograph  showed 
marked  progression  of  the  disease  with  a 
predominant  alveolar  component. 

This  case  is  presented  because  too  often 
the  diagnosis  of  opportunistic  infection  is 
made  late  in  the  patient’s  illness.  When 
diffuse  lung  disease  occurs  in  patients 
with  chronic  illness  and/or  with  a com- 
promised immune  response,  the  follow  ing 
differential  possibilities  must  be 
considered: 

1.  the  disease  process  itself 

2.  therapeutic  measures  (drug  reactions) 

3.  opportunistic  infection 

4.  transfusion  reaction 

5.  some  other  cause,  not  necessarily 
related 


The  failure  of  the  patient  to  respond  to 
therapy  should  have  alerted  the  clinicians 
to  one  of  the  above  differential  possibil- 
ities. Leukemic  infiltrates  do  occur,  but 
rarely,  if  ever,  present  as  diffuse  alveolar 
infiltrates.  Patients  with  leukemia  are 
often  treated  with  multiple  drug  regimens 
which  themselves  may  cause  pulmonary 
edema.  However,  this  patient  was  receiv- 
ing only  prednisone  at  the  time  of  his  last 
admission.  There  were  no  transfusions 
which  could  have  caused  a reaction,  or 
provided  sufficient  white  cells  in  a 
leukopenic  state  to  react  with  an  unrecog- 
nized pneumonia.  Finally,  other  condi- 
tions that  might  have  caused  diffuse 
pulmonary  edema  such  as  pulmonary 
hemorrhage,  adult  respiratory  distress 
syndrome,  or  shock  lung,  were  excluded 
clinically. 

The  most  likely  diagnosis  is  an  oppor- 
tunistic infection.  In  this  geographic 
region.  Coccidioidomycosis  immitis  is  a 
prime  consideration.  However,  opportun- 
istic Cocci  usually  presents  in  the  lung  as 
multiple  interstitial  nodules.  Although 
Nocardia  is  also  a possibility,  particularly 
in  a patient  on  steroids,  it  is  usually  a 
localized  infiltrate  which  can  frequently 
cavitate.  Other  opportunists  can  similarly 
be  excluded  by  the  radiographic  appear- 
ance, with  the  exception  of  viral  organ- 
isms and  Pneumocystis  carinii.  Treatment 


for  a viral  disease  is  supportive  measure,! 
to  which  he  was  not  responding.  , 

Pneumocystis  carinii  is  an  opportun  j 
istic  infection  which  occurs  almost  exclu  i 
sively  in  an  immune  compromised  host  I 
The  organism  has  not  been  cultured  an(|t 
has  morphologic  characteristics  of  both  ; j 
protozoa  and  a fungus.  It  is  thought  to  b j 
transmitted  by  inhalation,  possibly  Iron, 
asymptomatic  carriers.  Diagnosis  is  madi  i 
by  open  lung  biopsy.  The  disease  is  moS|' 
frequently  found  in  infants  and  children,! 
but  can  be  found  in  adults  that  ar,, 
immune  suppressed  as  in  this  case.  Wheij 
it  is  suspected,  it  is  important  to  alert  th 
clinicians  in  order  to  institute  therap') 
promptly.  Untreated,  the  disease  is  associi 
ated  with  a 40-50%  mortality.  ^ 

Radiographically  it  begins  as  a diffusjj 
interstitial  disease,  often  reticulo-nodulaiL 
It  progresses  to  an  air  space  filling  procesi 
with  air  bronchograms.  It  is  frequently 
perihilar  resembling  pulmonary  edeml 
with  renal  failure  or  heroin  overdost| 
There  is  no  associated  pleural  effusion  c| 
hilar  adenopathy. 

In  patients  w-ith  diffuse  lung  diseas 
who  have  a suppressed  immune  meefj 
anism,  the  possibility  of  an  opportunistij 
infection  should  always  be  considered  ij 
order  to  initiate  appropriate  therapy  i| 
time.  j 

Bibliography  available  upon  request.  j 
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This  month  we  conclude  the  dis- 
cussion on  the  administration  of 
corticosteroids  to  mothers  in  premature 
labor  to  stimulate  production  of  sur- 
factant by  the  fetal  lung. 


DONALD  J.  ZIEHM,  M.D.,  Editor 


Picscnlfd  at  Rounds.  Maiitopa  Couni\ 

tancial  Hospital,  Plux-nix  on  Nov.  9.  I97(>. 

Rcpiint  r<<incsts  to  Di.  Zithin,  171^8  \V.  Glendale 
.\ve..  PlKX-nix,  .\ii/ona  8.'>()2I. 


The  use  of  corticosteroids  has  definite 
advantages,  but  what  are  the  risks  in- 
volved? The.se  drugs  have  been  studied 
in  a number  of  animal  species,  showing 
that  there  may  be  a decrease  in  the  total 
number  of  lung  and  brain  cells  in  off- 
spring of  animals  treated  with  steroids. 
Does  this  mean  that,  even  though  the  drug 
is  being  used  to  prevent  death  from 
Respiratory  Distress  Syndrome  (RDS), 
other  effects  may  be  produced  that  may 
adversely  influence  lung  growth,  capacity, 
and  compliance?  What  happens  within 
the  brain?  Will  the  treated  children 
demonstrate  a significant  change  in  motor 
activity  and  intelligence  from  their  non- 
treated  siblings? 


All  of  the  animal  studies  have  use 
dosages  of  steroids  many  times  highc 
than  that  used  in  humans — an  importai 
consideration.  With  comparable  dersage 
there  has  been  no  demonstration  c 
deleterious  effects,  regardless  of  the  spe 
cies.  However,  one  need  only  recall  th 
Thalidomide  tragedy.  Researchers  ha 
done  many  studies  in  small  animal  specie 
proving  that  Thalidomide  had  no  at 
verse  effect;  so  it  was  released.  Sudden 
babies  were  delivered  with  no  limb 
Virtually  unnoticed  was  Russian  woi 
using  Babexms  in  which  phocomelia  w£ 
produced.  The  Baboon  is  the  primal 
which  is  most  similar  to  humans  wit 
regard  to  the  placenta  and  uterine  circul: 
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|>n.  So  al  the  present  time  glucotorti- 
iids  are  being  studied  in  Baboons.  As  yet 
|n  apparent  disadvantages  to  using  the 
ug  have  been  found. 

But  the  concern  with  use  of  steroids  is 
)t  only  related  to  their  effects  on  the 
tus.  What  about  the  fact  that  steroids  can 
crease  the  risk  of  infections  because  of 
eir  reduction  of  the  immune  response? 
oes  this  contraindicate  its  use  in  the 
other  with  premature  rupture  of  mem- 
ranes?  If  she  is  given  steroids  will  this 
lake  her  more  liable  to  infection?  The 
iswer  apparently  is  no,  at  least  in  a large 
jmber  of  patients  studied  by  Liggins. 
owever,  there  is  a consideration  many 
‘ople  aren’t  aware  of — the  custom  in 
ew  Zealand  is  to  start  women  with 
emature  rupture  of  membranes  on 
Impicillin.  So  all  the  patients  in  Liggins’ 
iudy  showing  no  infection  had  been 
?ated  prophylactically  with  Ampicillin. 
ther  series  not  using  prophylactic  anti- 
otics  have  also  found  no  increase  in 
fection,  although  they  were  not  as 
;tensive  as  Liggins’  studies,  with  over 
100  patients. 

Liggins  in  his  initial  work  found  that, 
hen  steroids  were  given  to  patients  who 
ere  hypertensive  with  evidence  of  pla- 
ntal  deterioration  (demonstrated  by  a 
op  in  estriol),  there  was  a significant 
icrease  in  stillborn  infants  in  those 
itients  treated  with  steroids  compared  to 
le  non-treated  group.  From  1969  to  1974 
lere  was  a 25%  incidence  of  stillborns  in 
eroid  patients,  while  the  rate  was  only  7% 

1 non-treated  women.  Autopsies  showed 
1 apparent  cause  for  the  deaths.  The 
resumption  was  that  these  were  seriously 
I patients  with  more  than  50%  reduction 
I estriol  production  and  therefore  the 
ibies  were  moribund  anyway.  .So  he 
commended  that  steroids  not  be  used  for 
omen  in  premature  labor  if  they  were 
•xemic. 

After  1974  however,  only  a 2%  incidence 
f stillbirths  occurred  in  59  patients  with 
ixemia  and  prematurity,  despite  con- 
nued  use  of  steroids.  Liggins  is  now  of 
le  opinion  that  steroids  can  be  used  in 
lese  toxemic  patients  who  have  placental 
cterioration,  without  a fear  of  stillbirths. 

1 another  recent  study  by  Storker  from 
le  Royal  Victoria  Hospital  in  Montreal, 
sing  steroids  in  all  patients  in  premature 
tbor  (including  the  hypertensive  pati- 
tus)  no  increase  in  stillbirths  was  found, 
ut  the  danger  to  this  group  is  not  yet 
I ear. 

What  are  the  long  term  effects  on  the 
pfants  and  children?  Liggins  has  been 
tudying  children  since  1969  with  a 
pllowup  of  100  children  whose  mothers 
vere  treated  with  steroids  during  preg- 
lancy.  He  has  found  that  through  the  age 
4 5 years  both  groups  (treated  and  non- 
reated)  were  comparable  with  respect  to 
ihysical  growth  and  health.  Thecoordin- 
tion  and  motcjr  abilities  of  both  groups 
^ere  ecjual,  the  IQ  as  evaluated  by  the 


Stanford-Binet  test  was  ecjual  (100.8  vs 
98.9),  and  the  personality  inventories  of 
the  treated  children  were  either  normal  or 
similar  to  the  control  group.  So,  at  least  at 
the  age  of  5 years,  there  have  been  no 
detectable  long-range  effects.  These  in- 
clude gross  evaluation  of  lung  function  in 
these  children.  Further  studies  are  being 
continued  in  this  group  of  cohort  children. 

The  dosages  used  by  most  people  are 
based  on  Liggins’  original  work  using  6 
mg  of  Betamethasone  phosphate  in  2 
different  salts  for  a total  of  12  mg  IM  daily 
for  2 doses  to  the  mothers.  Betamethasone 
and  dexamethasone  are  very  similar.  This 
dosage  has  several  effects  in  the  fetus.  It 
increases  the  level  of  synthetic  stercjid. 
Since  this  is  not  a natural  stertjid,  a 
“foreign  substance’’  is  present  in  the  fetus. 
The  levels  achieved  are  about  ec^ual  to  the 
level  of  cortisol  which  would  be  produced 
when  a baby  is  under  stress — stress  from 
infection  or  from  RDS.  It’s  not  a 
tremendously  high  level,  but  one  that  the 
distressed  fetus  would  have  generated  with 
its  own  endogenous  |jroduction.  Keep  in 
mind,  however,  that  steroid  administra- 
tion interferes  with  estriol  production 
since  it  suppresses  adrenal  function  by 
means  of  suppressing  ACTH  in  the  fetus. 
Estriol  levels  will  decrease  and  remain  low 
for  about  2 days  and  then  rebound.  At  that 
time  the  fetus  will  have  an  endogenous 
rise  in  cortisol  (Ballard).  1 herefore  corti- 
costeroids will  also  reduce  the  endogenous 
production  of  cortisol.  Ihis  particular 
dosage  will  persist  for  3 - 4 days  in  the 
fetus.  Because  of  the  above  factors  it  is 
reasonable  to  suspect  that  lower  dosages 
can  be  used.  It  should  also  be  pointed  out 
that,  despite  giving  steroids  to  some 
women,  babies  still  develop  RDS.  .So  in 
one  group  Liggins  doubled  the  dosage — 
instead  of  giving  12  mg  once  a day  for  2 
days  he  gave  24  mg  daily  for  2 days  and 
found  no  improvement.  So  even  though 
much  more  cortisone  is  given  it  doesn’t 
improve  the  situation  for  the:  baby.  But 
less  can  be  given.  .\t  the  present  time,  in 
order  to  reduce  the  duration  of  synthetic 
steroid  levels  in  the  fetus,  he  is  using  a 
do.se  of  5 mg  every  12  hours  for  2 days. 

If  fetal  adrenal  function  is  suppressed 
the  precursors  of  the  estrogens  are  reduced. 
Estrogens  are  important  for  the  maintain- 
ance  of  vasodilation  in  the  uterus  and  for 
good  uterine  blood  flow.  Thus  it  is 
possible  that  giving  cortisone  could 
decrease  the  uterine  blood  flow.  Eor  this 
reason  some  workers  are  giving  DHEA, 
theorizing  that  the  administration  of 
precursors  with  the  steroids  could  result  in 
production  of  estrogen  to  prevent  a 
significant  reduction  in  uterine  blood 
flow.  That  is  entirely  theoretical  and 
unproven  at  this  time. 

New  possibilities  in  the  management  of 
premature  labor  to  prevent  RDS: 

1.  FNe  of  a natural  glucocorticoid,  in 
contrast  to  a synthetic  one,  to  avoid  any 
“foreign’’  materials.  It  would  be  optimal 
if  the  pharmocologists  could  find  a 


steroid  that  has  a specific  effect  only  on  the 
pulmonary  cells  and  not  on  the  brain, 
liver,  thymus  or  any  other  area  of  the 
body. 

2.  It  might  be  reasonable  to  give  ACTH 
to  the  mother.  Although  ACTH  will  not 
cross  the  placenta  because  of  its  molecular 
size,  it  may  stimulate  increased  maternal 
cortisol  release.  The  maternal  cortisol 
could  then  traverse  the  placenta  and  serve 
as  a stimulus  to  surfactant  production  and 
release  in  the  fetus. 

3.  Low  levels  of  thyroxine  have  been 
demonstrated  in  cord  bloods  of  babies 
with  RDS.  It  has  also  been  found  that 
thyroxine  can  be  given  to  mothers  with 
premature  babies  with  a resultant  increase 
in  the  L:S  ratio.  So  possibly  thyroxine  has 
some  effect  on  the  synthesis  and  release  of 
surfactant.  This  has  been  demonstrated  in 
animals.  Maybe  that  will  have  less 
potentially  dangerous  side  effects  than  the 
corticosteroids.  Aminophylline  is  another 
drug  which  has  been  shown  in  animals  to 
produce  surfactant. 

4.  A new  approach  is  to  use  steroids 
electively  in  selective  patients.  In  a patient 
who  has  had  2 or  3 consecutive  preg- 
nancies with  premature  labor,  often  by  the 
time  she  comes  in  it  may  be  too  late  to 
give  the  steroid.  Some  people  are  now 
advocating  the  elective  use  of  this  drug 
starting  at  28  weeks  or  so  in  these  patients 
who  are  unpredictable  and  may  deliver 
prematurely.  The  same  approach  applies 
to  patients  who  have  multiple  pregnancies 
where  premature  labor  is  a factor.  When 
the  steroids  are  given,  and  surfactant  is 
produced  or  released,  that  effect  lasts  only 
1 week.  The  dosage  must  be  repeated  at  the 
end  of  1 week.  If  the  baby  is  born  after  1 
week,  but  before  its  own  systems  take  over 
at  about  35  weeks,  the  baby  could  still 
develop  RDS. 

SUMMARY 

1.  Glucocorticoids  definitely  prevent 
RDS  and  reduce  the  possibility  of  death  in 
premature  babies  less  than  35  weeks. 

2.  The  short  term  safety  has  now  been 
well  established.  The  long  range  effects 
are  not  so  clear. 

3.  Patients  w’ho  already  have  an  am- 
nionitis  are  definitely  not  candidates  for 
steroid  use.  It  would  be  imprudent  to 
administer  corticosteroids  to  these 
patients. 

4.  Steroids  are  indicated  in  patients 
with  premature  labor  or  premature  rup- 
ture of  membranes  prior  to  35  weeks.  It  is 
true  that  they  may  not  be  as  effective  at  27  - 
28  weeks  as  at  30  - 32  weeks,  but  we  are 
obligated  to  administer  them  in  these 
patients. 

5.  The  present  regimen  is  dexametha- 
sone 8 mg  twice  daily  for  2 days.  Other 
programs  are  now  being  established  to 
find  a more  appropriate  dosage  regimen. 

6.  In  the  future  there  may  be  alternative 
drugs — theophylline,  aminophylline, 
thyroxine. 
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This  continuing  series  of  articles 
entitled  “Seminars  in  Chest  Medicine” 
will  attempt  to  keep  the  reader  abreast 
of  developments  in  the  broad  field  of 
pulmonary  diseases.  The  format  used 
will  be  that  of  brief  succinct  reviews 
written  by  the  editors  as  well  as  guest 
contributors.  Areas  of  controversy  as 
well  as  practical  chest  medicine  will  be 
explored.  We  hope  that  these  reviews 
will  be  of  value  in  promoting  continuing 
education  for  certification  examinations 
as  well  as  a forum  for  new  and 
controversial  issues.  The  editors  wel- 
come comments  and  discussion  from 
our  readers. 


ROBERT  J.  CLARK,  M.D. 

LYNN  M.  TAUSSIG,  M.D. 
WILLIAM  C.  WEESE,  M.D. 

INTRODUCTION 

Infections  of  the  bronchial  tree  and  lung 
parenchyma  can  produce  at  least  transient 
physiological  deterioration  of  lung  func- 
tion* and  play  a major  role  in  prolonged 
morbidity  and  even  death  in  patients  with 
this  disease. 2 This  has  led  to  the  wide- 
spread prophylactic  u.se  of  antibiotics  in 
the  management  of  chronic  obstructive 
pulmonary  disease. ^ It  is  the  purpose  of 
this  paper  to  review  the  rationale  for 
antibiotic  chemoprophylaxis  and  assess  its 
efficacy  in:  (a)  reducing  the  frequency  and 
severity  of  acute  bronchitic  exacerbations 
and  (b)  preventing  the  accelerated  progress 
of  physiological  impairment  in  obstruc- 
tive airways  disease.  Chemoprophylaxis  is 
here  defined  as  the  continuous  or  pre- 
determined scheduled  administration  of 
antibiotics  and  does  not  include  the 
routine  use  of  various  antibiotic  regimens 
at  the  onset  of  increased  respiratory 
symptoms. 
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ANTIBIOTIC  chemoprophylaxis' 
IN  CHRONIC  OBSTRUCTIVE  LUNG  OISEASe' 


RICHARD  B.  MORGAN,  M.dI 
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FAYSAL  M.  HASAN,  M.D, 


Rationale  for  Chemoprophylaxis 

The  are  several  factors  which  may  play  a 
role  in  successful  chemoprophylaxis  of 
infectious  disease.  In  the  initial  asympto- 
matic stages  of  infection,  the  total  number 
of  microorganisms  is  relatively  small,  and 
the  proliferation  of  the  infectious  agent  is 
rapid,  making  it  especially  susceptible  to 
antibiotics.  In  addition,  in  early  infection 
the  development  of  “protected  sites  of 
anatomic  localization”  (i.e.,  abscess  for- 
mation) has  not  yet  occurred.  Antibiotic 
chemoprophylaxis,  however,  has  poten- 
tial risks.  While  a short  course  of  one 
antibiotic  in  low  dosage  is  probably  safe, 
longer  courses  and  multiple  drug  regi- 
mens may  result  in  superimposed  infec- 
tions due  to  the  overgrowth  of  resistant 
microorganisms.  Also,  one  risks  a higher 
incidence  of  toxic  and  or  allergic  drug 
reactions  and  increased  costs  of  health 
care.  Another  possible  disadvantage  of 
antibiotic  chemoprophylaxis  is  that  it 
may  give  an  unwarranted  sense  of  security 
to  the  prescribing  physician. 

In  theory,  the  rationale  for  chemo- 
j)iophylaxis,  as  defined  above,  is  that  if  an 
antibiotic  can  cure  an  infection,  then  it 
should  prevent  overt  disease  if  given  at  or 
shortly  after  exposure  to  the  infectious 
agent.  It  follows  that  the  key  to  successful 
chemoprophylaxis  of  infection  is  the  use 
of  a specific  drug  directed  against  a 
specific  infectious  agent.  Such  therapy  has 
been  useful  in  several  clinical  conditions, 
including  rheumatic  fever,  meningococcal 
infection,  gonorrhea,  syphilis,  and 
tuberculosis. ■*  In  contrast  to  these  illnesses, 
chronic  obstructive  pulmonary  disease  is  a 
noninfectious  process  with  recurrent  in- 
fectious episodes  in  which  the  pathogenic 
agent  is  often  difficult  to  identify.  For 
example,  in  45  of  64  such  cases  there  was 
no  demonstrable  change  in  the  bacterial 
flora  of  sputum  when  compared  with  pre- 
exacerbation cultures. 5 While  a specific 
cause  of  the  acute  episode  is  often  unclear, 
several  infectious  agents  have  been  in- 
criminated. Of  these.  Hemophilus  influ- 
enzae and  the  pneumococcus  are  the 
s{X“cies  most  commonly  cultured  from 
mucopurulent  sputum  during  acute  bron- 
chitic exacerbations.^  ^ Other  microorgan- 


isms cultured  include  Staphylococcu 
aureus,  Klebsiella  species,  various  an) 
aerobes  and  many  viruses.  Thus,  it 
chronic  obstructive  pulmonary  diseasi 
antibiotic  chemoprophylaxis  is  based  oi 
assumptions  about  the  microorganism(s 
most  likely  to  be  encountered. 

Results 

There  have  been  several  reported  clini ' 
cal  trials  of  antibiotic  chemoprophylaxi 
in  chronic  bronchitis  and  emphysema 
The  methodologies  used,  parameters  fol 
lowed  and  results  obtained  vary  consider 
ably,  but  provide  useful  informatioi 
(Table  I).  Murdoch  and  Associates,**  in  ; 
double-blind  study  over  two  winters 
showed  that  fewer  patients  on  continuou 
antibiotic  therapy  missed  work  due  t( 
bronchitis  when  compared  to  a placebc 
group.  Their  data  were  subsequent!' 
confirmed  in  separate  5-year  winter  stud 
ies  by  Calder  and  Associates'*  and  Johnstoi 
and  A.ssociales.®  In  the  latter  study  anti 
biotic  prophylaxis  was  effective  only  it 
patients  suffering  from  more  than  oni 
exacerbation  each  winter.  Pines*®  als< 
found  antibiotic  therapy  to  be  superior  t( 
placebo  in  preventing  purulent  exacer 
bations  of  chronic  bronchitis.  On  th> 
other  hatid,  Fletchei  and  .Associates**  couk 
not  demonstrate  that  antibiotic  prophy 
laxis  was  better  than  placebo  in  reducin; 
the  incidence  of  acute  bronchitic  exacer 
bations. 

There  are  little  data  in  the  Englisl 
literature  that  demonstrate  a favorabli 
effect  of  antibiotic  chemoprophylaxis  ot 
pulmonary  function  in  chronic  bronchiti 
and  emphysema.  Johnstoti  and  Associates 
showed  a smaller  aveiage  yearly  decline  it 
vital  capacity  and  FEVi  in  antibioti 
treated  patients  compared  to  those  treafet 
with  placebo.  The  results,  however,  wer 
not  statistically  significant.  It  may  be  tha 
much  longer  periods  of  study  and  follow 
up  and  more  sensitive  measurements  o 
pulmonary  function  will  be  needed  for  , 
satisfactory  answer  to  this  imjiortan 
question. 
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Choice  of  Antibiotic 

The  choice  of  antibiotic  in  chemopro 
phylaxis  of  chronic  obstructive  pulmon 
ary  disease  may  be  a potential  factor  in  th 
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Table  1 

ummary  of  Major  Clinical  Trails  of  Antibiotic  Chemoprophylaxis  in  Chronic  Obstructive 


ulmonary  Disease 
uthor 

Year 

Country 

No.  Subjects 

alder* 

1968 

U.K. 

27 

avis* 

1961 

U.S.A. 

29 

avis'* 

1965 

U.S.A. 

40 

letcher" 

1966 

U.K. 

373 

rancis” 

1961 

U.K. 

519 

dhnston® 

1969 

U.K. 

79 

ilurdoch* 

1959 

U.K. 

98 

ines'® 

1973 

U.K. 

58 

|iltimate  efficacy  of  such  therapy.  (Table 
).  Davis  and  Associates^  showed  little 
ifference  between  intermittent  tetra- 
ycline  and  daily  chloramphemicol,  and 
iahn  and  Colleagues'  noted  a similar  lack 
»f  difference  when  comparing  tetracycline 
;nd  ampicillin.  h'ranc  is  and  Assoc  iates'^ 
emonstrated  the  superiority  of  tetra- 
ycline  to  penicillin  but  later'''  showed 
mly  that  sulfa,  alone,  was  inferior  to 
everal  other  equally  effective  antibiotic 
egimens  (tetracycline,  penicillin,  erythro- 
nycin  and  erythromycin  plus  sulla). 
1 although  an  increased  incidence  of  iso- 
ating  staphylococcal  species  and  gram- 
legative  rods  from  the  sputa  of  antibiotic- 
ireated  patients  has  been  reported,  this  has 


rarely  been  shown  to  be  of  clinical 
significance.® 

Summary  and  Recommendations 

Antibiotic  chemoprophylaxis  in  chron- 
ic obstructive  pulmonary  disease  seems  to 
be  beneficial  in  decreasing  the  duration 
and  perhaps  the  severity  of  bronchitic 
exacerbations.  The  effect  with  regard  to 
the  number  of  episodes  seems  to  be  less 
clear.  However,  patients  with  more  fre- 
quent exacerbations  may  benefit  the  most. 


At  present  there  is  no  evidence  that 
antibiotic  chemoprophylaxis  prevents  or 
decreases  the  progression  of  physiologic 
impairment.  The  major  effect  of  prophy- 
lactic antibiotic  regimens  in  chronic 
obstructive  pulmonary  disease  may  be  in 
assuring  prompt  treatment  of  acute  infec- 
tious episodes  rather  than  in  preventing 
the  insult  leading  to  ultimate  bacterial 
invasion  of  chronically  inflamed  bronchi. 


In  conclusion,  we  recommend  that 
patients  with  chronic  bronchitis  and 
emphysema  should  be  educated  concern- 
ing the  initial  symptoms  of  the  acute 
exacerbation  and  instructed  to  begin 


immediately  a course  of  a broad  spectrum 
antibiotic  (i.e.,  tetracycline,  ampicillin)  at 
the  onset  of  each  episode.  Long-term 
prophylactic  antibiotic  therapy  should  be 
reserved  for  those  patients  wdth  repeated, 
frequent  exacerbations,  those  who  lose 
much  time  from  work,  and  those  who 
require  prolonged  hospitalizations  in 
spite  of  using  antibiotics  during  the  acute 
exacerbations.  Whether  such  prophylaxis 
is  seasonal  or  year-round,  daily  or  inter- 
mittent, is  a decision  that  should  be  made 
in  each  individual  case. 
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Effect  on  Parameters* 
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Dxytetracycline 
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Pxytetracycline 
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Tetracycline,  Penicillin 
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NA 

Tetracycline 

+ 

NA 

+? 

Tetracycline 

+ 

+ 

NA 

Trimethoprim- 

Sulfamethoxazole 

+ 

NA 

NA 

•Effect  of  antibiotic  chemoprophylaxis  on  various  parameters:  A.  Number  of  acute 
xacerbations.  B.  Severity  and  or  duration  of  acute  exacerbations.  C.  Physiologic  measurements. 

I +)  = favorable  response,  ( — ) = no  response,  (N.*\)  = Not  Assessed. 
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Seminars  in  Endocrinology 
and  Metabolism 


MANAGEMENT  OF  THE  PREGNANT 
DIABETIC  AND  HYPERTHYROID  PATIENT 


litus  following  delivery.  However,  later  in  i 
life,  a small  percentage  do  develop  more  ( 
marked  abnormalities  which  require  long- 
term therapy. 

The  findings  of  large  and  heavy  babies 
born  to  mothers  with  carbohydrate  in- 
tolerance probably  reflects  the  fact  that 
there  is  continued  hyperglycemia  in  the 
fetus  which  results  in  hyperinsulinism. 
Increased  fat  deposition  and  decreased!) 
lipolysis  are  the  consequences,  resulting  j 
in  high  weight  for  age  infants.  -i 


MARSHALL  B.  BLOCK,  M.D. 


Continuing  with  the  present  issue  of 
Arizona  Medicine  is  the  series  of  articles 
entitled  “Seminars  in  Endocrinology 
and  Metabolism.”  The  purpose  of  these 
short  review  articles  is  twofold.  First, 
due  to  the  rapid  proliferation  of  new 
knowledge  in  the  field  of  endocrinology 
and  the  multiple  tests  available  for  their 
evaluation,  short,  clinically  oriented 
reviews  would  enable  the  physician  to 
keep  abreast  of  these  newer  develop- 
ments as  they  relate  to  their  practice.  In 
addition,  with  great  stress  being  placed 
on  voluntary  recertification  in  many 
subspecialities,  reviews  such  as  they 
could  serve  as  an  authoritative,  succinct 
teaching  forum.  The  editors  will  en- 
deavor to  accomplish  these  goals  by 
utilizing  the  talents  of  practicing  physi- 
cians as  guest  contributors  to  this 
series.  Feedback,  both  positive  and 
negative,  is  encouraged  in  order  to  help 
us  fulfill  these  objectives. 

THE  PREGNANT  DIABETIC 

The  most  common  pre-existing  endo- 
crine disorder  requiring  a change  in  ther- 
apy during  pregnancy  is  diabetes  mellitus. 
Most  such  patients  require  increased  doses 
of  insulin  as  gestation  advances.  There  are 
several  factors  which  are  responsible  for 
this  phenomenon.  The  placenta  is  a major 
factor  in  insulin  degradation  as  it  contains 
insulin-destroying  enzymes  (insulinases), 
which  increa.se  in  activity  as  the  placenta 
increases  in  size.  Additionally,  decreased 
sensitivity  to  insulin  occurs  as  pregnancy 
progre.sses.  This  probably  reflects  alter- 
ations in  the  production  of  estrogen, 
progesterone  and  adrenal  steroids.  Further- 
more, increasing  caloric  requirements  of 
mother  and  fetus  add  to  the  already 
overburdened  carbohydrate  homeostatic 
mechanisms.  These  factors  then,  are  re- 
sponsible for  the  two  daily  doses  of  both 
regular  and  or  intermediate  acting  in- 
sulin preparations  which  many  juvenile 
onset  diabetic  patients  require  in  the  latter 
half  of  pregnancy. 

The  goal  in  diabetic  gestations,  as  it  is 
in  the  general  diabetic  population,  is  to 
maintain  as  euglycemic  a state  as  is 
possible,  riiere  is  a much  higher  fetal 
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morbidity  and  mortality  if  blood  sugar 
regulation  is  not  tightly  controlled.  Ob- 
viously, there  are  other  factors  which 
influence  the  success  of  the  gestation,  but 
good  blood  sugar  control  seems  to  cor- 
relate highly  in  this  regard.  As  regards 
managing  the  pregnant  diabetic  patient,  it 
should  be  borne  in  mind  that  in  the  latter 
half  of  pregnancy  there  appears,  in  addi- 
tion to  sugar,  other  urinary-reducing  sub- 
stances. It  is,  therefore,  difficult  to  moni- 
Urr  control  with  sugar  measurements  ol 
the  urine  alone  and  fret|uent  blood  sugar 
determinations  are  usually  necessary.  The 
prevalence  of  prcjteinuria  and  hyperten- 
sion in  pregnant  diabetic  patients  is 
probably  greater  than  in  a nondiahetic 
pregnant  pojrulation.  Although  pre- 
eclampsia and  or  eclamjrsia  can  he  jrardy 
resjrcrnsible  for  these  changes  many  dia- 
betic patients  have  underlying  renal 
disease  which  is  not  clinically  or  chemi- 
cally apijarent.  Due  to  the  stresses  of 
pregnancy,  they  hecoitie  unveiled.  I'he 
cxciirrence  ol  a nephrotic  syndrome  may 
be  the  first  indication  of  such  uncleilying 
renal  disease  and  it  should  he  closely 
mcjnitcjred.  The  best  lime  lot  delivery  of 
diabetic  patients  is  undergoing  rcniew  at 
present.  However,  diabetic  patients  who 
are  brought  iti  eleciively  for  either 
ce.sarean  section  or  elective  itiduclioti 
should  he  treated  with  Regular  itisuliti  the 
day  of  delivery  in  order  to  avoid  hypo- 
glycemia following  removal  of  the  pla- 
centa, as  insulin’s  half  life  is  then 
prolonged. 

As  a sidelight,  normal  pregnaticy  can  be 
associated  with  the  development  of  fasting 
hypoglycemia  if  starvation  or  malnutri- 
tion occurs.  This  phenomenon  has  re- 
cently beeti  studied  aticl  is  thoitght  to  be 
partly  due  to  decrea.sed  delivery  of  amino 
acid  precursors  to  the  liver  for  the 
production  of  glucose.  The  fetus  appears 
to  siphon  these  essential  amino  acids  from 
the  mother  resulting  in  a decreased  ability 
to  maintain  a euglycemic  level  during  the 
fasting  state.  In  coturast,  the  development 
of  carbohydrate  intolerance  during  preg- 
nancy is  understandable  in  light  of  the 
above  noted  hormonal  and  placental 
changes.  Many  of  the  patients  who  de- 
velop diabetic-type  curves  during  preg- 
nancy show  no  evidence  of  diabetes  mel- 
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PREGNANCY  IN  > 

HYPERTHYROIDISM  ! 

Another  endocrine  condition  which  can 
occur  in  pregnancy  and  requires  a change 
in  our  usual  therapeutic  approach  isi 
hyperthyroidism.  Pregnancy  can  be  a; 
stressful  state  and  may  precipitate  the^ 
development  of  Graves’  disease.  Various 
stresses  may  be  associated  with  the  appear-^ 
ance  of  hyperthyroid  symptoms,  although^ 
it  is  not  known  whether  the  emotionall 
upheaval  is  etiologically  responsible  fort 
the  condition  or  is  a factor  in  unmasking} 
it.  i 


Hyperthyroidism  in  pregnancy  is  some- 
what more  difficult  to  evaluate.  ThCi 
pregnant  state  produces  changes  in  bodyE 
metabolism  which  mimic  to  some  extentj 
those  of  hyperthyroidism.  Skin  textun 
changes  result  in  smooth,  soft  and  warm 
skin.  There  is  usually  a slight  enlargement 
of  the  thyroid  gland  in  pregnancy,  whic 
can  be  confused  with  the  diffuse  goiter  o; 
Graves’  disease.  Although  weight  loss  is  a 
cardinal  feature  of  untreated  hyperthyroid- 
ism, the  pregnant  state  may  hide  this 
finding.  Thus,  it  is  sometimes  clinically 
difficult  to  separate  normal  gestation  from 
that  associated  with  mild  hyperthyroidism 
Biochemical  studies  of  the  blood  usually 
furnish  the  findings  which  make  tht  ‘ 
diagnosis.  However,  increased  production 
of  thyroid  binding  globulin,  under  tht 
stimulation  of  estrogen,  can  result  ir  ^ 


artificially  elevated  levels  of  total  thy- 
roxine, while  the  free  component  i; 
normal.  It  is  therefore  essential  to  get  noi 
only  a total  thyroxine  determination  bute 
measure  of  thyroid  binding  globulin  as 
well.  Thus  a “T-3  resin  uptake”  is  a 
mandatory  co-value  which  should  be 
interpreted  together  with  the  total  thy 
roxine  determination.  Another  pitfall  ir 
diagnosing  the  condition  by  laboratory 
studies  is  the  fact  that  there  may  be  a 
molar  pregnancy  present  resulting  in  tht 
production  of  placental-type  thyroid  stim 
ulating  hormone  which  can  result  in  ar 
enlarged  thyroid  gland  and  a hyperthyroic 
state.  In  that  situation,  removal  of  th< 
mole  rather  than  the  thyroid  gland  is  ir 
order  lor  this  produces  regression  of  the 
underlying  thyroid  (cmdition,  (see  .Sem- 
inars in  Endocrinology  and  Metabolism, 
Arizona  Medicine,  November,  197h). 
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Most  thyroidologists  would  favor  con- 
inued  use  of  oral  antithyroid  drugs 
hroughout  pregnancy  keeping  blood 
hyroid  hormone  levels  slightly  above 
lorinal.  The  latter  approach  is  to  avoid 
he  transplacental  passage  of  these  anti- 
hyroid  drugs  to  the  fetal  thyroid  gland 
ind  avoid  fetal  hypothyrc^idism.  It  has 
K-en  suggested  that  lajrazole  be  used  in 
rregnant  hyperthyroid  patients  rather 


than  Propylthiourac d (PIT).  Ihis  ap- 
proach is  based  on  the  finding  that  thyroid 
hormone  is  produced  not  only  in  the 
thyrcjid  gland  hut  also  by  the  peripheral 
de-iodination  of  T-4  to  T-3.  .Since  P I T 
hut  not  Tapa/ole  blocks  this  peiipheral 
ccjnversion  in  addition  tcj  its  effect  directly 
on  the  tliyroid  gland,  it  would  pcjssihly 
seem  advisable  to  use  lapazole  and  avoid 
inhibition  of  fetal  I'-.H  generation. 


SUMMARY 

Pregnancy  produces  changes  in  hor- 
monal homeostasis  which  affects  the 
diagnosis  and  management  of  diabetes 
mellitus  and  hyperthyroidism.  Recogni- 
tion of  these  changes  will  promote  a better 
maternal  and  fetal  outcome. 
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Chronic  hemodialysis  and  renal  trans- 
rlantation  evolved  during  the  1960’s  from 
xperimental  therapies  to  effective  and 
iccepted  means  of  extending  useful  life  in 
erminal  renal  failure.  The  programs  of 
he  1960’s  were  primarily  procedure 
rriented,  according  to  the  principal 
nterests  of  the  motivating  physician 
jroup.  These  procedure  oriented  pro- 
grams defined  the  problems  with  and 
‘xpectations  of  chronic  hemodialysis  and 
enal  transplantation.’  ^ There  has,  how- 
‘ver,  been  little  significant  improvement 
n patient  survival  since  1970. 

The  advent  of  the  University  of  Arizona 
College  of  Medicine  and  its  affiliated 
lospitals,  and  the  lack,  in  1969,  of  any 
rrtificial  kidney  or  transplantation  in  any 
irea  hospital,  afforded  us  the  opportunity 
to  evolve  and  develop  a new  concept  in  the 
treatment  of  end-stage  renal  failure.  This 
:oncept  embodied  our  conviction  that 
people  with  end-stage  renal  disease  re- 
tjuire  a program  of  renal  replacement 
therapy  that  is  patient  oriented.  The 
primary  goal  of  such  a patient  oriented 
program  should  be  the  greatest  possible 
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extension  of  additional  life  worthwhile  to 
the  patient.  The  program  must  be  made 
available  to  all  those  with  terminal  renal 
failure  in  the  region  served  who  could 
expect  to  achieve  worthwhile  extension  of 
life,  and  must  encourage  access  to  the 
program.  It  must  make  freely  available  all 
types  of  renal  replacement  therapy,  and 
provide  that  type  of  therapy  most  likely  to 
accomplish  the  greatest  extension  of 
worthwhile  life  for  each  individual  pa- 
tient. It  must  provide  education  of  the 
patient  concerning  available  types  of  renal 
replacement  therapy,  encourage  an  edu- 
cated choice  of  therapy,  and  permit  free 
movement  from  one  type  of  therapy  to 
another  as  required  by  the  patient’s  needs 
and  wishes.  It  must  take  cognizance  of 
limited  and  costly  resouites  by  to- 
ordinating  and  integrating  facilities  to 
avoid  unnecessary  duplication  of  space, 
equipment  and  personnel.  It  must  create  a 
data  system  which  permits  analysis  of 
results  of  the  program  and  of  its  com- 
ponent parts  such  that  the  analysis  can  be 
utilized  to  improve  any  particular  part  of 
and  therefore  the  total  program.  Success  of 
the  program  should  be  quantitatively 
assessed  in  terms  of  patient  survival. 

This  analysis  reports  results  of  the 
initial  seven  years  of  our  program  of  renal 
replacement  therapy. 

METHODS 

The  program  goals,  initially  vague, 
were  subsequently  defined  essentially  as 
stated  in  the  introduction,  in  a series  of 
meetings  between  the  nephrologist  and 
the  transplant  surgeon,  and  were  submit- 
ted to  the  local  Health  Planning  Council 
and  to  Tucson  hospital  administrators  in 


June  of  1971  in  a document  entitled  “A 
Program  in  Renal  Diseases  for  Southern 
Arizona”.  The  program  was  initiated  at 
the  Tucson  Veterans  Administration  Hos- 
pital and  was  necessarily  initially  limited 
to  veteran  patients.  Non-veteran  patients 
were  referred  to  Phoenix  for  hemodialysis, 
and  to  functioning  transplant  centers  for 
transplantation.  The  University  Hospital 
opened  in  September  1971,  making  pos- 
sible extension  of  the  program  to  all  area 
residents  by  early  1972.  This  event  is 
apparent  in  the  number  of  patients 
entering  the  program  reported  in  the 
results  section. 

A sharing  contract  concluded  between 
the  University  of  Arizona  and  the  Veterans 
Administration  in  early  1973  permitted  all 
transplant  activities  (including  transplan- 
tation, organ  procurement  and  perfusion, 
and  tissue  typing),  and  all  home  hemo- 
dialysis training  to  be  accomplished  at  the 
Vetenas  Administration  Hospital  for  both 
veteran  and  non-veteran  patients.  Special, 
separately  staffed  facilities  for  each  of 
these  activities  were  then  constructed  at 
the  Veterans  Administration  Hospital  and 
have  accomplished  these  functions  since 

All  patients  potentially  requiring  renal 
replacement  therapy  were  evaluated  by  his 
or  her  primary  care  .group,  by  a medical 
social  worker,  and  by  a medical-surgical 
team  consisting  of  all  area  physicians 
interested  in  dialysis  and  transplantation. 
Criteria  for  acceptance  for  renal  replace- 
ment therapy  have  always  been  liberal,  but 
became  increasingly  liberal  as  funds  for 
such  care  became  increasingly  available. 
At  the  present  time,  all  patients  are 
accepted  who  grant  informed  consent  for 
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treatment;  who  are  able  to  cooperate  with 
treatment;  and  who  feel,  with  their  own 
physician’s  concurrence,  that  they  will 
derive  an  extension  of  life  worthwhile  to 
them. 

Treatment  costs  for  veteran  patients, 
both  service  connected  and  non-service 
connected,  are  met  entirely  by  the  Veterans 
Administration.  Treatment  costs  for  non- 
veteran patients  were  initially,  partially 
and  indadquately,  met  by  the  patients’ 
own  resources  and  health  insurance.  In 
1972,  the  Arizona  legislature  passed  HB 
2041,  providing  a modest  amount  of  state 
support  for  patients  requiring  dialysis  or 
transplantation.  In  November,  1972,  Pub- 
lic Law  92-603,  Section  2991  made  more 
than  90%  of  U.S.  Citizens  with  end  stage 
renal  disease  eligible  for  Medicare  pay- 
ment of  most  in-patient  costs  and  80%  of 
out-patient  costs  effective  July  1,  1973. 
The  availability  of  funds  for  care  affected 
both  the  acceptance  criteria  as  mentioned 
above,  and  the  number  of  program 
entrants  as  detailed  in  the  results. 

The  geographic  area  served  by  our 
program  corresponds  to  the  New  Mexico 
border  to  the  east,  the  border  with  Mexico 
to  the  south,  and  the  border  of  California 
to  the  west.  The  northern  border  fuses 
gradually  with  the  area  served  by  Phoenix. 
Nothing,  of  course,  precludes  a patient 
from  seeking  care  at  any  facility  of  his  or 
her  choice,  and  Medicare  regulations 
specify  that  a patient  must  have  freedom 
to  seek  care  where  he  or  she  may  wish. 
Convenience  to  the  patient,  proximity  to 
the  patient’s  home,  classical  referral 
patterns,  and  program  space  limitations 
in  each  major  metropolitan  area  generally 
determine  where  the  patient  will  be 
treated.  The  estimated  population  of  this 
service  area  is  500,000.  Since,  however,  the 
Tucson  Veterans  Administration  Hospital 
provides  most  renal  replacement  therapy 
for  veteran  patients  in  Arizona,  the 
population  base  may  be  somewhat  greater 
than  500,000.  Our  geographic  proximity 
to  Mexico,  and  the  total  absence  of  any 
facilities  to  treat  end  stage  renal  disease  in 
northern  Mexico,  has  resulted  in  the 
referral  or  self-referral  of  a number  of 
patients  with  terminal  renal  disease  to 
Tucson  area  hospitals. 

All  patients  undergoing  at  least  a 
month  of  dialysis  in  any  Tucson  area 
chronic  dialysis  facility  or  at  home,  while 
supported  by  our  home  support  facilities, 
and  all  patients  receiving  a transplant  in 
our  program  are  considered  program 
entrants.  Patient  survival  accrued  prior  to 
entry  to  our  program  as  defined  above  is 
not  included  in  our  patient  survival 
tabulations.  Patients  transplanted  else- 
where and  subsequently  moving  to  and 
managed  in  this  area  are  not  included  as 
program  entrants.  All  dialysis  patients  are 
managed  by  an  area  nephrologist  of  their 
choice.  Transplant  patients  are  managed 
by  faculty  and  staff  transplant  surgeons 
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and  nephrologists  during  their  transplant 
hospitalization,  and  subsequently  by  the 
physician  of  their  choice.  Cumulative 
survival  rates  have  been  calculated  by  the 
standard  method  of  Merrell  and  Shulman.^ 


Table  I 

Entrants  by  Calendar  Year 

Entrants  Average 


Cumulative 

Age 

Year 

No. 

No. 

1969 

1 

1 1 

1970 

7 

8l 

1971 

5 

131 

41.2 

1972 

25 

38) 

1973 

30 

68 

41.4 

1974 

34 

102 

39.6 

1975 

42 

144 

42.4 

1976* 

46* 

190 

46.3 

•Through  9 30/76  (9  Months) 

RESULTS 

General: 

Table  I 

shows  the 

entry  rate 

in  our 

program  by  calendar  year  for  the  last 
quarter  of  1969,  1970  through  1975,  and 
the  first  3 quarters  of  1976,  and  also 
indicates  the  average  age  of  patients  at 
entry  by  calendar  year  except  that  entrants 
for  the  last  quarter  of  1969,  and  1970 
through  1972  were  averaged  together  to 
provide  approximately  equal  groups. 
There  was  little  difference  in  average  age 
through  1974.  The  advent  of  Medicare 
funding,  provided  by  law  starting  in  July 
1973  but  not  in  fact  until  April  of  1974, 
resulted  in  expansion  of  facilities  and  a 
dramatic  increase  in  the  number  of 
entrants  and  in  the  average  age  of  entrants 
in  1975  and  1976.  The  age  distribution  of 
entrants  is  detailed  in  Figure  1. 


Figure  1 


Age  distribution  of  program  entrants  by 
decades. 


A total  of  190  patients  have  been 
afforded  renal  replacement  therapy  since 
the  program  was  initiated  in  October  of 
1969.  Of  these,  137  remain  in  the  program 
either  on  dialysis  or  with  a functioning 
transplant.  Thirty-two  patients  have  ex- 
pired, 17  have  transferred  to  other  facilities 
out  of  our  geographic  area;  two  volun- 
tarily withdrew  from  therapy;  and  2 
recovered  sufficient  renal  function  to 
survive  without  renal  replacement  ther- 
apy. Of  the  190  program  entrants,  69  or 
36.3%  were  designated  as  high  risk  patients 
at  the  time  of  entry.  Forty-two  of  these  69 

2 


were  age  55  or  older,  18  had  diabetes 
mellitus,  and  9 had  other  life  limiting 
systemic  diseases  including  2 with  mul 
tiple  myeloma,  2 with  secondary  amyl- 
oidosis, and  1 each  with  systemic  lupuj 
erythematosis,  polyarteritis,  scleroderma. 
Goodpasture’s  syndrome,  and  cystinosis 
No  attempt  has  been  made  to  separate 
these  high  risk  patients  in  calculating; 
survival  statistics. 

The  ethnic  distribution  of  programil 
entrants  is  depicted  in  Table  II,  and  does, 
not  differ  significantly  from  the  ethnic 


Table  II 


Ethnic  Distribution 

No.  Percent 


Caucasian 
Mexican  American 
American  Indian 
Negro 
Mexican 

Chinese  American 


112 

58.9 

40 

21.1 

14 

7.4 

10 

5.2 

10 

5.2 

4 

2.1 

190 

distribution  of  the  population  of  out  1 
service  area.  Table  III  shows  the  geo- 
graphic distribution  of  entrants.  Most 
entrants  in  our  program  from  northern 

Table  III 


Geographic  Distribution 


Arizona  Counties 
Pima 

98 

Maricopa 

28 

Cochise 

15 

Pinal 

8 

Yuma 

7 

Gila 

3 

Graham 

3 

Apache 

3 

Santa  Cruz 

3 

Greenlee 

1 

Mojave 

1 

Navajo 

1 

Yavapai 

1 

Coconino 

0 

Arizona  Total 

172 

Mexico 

12 

Out  of  State 

6 

Total 

190 

Arizona  were  veteran  patients  or  American 
Indian  patients  admitted  to  the  Veterans 
Administration  Hospital  through  an 
arrangement  between  the  Public  Health 
Service  and  the  Veterans  Administration.  i 

Figure  2 depicts  the  cumulative  survival 
curve  for  all  program  entrants  for  all 
types  of  renal  replacement  therapy  wheth- 
er the  patient  survival  was  achieved  by  a 
single  type  of  therapy  or  several  types  at 
different  times.  The  numbers  in  paren- 
theses indicate  the  number  of  patients  at 
risk  at  each  time  interval.  Figure  3 shows 
the  survival  curve  for  all  diabetic  program 
entrants  for  all  types  of  renal  replacement 
therapy. 

Hemodialysis: 

1 he  survival  curve  for  patients  treated 
by  chronic  hemodialysis,  including  hos- 
pital center  dialysis,  limited  care  center 
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Figure  2 


ibalculated  cumulative  survival  for  all  program 
linlrants  achieved  by  all  modalities  of  renal 
"Replacement  therapy.  The  numbers  in  paren- 
\heses  indicate  the  number  of  patients  at  risk 
. t each  time  interval. 


Figure  -1 

Calculated  cumulative  survival  attributable  to 
hemodialysis.  The  numbers  in  parentheses 
indicate  the  number  of  patients  at  risk  at  each 
time  interval. 


dialysis,  and  home  dialysis,  is  depicted  in 
Figure  4.  All  program  entrants  were 
started  on  hemodialysis.  Those  trans- 
planted successfully,  most  of  whom  were 
transplanted  in  the  first  few  months  after 
initiating  dialysis  (Figure  5),  were  treated 
for  survival  analysis  purposes  as  with- 
drawn alive  with  respect  to  dialysis 
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Figure  5 

Duration  of  hemodialysis  prior  to  initial 
transplantation  in  all  patients  treated  by 
transplantation. 

survival,  thus  rapidly  reducing  the  num- 
ber at  risk  as  reflected  by  the  numbers  in 
parentheses  on  the  graph.  Those  whose 
transplant  functioned  for  1 month  or  less 
were  considered  for  dialysis  survival 
purposes  as  never  having  left  dialysis,  and 
all  survival  was  credited  to  dialysis. 
Among  this  group,  those  who  expired  of 
obvious  transplant  complications  were 
withdrawn  alive  from  dialysis,  and  their 
death  was  credited  as  a transplant  death. 
Those  who  returned  to  dialysis  and 
subsequently  expired  of  non-transplant 
related  causes  were  credited  as  dialysis 
death. 

Of  the  190  patients  starting  dialysis,  39 
or  21%  have  been  trained  for  and 
successfully  performed  home  or  self-care 
dialysis. 

Table  I\'  details  the  causes  of  death  in 
the  16  chronic  dialysis  patients  who  have 
died  since  the  inception  of  the  program.  It 
is  noteworthy  that  8 of  the  16  patients  or 
50%  had  been  designated  high  risk  patients 
at  the  time  of  entry  in  the  prcjgram. 


Table  IV 

Deaths  — Chronic  Dialysis  Patients 


Major  I'essel  Events 

eVA  5"* 

Acute  Ml  3* 

Sudden  Death  1 * 

Other  Dementia  Dialytica  2 

Electrolyte  Imbalance  1* 

Blood  Access  Failure  1 

Pneumonia  1 

Amyloidosis  1* 

Scleroderma  1 * 

Total  16 


•High  Risk  Group 


T ransplantation: 

A tcnal  of  86  transplants  were  performed 
in  79  patients.  Thus,  -11.6%  of  program 
entrants  received  a first  transplant.  Seven 


patients  or  3.7%  received  a second  trans- 
plant, and  no  third  transplants  were 
performed.  Fifty-two  of  the  86  transplants, 
or  60.5%,  were  from  living  related  donors, 
and  34,  or  39.5%,  were  from  cadaver 
donors.  Figure  5 shows  the  duration  of 
hemodialysis  prior  to  the  initial  trans- 
plan't  and  indicates  that  48%  of  initial 
transplants  were  performed  within  2 
months  and  60%  within  4 months  of 
starting  dialysis  in  our  program. 

Figure  6 depicts  patient  and  kidney- 
survival  following  related  donor  trans- 
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Figure  6 


Calculated  patient  and  kidney  cumulative 
survival  in  related  donor  transplantation.  The 
difference  between  the  two  lines  represents 
kidneys  lost  but  patients  successfully  returned 
to  hemodialysis.  The  numbers  in  parentheses 
indicate  the  number  of  patients  at  risk  at  each 
time  interval. 

plantation,  and  F igure  7 gives  correspond- 
ing curves  for  cadaver  donor  tratisplan- 
tation.  The  difference  between  the  two 
lines  of  each  graph  rejrresents  transplants 
lost  but  transplant  recipients  salvaged  by 

Cadaver  donor  transplantation  9/30/76 

( )=patients  at  risk 


Calculated  patient  and  kidney  cumulative 
survival  in  cadaver  donor  transplantation.  The 
difference  between  the  two  lines  represents 
kidneys  lost  but  patients  successfully  returned 
to  hemodialysis.  The  numbers  in  parentheses 
indicate  the  number  of  patients  at  risk  at  each 
time  interval. 

return  to  hemodialysis.  It  is  leadily 
apparent  from  the  cadaver  donor  graph 
that  58%  of  these  organs  and  18%  of 
recipients  of  these  organs  were  lost  in  the 
first  3 months  after  transplantation.  Both 
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patient  and  transplant  survival  are  rough- 
ly 1/2  as  successful  with  cadaver  compared 
to  related  donor  transplantation.  Table 
lists  causes  of  the  16  deaths  occurring  in 
transplant  patients  since  the  inception  of 
our  program.  It  is  worthy  of  comment  that 
2 of  the  3 patients  dying  of  coccidioido- 
mycosis also  had  diabetes  mellitus. 


Table  V 

Death  — Transplant  Patients 


Major  V'essel  Events 

eVA  2 

Acute  MI  1 

Sudden  Death  2 

Infectious 

Coccidioidomycosis  3** 

.Septicemia  1 

Meningitis  1 

Chronic  Hepatitis  1 

Other 

Perforated  Ciolon  1 

Small  Bowel  Infarct  1 

Gangrene  of  Leg  1 

Hemorrhage  1 

Carcinoma  — Lung  1 

Total  16 

•High  Risk  Group 


Our  program  of  renal  replacement 
therapy  has  provided  a total  of  348  years  of 
extended  life  through  September  30,  1976. 
Of  this,  201  years  or  58%  has  been 
accomplished  with  chronic  hemodialysis, 
110  years  or  31%  with  related  donor 
transplantation,  and  37  years  of  11%  with 
cadaver  donor  transplantation. 

DISCUSSION 

The  concept  of  a coordinated,  patient 
oriented  program  of  renal  replacement 
therapy  presented  in  this  study  is  unique. 
We  can  find  no  report  which  embodies  the 
principles  of  our  program,  or  which 
reports  program  survival  results  as  op- 
posed to  results  with  individual  types  of 
therapy. 

Coordination  refers  to  the  integration  of 
hospital,  out-patient,  and  home  hemodi- 
alysis, and  of  related  donor  and  cadaver 
donor  transplantation,  including  facil- 
ities, critical  staff,  and  most  importantly 
philosophy,  to  make  each  therapy  ideally 
available  to  each  patient.  Patient  oriented 
approach  encompasses  access  to  the 
program  and  availability  of  all  facilities 
and  types  of  therapy  including  change 
from  one  facility  or  type  of  therapy  to 
another  when  appropriate,  with  the 
simple  goal  of  the  greatest  possible 
extension  of  life  worthwhile  to  the 
patient.  The  term  renal  replacement 
therapy  emphasizes  the  need  of  the 
patients  in  the  program,  and  deempha- 
sizes  physician  or  other  health  practitioner 
self-interest  in  the  several  components  of 
renal  replacement  therapy.  It  permits 
relegation  of  the  component  parts  of 
therapy  to  their  proper  place  as  means  to 
the  goal  of  patient  longevity  rather  than  as 
goals  themselves. 


This  program  approach  then  permits 
analysis  of  program  results  including 
numbers  of  entrants  (Table  I),  age  (Figure 

1) ,  ethnic  composition  (Table  II),  geo- 
graphic representation  (Table  III),  and  of 
most  importance,  survival  results  (Figure 

2) .  There  are,  of  course,  many  reports  of 
dialysis  and  of  transplant  survival  results, 
but  none  of  overall  renal  replacement 
therapy  program  results.  To  the  extent 
that  reports  of  dialysis  results  might  fail  to 
statistically  account  for  some  patients  who 
underwent  transplant  successfully  or  un- 
successfully shortly  after  starting  dialysis: 
since  subsequent  care  and  outcome  may 
have  been  at  the  transplant  facility  or 
another  dialysis  facility;  and  to  the  extent 
that  transplant  facilities  might  return 
unsuccessful  transplant  patients  to  a 
dialysis  facility  and  then  be  unaware  of 
subsequent  transplant  related  mortality; 
one  is  unsure  that  reports  of  dialysis  or 
transplant  survival  results  accurately  re- 
flect survival  of  patients  requiring  renal 
replacement  therapy. 

Our  program  survival  results  include  all 
patients  requiring  chronic  renal  replace- 
ment therapy  and  actually  entering  such 
therapy.  The  results  are  not  qualified  by- 
separating  elderly  or  otherwise  high  risk 
patients,  and,  in  fact,  36%  of  the  group 
were  high  risk  patients  at  the  time  of  entry 
as  usually  classified  in  other  centers. 
Nonetheless,  the  1 year  survival  of  93%,  2 
year  survival  of  86%,  3 year  survival  of  77%, 
4 year  survival  of  73%,  and  5 year  survival 
of  73%  appears  better  than  almost  any 
reported  result  with  any  of  the  individual 
types  of  therapy.  We  believe  a 73%  five  year 
extension  of  life  to  be  excellent  in  an 
otherwise  100%  fatal  disease.  Moreover,  we 
attribute  this  excellent  result  to  our 
integrated  program  approach  to  end  stage 
renal  disease. 

Patients  with  end  stage  renal  failure  due 
to  diabetic  nephropathy  constitute  an 
increasing  number  of  those  presenting  for 
renal  replacement  therapy  in  our  and 
other  programs.  There  is  considerable 
interest  in  the  relative  roles  of  dialysis, 
transplantation,  and  extraordinarily  early 
transplantation  of  these  patients  in  mor- 
bidity and  survival  results."'  ^ Our  group  is 
still  too  small  to  reflect  any  relative 
advantage  of  dialysis  as  opposed  to 
transplantation,  but  our  integrated  pro- 
gram approach  has  produced  an  excellent 
survival  result  in  18  patients  (Fig.  3),  with 
survival  at  1 year  of  80%  and  at  2 years  of 
66%.  These  results  have  been  achieved 
despite  the  geographically  unique  prob- 
lem of  coccidioidomycosis,  and  the  partic- 
ular propensity  of  immune  suppressed 
diabetic  patients  to  develop  disseminated 
coccidioidomycosis.® 

Fhe  input  rate  in  our  program  (Table 
II)  continues  to  increase  in  excess  of  the 
general  population  increase  in  our  service 
area.  If  the  popidation  of  our  service  area 
is  approximately  415,000  non-veterans 


'I 
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(83%  of  500,000)  and  375,000  veterans  (17^  j 
of  Arizona’s  2,200,000  population),  anc  l 
assuming  all  veterans  requiring  rena  I 
replacement  therapy  enter  our  program  ^ 
then  we  entered  53  patients  per  millior  ' 
population  during  1975,  and  77  pei 
million  population  per  year  during  th( 
first  9 months  of  1976.  The  1976  figure  i:5 
in  excess  of  that  experienced  in  Scotlanc  j 
(52  per  million),’  or  Northern  Ireland  (3f!| 
per  million)®  where  all  suitable  candidates' 
were  treated,  and  is  in  excess  of  mos 
government  and  other  estimates  or  experi 
ence  in  this  country.  ' 

There  is  neither  agreement  nor  uni- 
formity concerning  what  portion  of 
program  entrants  should  be  or  are  suitable 
for  the  several  types  of  renal  replacement 
therapy.  Many  factors,  including  previous' 
results  with  specific  types  of  therapy  in  the: 
program  and  in  other  programs,  patient, 
preference,  and  physician  preference  in- 
fluence the  type  or  types  of  therapy  for 
each  patient.  In  general,  and  in  most 
programs,  patients  over  age  55  to  60  are 
not  considered  transplant  candidates.  This 
practice  is  probably  predicated  more  on 
the  inavailability  of  suitable  related 
donors  and  the  limited  availability  of 
cadaver  donors  than  on  any  demonstrated 
greater  mortality  of  the  elderly  with  end 
stage  renal  disease  treated  with  transplant 
as  opposed  to  dialysis.  Nonetheless,  the 
increasing  age  of  entrants  in  our  program 
in  the  past  2 years  has  led  to  a decrease  in 
the  per  cent,  but  not  the  actual  number,  of 
patients  transplanted.  The  overall  trans- 
plant rate  of  42%  and  the  home  trained  rate 
of  21%  in  our  program  reflects  our  great 
interest  in  removing  the  patient  from  the 
hospital  or  out-patient  dialysis  center 
environment  and  permitting  rehabili- 
tation to  the  home  environment. 

Results  of  specific  types  of  therapy 
within  our  program  have  been  analyzed  to 
permit  identification  of  specific  problem 
areas  and  as  an  aid  to  patient  and  staff! 
decisions  in  recommending  therapy  to 
individual  patients.  Our  survival  results 
with  chronic  hemodialysis  are  consider- 
ably in  excess  of  these  reported  by  a large 
series  from  fourteen  dialysis  centers;’  those 
reported  by  the  National  Dialysis  Regis- 
try;® those  reported  by  the  Registration 
Committee  of  the  European  Dialysis  and 
Transplant  Association;'®  " and  several 
large  centers.”  Our  survival  results  with 
related  donor  renal  transplantation  are 
excellent  and  are  considerably  in  excess  of 
those  reported  by  the  Transplant  Regis- 
try,'''  the  Registration  Committee  of  the  | 
European  Dialysis  and  Transplant  Associ-| 
ation,'®"  and  several  large  transplant  j 
series.'’  '®  On  the  contrary,  our  patient 
survival  results  and  our  kidney  survival 
results  with  cadaver  donor  transplantation 
have  been  poor  and  considerably  below 
those  reported  by  the  Transplant  Regis- 
try,'■*  the  Registration  Committee  of  the 
European  Dialysis  and  Transplant  Associ-I 
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|tion,'2  apifl  other  centers. Our  rela- 
I vely  poor  results  from  cadaver  trans- 
jlantation  have  been  more  than  offset  by 
,ur  better  results  with  other  therapies,  as 
'.'fleeted  by  the  overall  survival  results  of 
|Ur  program. 

' Management  of  patients  receiving  cada- 

fr  transplants  is  by  the  same  physicians 
id  other  health  care  practitioners  as 
pose  receiving  related  donor  transplants, 
j'hus  other  factors  may  influence  our 
Esults  with  cadaver  transplantation.  Selec- 
lon  of  patients  receiving  cadaver  donor 
transplants  favors  the  diabetic  patient,  and 


others  in  whom  the  risk  is  judged  too  great 
to  justify  use  of  a related  donor,  even  if 
potentially  available.  In  addition,  there  is 
a local  reluctance,  almost  a total  un- 
willingness, to  pronounce  brain  death. 
This  compromises  the  quantity  and 
probably  the  quality  of  organs  available 
for  cadaver  transplantation,  limiting  the 
team  experience  with  cadaver  transplants, 
the  viability  of  organs  transplanted,  and 
probably  the  results  of  cadaver  transplants 
in  our  program.  This  poor  result  has,  of 
course,  also  limited  patient  and  physician 
enthusiasm  for  cadaver  transplantation. 


SUMMARY 

A coordinated,  patient  oriented,  pro- 
gram of  renal  replacement  therapy  in 
southern  Arizona  has  been  described  with 
regard  to  number  of  entrants  and  entry 
rate,  age,  ethnic  and  geographic  compo- 
sition, and  survival  results. 

The  cumulative  program  survival  re- 
sults for  190  patients  of  93%  at  1 year,  86% 
at  2 years,  77%  at  3 years,  and  73%  at  4 and 
5 years  rival  results  reported  for  any  single 
modality  of  treatment  for  end  stage  renal 
disease  and  are  attributed  to  the  integrated 
program  approach  to  renal  replacement 
therapy. 


Seminars  in 
Gastroenterology 
and  Liver  Disease 


HABETES  MELLITUS  AND  THE 
iASTROINTESTINAL  TRACT 


>ART  I 

iSOPHAGUS  AND  STOMACH 


STEPHEN  GLOUBERMAN,  M.D. 

.EON  RIGBERG,  M.D. 

STEPHEN  GLOUBERMAN,  M.D. 
3EORGE  BURDICK,  M.D.,  EDITORS 

Some  patients  with  diabetes  mellitus 
lave  symptoms  referable  to  the  gastro- 
intestinal tract,  and  many  more  have 
biochemical,  radiologic  or  manometric 
evidence  of  enteric  dysfunction.  No  defin- 
ite figures  are  available  on  the  overall 
incidence  of  G1  manifestations  in  diabetes, 
and  less  is  known  of  the  etiology  of  these 
abnormalities.  Most  diabetics  with  GI 
problems  have  them  as  relatively  minor 
ones,  with  the  cardiac,  hypertensive,  renal, 
retinal  and  peripheral  neuropathic  comp- 
lications of  diabetes  predominating.  In 
tbis  review,  the  role  of  diabetes  on  the 
various  organs  of  the  GI  tract  will  be 
reviewed  and,  in  some  instances,  the  effect 
of  dysfunction  of  various  organs  on  the 
metabolic  defect  will  be  discussed. 

ESOPHAGUS 

The  first  paper  to  describe  esophageal 
abnormalities  in  diabetes  appeared  in  1967 
when  14  diabetics  with  peripheral  neuro- 
pathy and  gastroenteropathy  were  studied 
radiologically.4  Three  had  symptoms  refer- 
able to  the  esophagus.  The  average 
duration  of  diabetes  in  these  14  patients 
was  16  years.  Twelve  of  the  14  had 
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cineradiographic  abnormalities.  There 
was  an  abnormality  of  the  primary 
peristaltic  wave  in  all  12,  with  three 
having  aperistalsis.  Tertiary  contractions 
were  present  in  seven,  and  in  one  of  these 
it  occurred  frequently.  Eight  had  delayed 
emptying  of  the  esophagus  when  re- 
cumbent, with  barium  still  present  in  the 
esophagus  after  20  seconds.  A few  had 
retention  in  the  upright  position.  The 
initiation  of  swallowing  and  the  upper 
esophageal  sphincter  was  normal.  Eleven 
of  the  14  also  had  gastric  dysfunction,  and 
4 14  had  radiologic  small  bowel  abnor- 
malities. No  correlation  was  found  with 
other  GI  abnormalities,  the  presence  of 
esophageal  symptoms,  duration  of  dia- 
betes, type  of  therapy,  or  other  diabetic 
manifestations. 

Ten  of  these  patients  were  restudied 
nine  months  to  three  years  later. ^ Radio- 
logically  the  previous  abnormalities  had 
further  deteriorated,  and  more  patients 
were  symptomatic.  Eight  of  these  ten 
underwent  esophageal  manometry.  Mul- 
tiple abnormalities  were  found  compared 
to  controls.  The  amplitude  of  pharyngeal 
contractions  was  diminished  in  the  dia- 
betics, and  no  overlap  was  seen  with 
controls.  The  duration  of  the  pharyngeal 
contraction  and  the  upper  esophageal 
sphincter  pressure  were  similar  in  the  two 
groups.  The  duration  of  upper  esophageal 
sphincter  relaxation  was  less  in  the 
diabetic  group.  Less  swallows  were  fol- 
lowed by  primary  peristalsis  in  diabetics 
than  in  controls.  The  average  intralum- 
inal pressure  at  each  centimeter  of  the 
esophagus  was  less  in  the  diabetics.  More 
patients  with  diabetes  than  controls  had 
spastic  contractions.  The  effective  lower 
esophageal  pressure  (defined  as  the  pres- 
sure in  the  lower  esophageal  sphincter 
minus  the  intragastric  pressure)  was 
significantly  less  in  the  diabetics.  This 
study  showed  that  patients  with  diabetic 
esophagopathy  tend  to  progress  with  time. 

Patients  without  esophageal  symptoms 
or  other  manifestations  of  GI  disease  have 
also  been  found  to  have  motility  abnor- 
malities.® Weak  or  absent  primary  peris- 
talsis in  the  cervical  and  thoracic  esoph- 
agus and  decreased  lower  esophageal 


sphincter  pressure  are  found  in  over  80%, 
and  this  has  been  suggested  as  a triad 
characteristic  of  diabetes.  Not  all  studies, 
however,  have  shown  a difference  in 
radiologic  and  manometric  abnormalities 
in  diabetics  as  compared  to  controls. 

In  summary,  most  patients  with  dia- 
betes have  no  symptoms  referable  to  the 
esophagus.  W’hen  it  does  occur  it  is  most 
likely  to  be  due  to  gastroesophageal  reflux 
caused  by  the  lowered  lower  esophageal 
sphincter  pressure  and  usually  associated 
with  a hiatus  hernia.  This  is  treated  in  the 
same  way  as  gastroesophageal  reflux  in 
non-diabetics,  i.e.,  by  encouraging  weight 
reduction,  cessation  of  cigarette  smoking, 
elevation  of  the  head  of  the  bed,  con- 
sumption of  small  meals,  antacid  admin- 
istration, and  alginic  acid  foam  tablets. 


STOMACH 

Approximately  30%  of  diabetics  have 
abnormal,  weak  gastric  motility  as  shown 
by  an  enlarged  stomach  on  x-ray,  loss  of 
rugal  patterns,  sluggish  peristaltic  activ- 
ity retained  secretion,  and  barium  present 
in  the  stomach  six  hours  after  an  upper  GI 
series.'  Organic  obstruction  is  absent  as  is 
shown  by  a patent  pylorus  and  the  ability 
to  manually  express  the  barium  into  the 
duodenum.  Most  of  these  patients  are 
asymptomatic  but  a few  have  symptoms  of 
epigastric  fullness;  rarely  is  it  severe  with 
associated  nausea  and  vomiting.  Patients 
usually  have  other  GI  manifestations  as 
well  as  associated  peripheral  neuropathy. 
Hyperglycemia,  elevated  levels  of  gluca- 
gon and  visceral  neuropathy  have  been 
proposed  as  mechanisms.  Bacterial  over- 
growth in  the  stomach  is  present  in  up  to 
10%.  Delayed  gastric  emptying  may  result 
in  marked  difficulty  in  controlling  the 
diabetes,  with  the  brittleness  attributed  to 
irregular  emptying  of  food  into  the  small 
intestine.  Cholinergic  therapy  is  variably 
helpful  in  symptomatic  cases.  Surgical 
creation  of  a gastroenterostomy  or  a 
pyloroplasty  has  recently  been  shown  to 
be  effective  in  patients  with  severe 
symptoms.^ 

Patients  without  peripheral  neuropathy 
tend  to  have  rapid  gastric  emptying.®  This 
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group  generally  has  hypochlorhydria. 
The  proposed  mechanism  is  decreased 
duodenal  acidification  resulting  in  less 
inhibition  of  gastric  motility  by  small 
bowel  humoral  factors.  As  time  pro- 
gresses, gastric  motility  per  se  becomes 
impaired  and  gastric  emptying  is  delayed. 
The  mechanism  of  this  impaired  motility 
in  one-third  of  diabetics  is  unknown. 

The  majority  of  studies  have  shown  that 
diabetics  have  diminished  gastric  acid 
output.®  These  values  are  related  to  the 
blood  sugar  and  presence  of  diabetic 
complications,  i.e.,  acid  output  is  less  if 
the  blood  sugar  is  elevated  or  compli- 
cations present. 

Seventeen  per  cent  of  diabetics  are 
achlorhydric  to  maximal  histamine  stim- 
ulation,and  this  too  is  related  to  the 
level  of  blood  sugar.  Hyperglycemia  and 
glucagon  are  both  known  to  low'er  acid 
output,  with  the  former  probably  working 
centrally  via  the  vagus,  and  the  latter  via  a 
depressant  effect  on  gastrin  output. 

Up  to  85%  of  diabetics  have  evidence  of 
gastritis  on  mucosal  biopsies,  and  al- 


though this  is  higher  than  controls,  it  is 
usually  not  statistically  significant.  Acid 
output  has  been  found  to  be  directly 
related  to  the  histology  of  the  fundal 
mucosa  with  higher  degrees  of  gastritis 
being  associated  with  decreased  amounts 
of  H+  ion  production.''  Gastritis  is  not 
related  to  the  severity  or  duration  of 
diabetes,  but  is  age  related.  The  older  the 
diabetic,  the  greater  the  incidence  of 
gastritis,  either  superficial  or  atrophic. 
However,  atrophic  gastritis  is  found 
commoner  in  younger  diabetics  than  in 
age  matched  controls,  and  in  one  study 
11  19  diabetics  under  age  40  had  atrophic 
gastritis. 

Antibodies  to  gastric  components  are 
also  higher  in  diabetics  than  non-dia- 
betics.About  25%  of  diabetics  have 
circulating  parietal  cell  antibodies  where- 
as only  8%  of  controls  do.  The  correspond- 
ing figures  for  intrinsic  factor  antibodies 
are  8%  and  0%.  In  basal  states  and  after 
pentagastrin  administration,  less  intrinsic 
factor  appears  in  the  gastric  juice. This 
need  not  be  in  the  same  patient  with  IF 
antibody,  suggesting  that  this  may  not  be 


on  an  immunologic  basis,  but  rathei  ( 
related  to  the  gastritis.  Vitamin  leveki^ 
are  normal  in  over  95%  of  patients  witf  I 
decreased  IF  production.  Generally,  pa 
tients  with  IF  antibody  have  diabetes  o I 
long  duration  and  with  complications  . 
but  it  is  often  seen  also  in  young  diabetic;  ' 
below  the  age  of  40.  This  follows  th« 
distribution  of  atrophic  gastritis.  ( 

As  a corollary,  pernicious  anemia  i;'j 
found  with  a frequency  of  3-6 
greater  in  diabetics  than  controls.''' This  i"! 
probably  related  to  the  high  incidence  oi. 
atrophic  gastritis  in  diabetics.  Uropepsirjf 
levels  are  also  decreased  in  this  group,  j 
A factor  frequently  implicated  in  the  Gl|l 
complications  of  diabetes  is  vagal  neuro  | 
pathy.  Some  evidence  for  this  is  shown  b>  | 
the  fact  that  the  output  of  acid  and  Ih[‘ 
following  pentagastrin  stimulation  i;> 
significantly  greater  than  that  following! 
insulin-induced  hypoglycemia.  Further 
more,  the  basal  acid  levels  and  penta 
gastrin  stimulated  levels  are  less  ir 
diabetics  than  in  controls.  A second  factoi( 
is  the  occurrence  of  gastric  microj 
angiopathy. 

Bibliography  available  upon  request. 


Drug  Therapy 
Problems 
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Most  practitioners  rely  upon  their 
own  reading  plus  other  external  sources 
to  assist  them  in  their  quest  to  remain 
abreast  of  the  biomedical  literature. 
This  feature  is  intended  to  provide  finite 
information,  to  answer  some  questions, 
and  to  stimulate  awareness  of  the 
availability  of  an  unbiased  source  of 
biomedical  information.  The  format  will 
Include:  questions  and  answers,  with 
the  questions  being  provided  by  the 
readers  and/or  users  of  our  service; 
abstracts  from  the  literature;  brief 
descriptions  of  newly-marketed  items; 
brief  discussions  of  new  innovations  in 
therapy;  and  short  exercises  regarding 
specific  drug  products. 


Q.  Is  there  a limit  to  the  amount  of 
sorbitol  that  a ditibetit  patient  cm  usetisa 
thiily  sudose  rephuemeni? 

A.  .Sorbitol  is  a hexahydrit  sugai  al- 
cohol which  does  not  significtmtly  in- 
crease blood  sugar  alter  oral  aciministra- 
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tion.  Diabetic  jratients  whose  disease  was 
well  controlled  ingested  36  — 54  g of 
soibitol  daily  with  no  signilicant  eilec  t on 
blood  sugai  concentration  or  on  insulin 
reciuirements.  Single  do.ses  ol  30  — 50  g 
have  been  used  as  a laxative.  I'he  .Seventh 
Report  ol  the  FAO  WHO  Expert  Gom- 
mittee  on  Food  .\ciditi\es  gives  the 
estimated  acceptable'  daily  intake  ol  sor- 
bitol in  man  as  uj)  to  150  mg  kg  bociv 
weight. 

(Martindale,  The  Extra  Pharmacopna, 
Fhe  Pharmaceutical  Press,  London,  Eng- 
land, 1972,  p.  79-80) 

Q.  .\  visitor  from  C.eimany  was  referred 
to  my  cjflic  e lor  evaluation.  She  has  been 
taking  ;i  drug  c alled  Neuroc  il  at  bedtime.  I 
think  it's  a phenothi;i/ine,  however.  Gan 
you  identify  it? 

Neurocil  is  known  in  this  country  as 
Levoprome''  (methotrimeina/ine).  It  is 
available  only  in  injectable  lorm.  Ehe 
manulac  turer  recommends  it  lor  the  reliel 
ol  pain  in  non-ambulatory  jratients. 
Sedation  is  one  of  the  more  Irecjnent  side 
elfec  ts. 

ABS  ERAC  I OF  IN  FERES  I : Pateison, 
1.  C;.,  et  al:  .Severe  Bronc  hostric  tion 

Provoked  bv  .Sodium  Grcjmoglvcate.  Brit 
Med  J 2:916,  1976. 

A 42-year  old  male  with  chronic  asthma 
was  treated  for  12  months  with  sodium 
c romoglycate  (cromolv  n sodium,  Inlal’'  or 
.\arane'*  in  the  U.S.)  at  a dose  ol  20mg 
four  times  daily.  Ehe  drug  was  then 
stoppc'd,  and  for  15  months  :i  corticoster- 
oid aerosol  was  utilized.  Sodium  cromo- 
glycate was  reinstituted  because  of  a 
recurrence  of  asthma,  and  one  month 
later,  the  patient  became  breathless  and 
wheezy  immediately  after  a dose  of  sodium 


cromoglycate.  Upc;>n  investigation,  the 
patient  showed  no  reaction  to  the  admin- 
istration of  the  lactcrse  vehicle,  but  there 
was  a significant  fall  in  F"E\'i  because  of 
the  sodium  cromoglycate  administered 
without  the  lactcise  vehicle.  Pre-treatment 
with  salbutamol  and  chlorphenipramine; 
prevented  the  fall  in  PEVi  after  al 
challenge  dose  of  sodium  cromoglycate.' 
Atropine  did  not  prevent  the  fall  in  FEVil 
under  the  same  conditions. 

ABS  I RACiT  OF  IN  EERES'E:  Lieber-( 
man,  A.,  et  al:  'Ereatment  of  Parkinson’s, 
Disease  with  Bromoc  riirtine.  A'  Eng  J Med\ 
295:1400-1404,  1976.  ' i 

six  month  trial  of  bromocriptine  in 
patients  whose  disease  was  progressing 
despite  levodopa  or  levodopa  carbidopa 
therapy  is  reported.  .Average  levodopa 
dosage  was  iOOOmg  per  clay,  while- 
levoclopa/carbidopa  therapy  averaged 
1300mg/100mg  (resjiec  tively)  per  clay. 
Bromocriptine  dosage  was  begun  at  5mg 
per  day  and  increased  by  5 — lOmg  per 
day.  At  a dose  ol  25mg  per  day,  it  became 
necessary,  because  of  side  effects  to  begin 
reducing  the  dosage  ol  levodopa  orj 
levodopa  carbiclo))a.  For  each  increment i 
ol  5 — lOmg  ol  bromocriptine  added,  the! 
levodopa  was  reduced  by  125  mg  and  the, 
carbidoira  by  12.5mg.  Maximum  dosage  of; 
bromocriptine  was  lOOmg,  with  a meani 
close  ol  57mg.  Fourteen  patients  partici-| 
patecl  in  the  trial.  Ten  patients  werel 
significantly  improved  with  regard  toi 
rigidity,  tremor,  bradykinesia,  and  gait.  In  j 
seven  of  these  ten  patients,  the  levodopa  j! 
carbidopa  therapy  was  eliminated.  Dosage’i 
of  bromocriptine  in  these  seven  patients[ 
was  70mg  per  day.  The  remaining  fourj 
patients  had  the  drug  discontinued. 
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rMA  Housestaff  Section 


The  following  is  a personal  viewpoint 
nd  is  not  to  be  construed  as  accepted 
olicy  of  the  Housestaff  Section. 


Society  seems  to  impute  a terrible 
onnotation  to  the  word  ‘monopoly.’  We 
iwell  in  thoughts  of  price  fixing,  inability 
!o  install  our  own  utilities,  having  no 
hoice  in  the  desired  market,  corruptive 
)ractices,  and  the  inhumane,  cruel  pros- 
)ects  of  being  preyed  upon  by  those  who 
Possess  control  of  a monopoly.  The 
greatest  collective  fear  of  any  monopoly, 
jrerhaps,  is  that  we  may  be  the  next  ones  to 
pse  out. 

' As  physicians  it  may  be  difficult  for  us 
o grasp  this  fear  in  terms  of  medicine. 
After  all,  we  are  the  possessors  of  the 
jnonopoly  of  health  services;  they  pose 
j/ery  little  threat  to  us  and  our  families. 
Before  we  become  appalled  at  the  thought 
jf  our  being  a monopoly,  let’s  decide  that 
we  are  not  meaning  to  imply  any  moral 
:onnotations  attached  to  monopolistic 
practice.  Let  us  consider  the  possession  of 
la  monopoly  with  no  sense  of  “goodness” 
or  “badness”  as  far  as  health  care  is 
concerned.  Instead,  we  shall  explore  the 
possibility  that  indeed  medicine  does  exist 
;as  an  economic,  if  not  legal,  monopoly. 

There  are  at  least  three  types  of 
monopolies.  These  accrue  from  a)  a 
(privilege  granted  by  the  government  (e.g., 
patents),  b)  the  possession  of  superior  skill 
lor  talent  (e.g.,  great  artistry),  or  c)  the 
lownership  (control)  of  key  resouces. 
iMedicine  does  not  lie  exclusively  within 
one  of  these  areas,  but  when  viewed  as  a 
combination  thereof,  can  be  shown  in 
I economic  terms  to  exist  as  a monopoly: 
licensure  is  the  privilege  granted  by  the 
government;  skill  or  talent  is  mostly 
limited  to  those  accepted  in  medical 
schools  and  ancillary  personnel  controlled 
mostly  by  physicians  (who  else  is  given 
permission  to  examine  patients  and  devise 


treatments,  thus  developing  skills  not 
ordinarily  available  to  the  rest  of  the 
citizenry?);  an  ownership  of  resources 
exists  in  the  form  of  the  “healing”  service, 
which  is  predominantly  controlled  and 
organized  by  physicians. 

That  health  care  services  are  controlled 
in  a closed  system  seems  too  obvious  to 
have  to  mention.  Information  and  skills 
are  the  cornerstone  of  medicine.  The 
access  of  the  general  public  to  true 
understanding  and  acquisition  of  this 
information  and  these  skills  is  extremely 
limited.  For  us  to  say,  “they  can  buy  the 
same  books  and  subscribe  to  the  same 
journals”  is  technically  correct,  but  suffers 
poorly  in  reality  testing.  Most  persons 
would  be  unable  to  decipher  these  texts  or 
journals  without  considerable  personal 
resource  allotment.  Furthermore,  most 
people  simply  are  not  anymore  interested 
in  studying  about  health  than  some  of  us 
are  about  learning  three  new  languages. 
Even  if  no  individual  were  interested  in 
knowing  all  there  is  to  know  about  a 
recently  acquired  illness,  or  making  a 
well-informed  decision  about  treatment, 
he  rarely,  if  ever,  can  divorce  his  feelings 
from  the  decision  which  is  applied  to  his 
family,  friends,  or  himself. 

An  additional  aspect  of  monopolistic 
tendencies  in  medicine  results  from  the 
considerable  restriction  of  competition  in 
health  care.  Admissions  to  medical  schools 
are  severely  limited  as  compared  to  the 
interest  of  the  qualified  to  attend.'  Licen- 
sure to  perform  certain  tasks  and  treat- 
ments maximally  restricts  what  non-MDs 
can  do.  Hospital  privileges  are  frequently 
approtioned  according  to  the  economic 
impact  they  may  have  on  those  physicians 
already  in  the  hospital. ^ Advertising  of 
health  services  is  prohibited,  thus,  decreas- 
ing a patient’s  awareness  of  any  differ- 
ences in  economic  or  qualitative  con- 
siderations of  a service.^ 

Beyond  licensure,  privileges,  access  to 
information,  skill  development,  and  ad- 
vertising, the  physician  is  in  a relatively 
unique  position  in  the  U.S.  economic 
system  in  that  he  is  the  essential  purchaser 


1.  There  were  42,303  applicants  for  15,351  admissions 
places  in  1976,  The  author  has  been  told  by  several 
admission  officers  that  an  estimated  75-80%  of  the 
applicants  would  be  qualified  for  acceptance  if 
there  were  sufficient  numbers  of  places  available. 

2.  For  example,  when  a new  neurosurgeon  comes  to 
town  and  there  are  already  two  with  plenty  to  do. 
they  do  not  want  another  neurosurgeon  around  to 
cut  down  on  their  patient  load  and  income.  This  is 
understandable  from  the  neurosurgeons  viewpoint, 
but  it  limits  the  patient’s  choices  and  could 
maintain  artificially  higher  prices  for  the  physi- 
cians services.  Similar  'share-of-the-pie'  disputes 
have  been  seen  in  the  recent  past  between  the 
development  of  family  practice  residencies  in  small 
communities  and  the  established  practitioners  of 
the  areas. 

3.  The  arguments  for  and  against  professional 
advertising  are  manifold.  There  is  little  doubt  that 
advertising  of  products  attempts  not  just  to  increase 
profits,  but  also  to  distribute  information  to  the 
public  in  terms  of  various  features  of  the  product — 
cost,  quality,  comparison  with  similar  products, 
etc. 


of  services  for  the  individual;  that  is,  he 
not  only  controls  access  to  the  system,  but 
controls  continued  utilization  of  his 
resources.  Through  inadvertent  comments 
or  poignant  deliberations  the  physician 
makes  it  known  that  the  patient  should 
have  come  in  sooner  (“Why  did  you  wait 
so  long  to  see  me?”),  later  (“Let’s  see  what 
happens  in  the  next  few  days.”),  or  not  at 
all  (“You  could  have  gotten  by  without 
this  visit.”).  This  is  an  extremely  high  cost 
for  information — frequently,  the  only  way 
a p>erson  knows  if  he  should  see  a 
physician  is  by  seeing  a physician.  The 
physician  prescribes  laboratory  and  x-ray 
examinations  not  otherwise  obtainable 
without  a doctor’s  request  and  then,  he 
controls  the  results  of  such  examinations 
as  to  exactly  what  the  patient  can  know 
even  though  it  is  the  patient  who 
pruchased  the  service.^  The  doctor  pur- 
chases expensive  new  equipment  and 
treatment  procedures  for  the  community. 
Finally,  he  determines  when  the  patient 
should  return  to  utilize  the  physician’s 
own  services  and  at  what  fee  that  service  is 
to  be  rendered.  As  Rashi  Fein,  reknowned 
health  economist,  sums  up,  “The  con- 
sumer’s utilization  of  services  is  largely 
dependent  on  physician  decisions.  The 
physician  (businessman)  is  one  of  the 
relatively  few  American  entrepreneurs 
who  can  expand  the  demand  for  his 
services  (and  without  advertising  or  at  the 
exp>ense  of  a competing  firm).”^  Further- 
more, the  physician  controls  my  access  to 
his  services  by  detailing  his  office  hours, 
denying  me  house  calls,  refusing  to  serve 
in  my  rural  area,  etc. 

Perhaps  a good  test  of  physician  control 
is  the  following:  I feel  ill.  I describe  my 
symptoms  and  signs  to  myself.  I look  up 
the  various  possibilities  for  the  cause  of 
these  symptoms  and  rationally  and  scien- 
tifically determine  that  my  illness  eman- 
ates from  a bacterial  infection.  (We  shall 
presume  that  I am  correct  in  my  interpre- 
tation.) There  is  no  way  I could  a)  confirm 
that  diagnosis,  or  b)  receive  appropriate 
treatment  because  of  my  lack  of  access  to  a 
laboratory  for  culture  and  sensitivity  and 
my  inability  to  obtain  the  appropriate 
antibiotic  without  a licensed  physician’s 
signature  on  the  prescription. 

Because  they  are  the  sole  sources  of  a 
particular  product  or  service,  non- 
governmentally  controlled  monopolies 
have  exclusive  control  for  the  quality  of 
that  product  or  service.  Though  Profes- 
sional Standards  Review  Organizations 
legislation  may  be  changing  the  scene  a 
bit,  physicians  are  still  the  controllers  of 


4.  After  most  testing  procedures  results  are  sent  only 
to  the  physician  for  "interpretation”  to  the  patient. 
Some  persons  may  present  well-substantiated 
arguments  for  such  tactics,  but  the  fact  is  that  it  is 
the  physician  who  controls  resources  of  purchasing 
and  revealing  the  results  of  such  services 

5.  Fein,  Rashi.  "On  achieving  access  and  equity  in 
health  care."  In  Economic  .Aspects  of  Health  Care, 
J.B.  McKinlev,  editor.  New  York:  Prodist.  1973.  p. 
42. 
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the  quality  of  care  given  to  their  patients. 
This  occurs  via  subtle  modes  (for  example, 
licensing  of  medical  schools  thus  pre- 
setting standards  of  education  and  man- 
dating certain  educational  particulars  as 
necessities  for  licensure)  as  well  as, 
through  more  open  methods  such  as 
development  of  standards  of  acceptable 
care  within  the  community.  These  stan- 
dards exist  not  solely  in  the  area  of 
hospitalization,  but  also  in  socialization 
through  validation  services  to  third  parties 
in  providing  judgment  concerning  a 
person’s  health  status.  Physicians  place 
the  particular  badge  of  sickness  or 
disability  or  health  on  the  frock  of  the 
patient  allowing  him  to  acquire  the 
benefits  of  Blue  Cross,  workman’s  com- 
pensation, or  a well-paying  job,  respec- 
tively. Society  has  culturally  imbued  this 
right  upon  the  physician.  And  the 
consumer  cannot  get  the  above-named 
benefits  without  physician  validation — 
another  aspect  of  the  control  of  the  health 
care  market  by  the  providers. 

Quality  of  care  is  not  an  easily  evaluated 
aspect  of  health  care  by  the  consumer. 
This  is  true  not  solely  because  of  his 
ignorance  of  the  medical  market,  but  also 
because  of  the  revolving  dispute  of  quality 
within  the  profession.  There  are  very  few, 
if  any,  illnesses  for  which  modes  of 
treatment  are  fully  accepted  by  all  prac- 
titioners. Even  where  they  are  well 
accepted,  they  are  not  necessarily  scien- 
tifically accurate.  Where  there  are  multiple 
modes  of  therapy,  how  often  do  we  give 
the  patient  the  choice  as  to  which  will  take 
precedence? 

Finally,  monopolistic  tendencies  in 
medicine  exist  by  the  industry’s  control  of 
prices.  Certainly,  this  author  does  not 
suggest  that  an  outright,  backroom, 
nefarious  conspiracy  exists  to  maintain 
prices  for  particular  services  at  relatively 
equal  levels  by  all  practitioners.  However, 
reality  suggests  that  prices  have  been 
supported  at  high  levels  by  various  subtler 
methods:  fear  of  ostracism  by  the  rest  of 
the  medical  community  for  charging 
lower  than  “acceptable”  prices  is  one. 
Others  include  the  publication  of  “sug- 
gested” relative  price  scales  by  several 
subspecialty  societies,  and  relative  re- 
imbursement scales  as  used  by  third  party 
payers. 

Normal  inflationary  trends  would  pre- 
dict physicians’  fees  have  risen  much  less 
than  they  have  in  the  past  quarter  century. 
Fuchs  states  that  “physicians’  fees  have 
risen  more  than  twice  as  fast  as  other 
consumer  prices  since  the  end  of  World 
War  II  and  . . . (physicians’)  incomes  have 
almost  doubled  in  the  last  decade.”®  The 
consumer  price  index  for  all  items  in  1974 

6.  Fuchs,  Victor.  Who  Shall  Live?  Health,  Economics, 
and  Social  Choice.  N.Y.:  Basic  Books,  1974.  p.  58. 
Note  that  in  contrast  to  the  rise  in  physicians'  fees, 
the  overall  consumer  price  index  increased  by  only 
36%  from  1965  to  1975. 

7.  Mason,  Henry  R.,  ed.  Socioeconomic  Issues  ol 
Health  75-76.  Chicago:  American  Medical  Associa- 
tion, 1976.  p.  171. 
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was  147.7,  whereas,  for  medical  care  it  rose 
to  150.5  and  for  physicians’  fees  159.1.’ 
Physicians  have  been  in  the  position  of 
getting  what  they  demand  for  their 
services  for  a long  time.  The  only 
exception  was,  of  course,  the  price  and 
wage  freezes  of  the  Nixonian  early  1970’s. 
Some  of  the  privileges  of  physicians  may 
be  slow'ly  edging  away  via  government 
bureaucratic  regulations  in  reimburse- 
ment practices  and  third  party  payer 
increased  involvement  with  consumers  in 
decision-making  positions. 

Up  until  this  point,  we  have  maintained 
an  assumption  that  the  health  care 
monopoly  is  not  necessarily  a ‘good’  or 
‘bad’  practice.  Through  restricted  entry, 
trade,  quality  assessment,  and  control  of 
continued  services,  we  have  seen  how  the 
health  care  establishment,  with  the  physi- 
cian as  its  team  leader,  has,  for  better  or  for 
worse,  cornered  the  market.  If  a value 
judgment  need  be  applied  to  this  situation 
(and  we  all  do  judge  either  complacently 
or  actively)  this  author  would  suggest  that 
the  overall  risks  of  the  health  care  system 
as  a self-controlled  monopoly  outweigh 
the  benefits  of  a centrally-controlled 
system.  Monetary  incentives  are  not 
necessarily  poor  incentives  for  advancing 
a cause.  However,  there  is,  and  needs  to  be, 
a point  past  which  society  will  not 
continue  to  purchase  such  high-priced 
services  without  demanding  greater  con- 
trol. Theodore  Roosevelt  elaborated  on 
this  when  he  stated  that  the  monopolistic 
tendencies  of  business  “.  . . must  never  be 
allowed  to  grow  stronger  than  the  state; 
they  must  yield  to  its  superior  moral 
force.”®  If,  because  of  the  existing  situ- 
ation, consumers  fear  that  they  will  not  be 
able  to  obtain  health  services  when  they 
need  them,  or  afford  them  once  they  are 
available,  or  control  their  own  bodies 
because  the  health  care  industry  has 
expropriated  the  autonomy  of  the  individ- 
ual, they  then  must  decide  to  remedy  the 
situation  via  publicly-mandated  govern- 
ment intervention.® 

We  have  not  touched  upon  the  reasons, 
many  well-founded,  that  the  various 
health  care  monopolistic  tendencies  have 
developed.  Certainly,  we  can  all  probably 
cite  cases  where  this  or  that  monopoly 
may  have  been  necessary  for  society’s 
well-being.  We  can  show  a case  of  this  or 
that  illness  wherein  the  patient  initiated 
and  maintained  full  autonomy.  But 
anecdote  distorts  the  broader  perspective 
achieved  when  we  step  back  to  view  the 
whole  picture.  That  picture,  this  author 
believes,  confronts  us  with  the  inescapable 
conclusion  that,  as  it  exists,  health  care  is 
an  economic  monopoly. 


8.  Hofstadier,  Richard.  The  American  Political 
Tradition.  New  York:  Vintage  Books,  1973.  p.  273. 

9.  See  my  previous  argument  "Rationale  for  Govern- 
ment Intervention  in  Health  Care”  in  Arizona 
Medicine,  November,  1976.  pp.  931-3.  In  this 
article,  I attempt  briefly  to  develop  the  interactions 
of  public  priorities  and  subsequent  control  by 
government  of  private  enterprise, 
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CONTROLLING  THE 

; 

SUPPLY  OFj 
HOSPITAL  BEOS 

JOHN  W.  KENNEDY,  M.D 


This  is  the  title  of  a report  just  released 
by  the  National  Academy  of  Sciences  and 
it  concluded  that  “significant  surpluses  of 
short-term  general  hospital  beds  exist  or 
are  developing  in  many  areas  of  the 
Ihiited  States  and  that  these  are  con- 
tributing significantly  to  rising  hospital 
costs”.  The  majority  opinion  offered  as  a 
solution  is  “an  overall  reduction  of  at  least 
10%  in  the  ratio  of  short-term  general 
hospital  beds  to  the  population  within  the 
next  5 years  and  further  significant 
reductions  thereafter”. 

Well,  this  will  be  music  to  the  ears  of  the 
Health  Planning  Agencies,  and  perhaps 
not  so  welcomed  news  to  the  hospital 
empire  builders.  The  report  further  urges 
the  health  planning  organizations  to  see 
the  light  and  use  the  influence  that  they 
possess  under  federal  and  state  health 
services  legislation  to  reduce  the  bed 
inventory;  this  is  the  interpretation  of  D.S. 
Greenburg  in  a recent  number  of  the  New 
England  Journal  of  Medicine. 

This  is  pointed  out  as  a possible  way  in 
which  the  inordinate  increase  in  hospital 
costs  could  be  limited,  simply  by  not 
supporting  unoccupied  beds. 

Then  it  is  hoped  that  within  a few  years 
there  would  be  waiting  lines  at  the 
hospital  doors  for  non-emergency  surgery. 

Everyone  is  looking  for  ways  to  reduce 
the  inordinate  increase  in  cost  of  medical 
care,  but  if  long  waiting  lines  at  the  doors 
of  hospitals,  waiting  for  elective  surgery  or 
medical  treatment,  if  this  was  the  means  of 
reducing  medical  care,  then  Great  Britain 
instead  of  being  bankrupt,  should  be  on  j 
easy  street.  Everyone  know's  that  the  1 
waiting  time  there  may  not  be  days  or  j 
weeks,  but  months  or  years  for  elective 


fl 
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titgery  and  yet  every  serious  student 
{knowledges  that  their  health  system  has 
len  a major  contributor  to  their  now 
(funct  economy. 

'Not  all  hospital  administrators  take 
l|Ch  a dim  view  of  this,  in  fact  R.M. 
t'lnningham,  Jr.  writing  in  “Modern 
^*alth  Care,”  a hospital-oriented  journal, 
rites  in  the  following  manner:  . . so 

I rat  a few  hospital  people  have  been 
(insidering  recently  is  the  advisability  of 
eking  up  the  ax  themselves.  What  if  we 
?re  to  declare  a moritorium  on  building, 
ating  the  HSA  or  state  agency,  or 
boever  it  may  be  to  the  punch?  We’d 
ive  a better  chance  of  being  selective,  of 
aking  sensible  rules  for  exceptions,  so 
e fewest  p>eople  would  get  hurt.  We 
auld  have  to  make  some  sacrifices,  and 
? would  have  a lot  of  problems.  But  we 
e going  to  have  the  problems  anyway 
id  we  would  look  a lot  stronger  that  way 
an  we  do  now. 

“And  what  if  we  took  the  initiative  in 
commending  elimination  of  unneeded, 
leconomic  hospitals?  Again,  we  would 
ake  some  enemies,  but  we  would  do  a 
‘tter  job  of  picking  the  places  that  ought 
' be  closed  than  anybody  else  can  do. 
rme  of  them  are  going  to  be  closed 
Iryway — some  already  have  been,  and  this 
nd  of  action  by  the  industry  itself  would 
ive  everything  about  our  cost  contain- 
lent  effort  a lot  more  substance  and 
edibility  than  any  of  it  has  now.” 
Returning  to  the  National  Academy  of 
:ience  report,  excerpts  from  it  state. 
Powerful  influences  exist  within  com- 
lunities  to  build  new  hospitals  or 
ospital  additions  and  to  keep  existing 
istitutions  fully  functioning  regardless  of 
leir  efficiency  or  their  financial  viability. 
Community  pride  is  having  a new' 
ospital — desires  of  consumers  and  phy- 
cians  to  have  the  best  possibility  facility 
anveniently  nearby — competition  among 
ospitals  to  have  the  latest  facilities  and 
.‘chnology.” 

“No  one  realizes  how  difficult  it  is  to 
lose  a bed.  A hospital  is  a monument  and 
ne  observer  noted  that  in  “Connecticut  it 
aok  10  years  to  close  two  of  the  state’s 
birty-five  maternity  units,  but  in  the 
aean  time,  two  others  were  created”. 

It  is,  indeed,  very  difficult  to  close  a 
lospital  bed,  and  a sacrosanct  hospital 
nay  not  be  closed  in  the  fair  state  of 
trizona  even  though  the  utilization  may 
le  less  than  50%,  if  we  can  judge  by  some 
>ast  experiences. 

A more  recent  cry  has  been  the  fear  of 
mpact  of  the  increased  placement  of  C.T. 
canners,  the  new  revolutionary  radio- 
raphic  diagnostic  unit.  The  proliferation 
if  these,  it  is  thought,  will  increase  health 
lill  in  Arizona  inordinately. 

Some  day  perhaps  we  will  have  to 
ecide  how  much  we  can  really  afford  for 
lospitals,  for  exotic  laboratory  and  radio- 
Taphic  tests  and  for  treating  incurable 
onditions. 


COMMENTS  FROM 
THE  AMA 


Our  profession  today  is  being  smeared 
by  a brush  that  has  gone  haywire. 

We  have  called  and  worked  for  crack- 
downs on  Medicaid-Medicare  fraud  and 
other  abuses  of  our  ethical  standards — yet 
we  are  being  tainted  with  “guilt  by 
association”  simply  because  the  abusers 
include  doctors. 

While  political  hay  is  being  made  out  of 
the  abuses,  our  efforts  against  them  are 
mostly  ignored  and  even  circumvented  by 
politicians.  Judicial  roadblocks  also  have 
been  placed  in  our  way. 

The  House  of  Delegates  of  the  American 
Medical  Association,  at  its  convention  last 
June,  urged  government  agencies  to 
prosecute  Medicaid-Medicare  defrauders 
with  due  speed  and  offered  the  Associ- 
ation’s cooperation. 

HEW  has  set  up  a special  fraud  office, 
and  Congress  this  autumn  provided  for  an 
Inspector  General  of  all  HEW  programs, 
particularly  Medicaid.  But  how  effective 
can  government  be,  aside  from  finger- 
pointing at  the  Medicaid-provider  in- 
comes and  televising  its  fists? 

Well,  Senator  Sam  Nunn  (D.-Ga.) 
recently  expressed  the  belief  that  fraud  is 
“pervasive  at  all  levels”  of  Medicaid 
administration,  including  HEW’s  pro- 
gram to  detect  it. 

James  H.  Sammons,  M.D.,  executive 
vice-president  of  the  AMA,  has  bluntly 
stated: 

“We  are  tired  of  doctors  being  made  the 
whipping  boy  by  publicity-seeking 
bureaucrats  and  politicians.  If  they  want 
to  clean  up  Medicare  and  Medicaid,  let 
them  go  after  the  Medicaid-mill  and 
nursing-home  operators  who  prosper  in 
every  major  city  with  political  protection. 
That’s  the  root  of  the  corruption  and  the 
fraud  and  abuse.” 

The  AMA  has  equipped  state  medical 
societies  with  two  pieces  of  model  legis- 
lation to  toughen  the  disciplinary  powers 
of  state  licensing  boards.  How  many  states 
have  adopted  them? 

Even  so,  license  revocations  and  other 
disciplinary  actions  reported  by  state 
medical  boards  jumped  from  179  in  1974 
to  246  in  1975  to  335  in  the  first  eight 
months  of  1976,  according  to  the  boards’ 
National  Federation.  And,  for  the  most 
part,  there  are  only  M.D.’s  on  those 
boards. 

Physician  members  of  the  PSRO  in 
New  York  County  have  tried  to  use  powers 
conferred  by  the  PSRO  law  to  control 
Medicaid-mill  abuses.  But  their  efforts 
have  been  stymied  by  state  and  city 
officials  or  by  the  courts. 


Some  politicians  choose  to  be  unaware 
that  medical  societies  have  conscientious, 
stringent  committees  on  credentials,  griev- 
ances, and  ethics. 

Let’s  work  as  best  we  can  with 
government  and  insurance  carriers  to 
show  our  concern — and  to  push  for  a 
cleanup. 


Letters  to  Editor 

J 


Dear  Colleagues: 

It  was  not  a shining  example  of  repre- 
sentative democracy.  The  terrible  truth  is 
that  it  was  an  even  worse  demonstration  of 
participatory  democracy. 

In  April,  1976,  the  Arizona  Medical 
Association’s  (ArMA)  House  of  Delegates 
voted  to  poll  the  state’s  physicians  for  an 
opinion  regarding  mandatory  member- 
ship in  the  American  Medical  Association 
(AMA).  Forty-three  percent  (43%)  of 
ArMA’s  physicians  responded  and  61.3% 
of  Arizona  doctors  (784  vs  448)  favored 
voluntary  membership.  The  ArMA  Board 
of  Directors  drafted  the  necessary  by-laws 
changes  and  called  the  delegates  to  meet 
November  20,  1976.  It  would  be  a natural 
assumption  that  if  the  House  of  Delegates 
asked  for  guidance  that  they  would  act 
accordingly;  thus  many  of  the  159  dele- 
gates and  directors  elected  to  skip  the 
special  meeting  at  ArMA  headquarters. 
Thereby  hangs  our  tail  (sic),  by  a vote  of 
32  to  24  a motion  to  maintain  the  status 
quo  was  passed. 

Please  note  the  issue  is  not  the  demise  of 
the  AMA!  Over  40  states  have  voluntary 
membership  and  the  AMA  is  stronger  than 
ever.  Some  physicians  feel  that  the  AMA  is 
stronger  and  acting  tougher  precisely 
because  its  mandatory  membership  cannot 
be  taken  for  granted  in  44  states. 

If  you  feel  that  your  worst  suspicions 
about  the  boys  in  the  back  room  at  ArMA 
have  been  confirmed,  don’t  bad  mouth 
your  state  officers  who  work  hard  in  trying 
times  with  no  recompense  and  little 
thanks.  Talk  to  your  ArMA  delegate  or 
become  one  yourself.  If  the  organization 
doesn’t  reflect  your  views,  then  get  a 
firmer  grip  on  the  handle  of  the  mirror. 

Perhaps  mandatory  membership  in 
AMA  is  what  we  want,  but  let’s  see  it 
affirmed  by  a vote  of  104  to  24  — not  32  to 
24  when  the  poll  says  “no”. 

Sincerely, 

Neil  O.  Ward,  M.D. 

ARIZONA  MEDICINE  -|05 


UNIFIED  MEMBERSHIP  — DOES 
MAJORITY  RULE? 

An  open  letter  to  the  Membership  of  the 
Arizona  Medical  Association. 

“THE  HOUSE  OF  DELEGATES  OF 
THE  ARIZONA  MEDICAL  ASSOCIA- 
TION, IN  A HISTORIC  SPECIAL 
MEETING  ON  NOVEMBER  20TH. 
VOTED  TO  RETAIN  THE  UNIFIED 
MEMBERSHIP  CONCEPT  WITH  THE 
AMERICAN  MEDICAL  ASSOCIATION. 
UNIFIED  MEMBERSHIP  MEANS 
THAT  WHEN  A PHYSICIAN  JOINS 
HIS  COUNTY  MEDICAL  SOCIETY, 
HE  AUTOMATICALLY  BECOMES  A 
MEMBER  OF  THE  ARIZONA  MEDI- 
CAL ASSOCIATION  AND  THE  AMER- 
ICAN MEDICAL  ASSOCIATION.” 

The  above  is  quoted  from  the  recent 
issue  of  “Medical  Memos”  published  by 
the  Arizona  Medical  Association. 

I would  like  to  point  out  some 
interesting  statistics  regarding  the  stance 
taken  by  the  House  of  Delegates  of  the 
Arizona  Medical  Association. 

A.  ARMA  poll  regarding  the  issue  of 
unified  membership  revealed; 

1.  Response  to  the  poll  was  43.7%. 

2.  Members  — 58.3%  opposed 
unification. 

3.  Non-members  — 78.6%  opposed 
unification 

By  contrast,  only  35.8%  of  the  House  of 
Delegates  voted  on  the  issue. 

1.  In  spite  of  the  above  mandate, 
57%  of  the  delegates  voted  to 
retain  unification. 

2.  If  one  were  to  exclude  the  vote 
cast  by  the  Board  of  Directors, 
the  vote  would  have  been  20  to  19 
against  unification. 

B.  Maricopa  County  Medical  Society 
poll  regarding  the  same  issue 
revealed: 

1 . 79%  opposed  unified  membership, 
yet 

2.  59%  of  the  delegates  from  Mari- 
copa County  voted  for  unification. 

C.  The  turnout  of  Delegates  who  voted 
on  this  important  issue  was  a 
relatively  poor  36%  (58  of  159).  Of  the 
potential  198  (delegates  plus  alter- 
nates) from  Maricopa  County,  a 
mere  22  or  11%  voted.  Pima  County 
vote  was  3 of  54  or  5.5%. 

Many  of  us  who  are  opposed  to  unified 
membership  are  against  it  for  the  very 
reason  demonstrated  by  what  has  just 
taken  place.  When  representatives  from 
any  organization  take  it  upon  themselves 
to  ignore  the  mandate  of  their  constitu- 
ents, then  that  organization  does  not 
deserve  the  support  of  the  membership. 


Let’s  not  have  “Big  Brother”  decide 
what  is  best  for  us.  Let  the  merits  of  each 
organization  determine  whether  an  indi- 
vidual physician  joins  and  financially 
supports  it,  rather  than  the  coercion 
imposed  upon  us  by  mandatory  unified 
membership. 

Respectfully  submitted, 

Howard  N.  Kandell,  M.D. 

Statistical  information  from  “Medical 
Memos”  ARMA  Correspondence  — 
12/3/76  Maricopa  County  Medical  Society 

For  additional  comments  on  this  sub- 
ject see  the  President’s  Page  January 
Arizona  Medicine,  page  18. 


Book  Review 


UNDERSTANDING  ARTHRITIS  AND 
RHEUMATISM 

Understanding  Arthritis  and  Rheuma- 
tism, by  Malcolm  V.  Jayson,  M.D.  and 
Allan  St.  J.  Dixon,  M.D.  New  York  City: 
Dell  Publishing  Co.  1 Dag  Hammarskjold 
Plaza.  Nov.  1976.  Pages  235.  $1.75  per 
paperback  copy. 

Any  paperback  volume  is  a bargain;  this 
particular  paperback  is  a great  bargain. 
For  less  then  the  price  of  a blood  and  guts 
improbable  story,  your  patient  can  get  a 
complete,  reasoned  approach  to  the  prob- 
lems of  arthritic,  rheumatic  persons, 
including  you  and  me. 

Enough  of  the  anatomy  is  given  so  that 
the  patient  with  back  and  neck  problems 
can  be  made  aware  if  what  supports  him, 
and  where  it  can  go  wrong. 

Every  reviewer  should  point  out  some 
fancied  error,  just  to  prove  that  he  actually 
read  the  book.  Under  the  chapter  on 
treatment,  mention  is  made  that  aspirin 
tablets  should  not  be  taken  more  than 
three  or  four  times  daily,  and  in  doses  of 
two  or  three  tablets.  What  a switch  from 
my  days  of  observing  at  West  London 
Hospital  Rheumatism  Clinic  (at  that 
time,  and  may  still  be,  the  largest  such 
clinic  in  the  world)  when  each  patient  was 
given  a bottle  of  1,000  aspirin  tablets  and 
instructed  firmly  to  take  at  least  16  tablets 
daily  or,  more  if  possible. 

The  two  British  rehumatologists  give  a 
good,  overall  view  of  the  recognition  and 
management  of  all  the  common  and  a few 
of  the  uncommon  musculoskeletal  dis- 
eases and  injuries.  You  can  readily  refer 
your  patient’s  questions  to  this  book,  with 
assurance  that  only  approved  forms  of 
treatment  are  included. 

One  very  helpful  section  for  the  patient, 
and  the  physician’s  overworked  secretaries 
and  nurses,  is  that  which  lists  all  firms  and 
sources  of  help  and  products  for  the 
arthritic  person. 

RALPH  L.  GORRELL,  M.D. 
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Topics  Of 
Current 

Medical  Interest 


SOLAR  KERATOSIS 


Solar  keratosis  is  one  of  the  mo;! 


common  skin  diseases  of  the  aged  and  i|[ 

a|i 


Ui 


fti 


said  to  be  often  misdiagnosed,  and  a 
everyone  who  follows  the  art,  here  in  th 
sun  country  is  aware,  it  is  indeed  ver, 
common  amongst  all  ages  and  th 
intensity  of  the  sun  here  accelerates  it 
growth. 

The  lesions  of  solar  keratosis  ai 
carcinoma  insitu  and  the  atypical  cells  arj  ^ 
confined  to  the  epidermis  and  do  ncl 
invade  the  dermis  according  to  thi 
authority.  Once  a biopsy  has  confirmei 
the  solar  keratosis  diagnosis  the  lesion 
may  be  treated  either  with  simple  excision 
electrodessication  and  curettement,  o 
tropically  with  5-fluorouracil.  ||,,, 

The  patient  should  be  seen  in  six  week 
after  treatment,  if  any  lesions  persist,  thes 
should  be  biopsied  and  excised  or  treatei 
with  electrodessication. 

So  then  keratosis  is  not  biologicall 
aggressive,  and  even  if  the  lesions  do  breal 
through  the  basement  membrane  aiK 
develop  into  squamous  cell  carcinoma 
they  are  easily  treated  with  more  con 
ventional  local  surgical  excision. 
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II 


DON’T  USE  ZEPHIRAN! 

Zephiran,  Detergicide,  Prep-Swab — all 
are  aqueous  quaternary  ammonium  anti-  v 
septics,  and  all  permit  the  growth  oli 
organisms,  it  has  been  established  by  the  ^ 
Center  for  Disease  Control,  U.S.  Public 
Health  Service. 

Dixon  et  al  in  J.A.M.A.,  Nov.  22,  1976 
report  that  the  use  of  such  antiseptics  w'as 
followed  by  many  instances  of  local  and 
blood  stream  infection.  Prep-swabs  were 
found  to  be  contaminated  even  in  the 
original,  unopened  containers.  “Disin- 
fectants may  actually  be  the  source  of 
infections  because  they  themselves  can 
support  the  growth  of  certain  bacterial 
species.” 

What  to  use  as  antiseptic:  Iodine  and 
alcohol  are  effective  agents  that  can  be 
used  for  most  antiseptic  purposes.  Either 
the  tincture  of  iodine  with  alcohol  or  as  a 
mixture  of  1 to  3%  iodine  in  70%  ethyl  or 
isopropyl  alcohol  has  a broad  antimicro- 
bic  spectrum  with  short  contact  times,  and 
little  likelihood  of  becoming  contamin- 
ated. Also,  the  newer  iodine  iodophors 
may  be  used,  thus  avoiding  any  adverse 
reaction  to  iodine,  and  also  may  be  used 
on  mucosa.  | 
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Abstracts 


irepared  by 

lALPH  L GORRELL,  M.D. 


WHEN  A PHYSICIAN  GOES 
i|  THROUGH  LABOR 

; Most  physicians,  being  men,  know  of 
jibor  and  delivery  only  second  hand  and 
fom  what  they  read  in  books.  Most 
ledical  authcrrs,  being  men,  tend  to 
(liderestimate  the  distress  and  pain  of 
Hi  very. 

' \'ery  few  doctors  have  undergone  three 
bors,  one  fully  sedated  and  two  with 
itle  medication.  Joni  Magee'  well  de- 
I ribes  the  plight  of  the  parturient:  Paying 
great  deal  of  attention  to  the  mother 
Hps  the  fetus  because  during  pregnancy, 
jititudes  arise  that  will  color  the  life  long 
lationship  between  mother  and  child. 
She  tells  the  obstetrician  to  act  as  if 
[javing  a baby  is  a very  exciting  event 
jccause  too  many  doctors  tend  to  follow  a 
n routine. 

I She  also  cautions  that  the  obstetrician 
liould  explain  every  step  in  pregnancy 
■nd  delivery  to  the  patient,  without 
Waiting  for  the  patient  to  ask.  Explain 
hat  the  nagging  pain  under  the  left  rib  is 
!ue  to  the  fetus’  foot  and  tell  her  that  she 
jan  push  it  away,  if  she  likes, 
j She  pleads  for  opportunities  for 
motional  release,  even  if  it  means  crying 
■ut  or  .screaming  during  labor.  She  asks 
he  doctor:  What  is  w'rong  with  noise? 
)oes  screaming  hurt  the  patient?  Does  it 
nterfere  with  your  carrying  out  your 
irocedure?  “Not  unless  it  makes  you  feel 
;uilty  and  nervous.”  She  has  a good  point 
here.  Doctors  tend  to  order  analgesics 
vhen  the  laboring  woman  becomes  noisy, 
o assuage  their  fears  rather  than  the 
tatients. 

At  the  beginning  of  descent  of  the  head, 
he  patient  feels  as  if  the  hips  are  being 
)ushed  apart  from  the  inside  and  some- 
hing  appears  to  be  shoving  the  pubis  and 
tackbone  apart,  also. 

“My  fantasy  at  this  point  was  that  a 
our-armed  traffic  cop  stood  at  an  inter- 
ection  signaling  STOP  to  traffic  in  all 
iirections;  this  is  a surprising  feeling  but 
lot  a worrisome  one  if  the  patient  is  told 
ibout  it,  prepared  for  it.” 

She  writes  that  when  the  head  is  on  the 
lerineum,  she  did  have  the  sensation  of 
irge  to  defecate  but  she  said  far  more 
rowerful  was  the  sensation  of  a bowling 
lall,  .scrapes  over  the  bladder,  fills  the 
'agina  and  stretches  the  labia  until  it  feels 
IS  if  it  would  explode.  This  is  tiever  told  in 
rrenatal  classes. 


After  the  delivery  she  noted  hyper- 
esthesiae.  Even  the  physician  feeling  the 
fundus  was  painful,  and  delivery  of  the 
placenta  felt  like  a tank  going  over  the 
abdomen.  This  hyper-reactivity  always 
surprises  the  physician,  she  has  found. 

Strangely  enough,  even  though  she  is 
opposed  to  analgesics  during  labor,  she 
feels  very  strongly  that  they  should  be 
given  for  after  pains,  every  six  hours, 
before  the  real  pains  begin. 

Myths  in  medicine  die  hard.  My 
gynecology  text  in  medical  school  in- 
formed me  that  the  cervix  had  no  nerve 
supply  that  carried  pain  fibers.  It  took  me 
some  time  in  the  clinic  before  I learned 
that  cervical  biopsies  and  coagulations  are 
not  painless.  Now  if  a woman  had  written 
that  book  . . . 

1.  Magee,  Joni:  Labor,  What  the  Dot  tor 
Learns  as  a Patient.  The  Female  Patient: 
1:27-31  (Dec.)  1976. 


UNEXPECTED  CARDIAC  ARREST 
DURING  ANESTHESIA  AND 
“MINOR”  SURGERY 

Sudden,  unexpected  cardiac  arrest 
occurred  in  a series  of  patients  while  being 
anesthetized  and  operated  upon,  most  of 
whom  were  in  good  health  and  -10°i  of 
whom  were  being  operated  upon  for 
minor  conditions.  The  cause:  Lack  of 
oxygen  due  to  respiratory  failure  (lack  o( 
intubation,  inappropriate  use  of  muscle 
relaxatits,  obesity,  hypoventilation  due  to 
repeated  do.ses  of  thiopental  or  narcotics). 
How  to  avoid:  Routine  use  of  precordial 
stethoscope,  to  detect  both  cardiac  and 
pulmonary  sounds. 

Taylor,  Gordon  et  al:  I'nexpected 

Cardiac  Arrest.  JAMA  236:  2756-2760  (Dec. 
13)  1976. 


INCREASING  USE  OF 
METRONIDAOLZE  (FLAGYL) 

AS  AN  ANTIBIOTIC 

Metronidazole  (Flagyl)  has  beeti  an 
established  oral  treatment  for  tiichomoni- 
asis  for  16  years.  In  the  last  several  years,  it 
has  been  shown  to  be  effective  and  with 
few  side  effects  in  the  treatment  of  amebic 
dysentery  and  amebic  hepatic  abscess. 
Kane'  states  that  it  is  highly  effective 
against  anaerobic  bacteria,  including 
those  frequently  isolated  from  hepatic 
abscesses.  This  author  did  demonstrate 
that  it  should  not  be  used  as  a therapeutic 
test  of  the  presence  of  amebiasis. 

1 . Kane,  James  et  al:  Metronidazole  and 
Hepatic  Abscess.  JAMA  236:2653-2654 
(Dec.  8)  1976. 
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THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE 
BEEN  EDITED  TO  CONSERVE  SPACE.  A COMPLETE 
COPY  OF  THE  MINUTES  OF  ANY  MEETING  WILL  BE 
MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 

HEALTH  MANPOWER  COMMITTEE 

Meeting  of  the  Health  Manpower  Committee 
of  the  Arizona  Medical  Association,  held 
Wednesday,  September  22,  1976,  at  810  West 
Bethany  Home  Road,  convened  at  7:00  p.m., 
Louis  C.  Kossuth,  M.D.,  Chairman,  presiding. 

ARIZONA  HEALTH  SERVICE  CORPS 

Proposal  for  a planning  grant  from  Depart- 
ment of  Health,  Education  & Welfare  was 
reviewed.  Dr.  Nichols  reported  that  it  appears 
quite  favorable  that  the  planning  funds  will  he 
granted  to  the  ArMA  Foundation. 

HEALTH  MANPOWER  NEEDS 

Dr.  Kossuth  reported  briefly  on  determina- 
tion of  health  manpower  needs  and  the 
difficulty  in  assessing  true  need.  It  was 
determined  to  write  the  Arizona  Department  of 
Health  Services  urging  them  to  address  this 
matter,  and  also  to  develop  a Health  Manpower 
Inventory  for  Arizona,  hopefully  prior  to  the 
Sixth  Annual  Rural  Health  Conference  next 
year. 

SIXTH  ANNUAL  RURAL  HEALTH 
CONFERENCE 

Outline  of  proposed  program  format  was 
presented  by  Drs.  Nichols  and  Kossuth.  Also 
discussed  was  financial  suppwrt  for  the  con- 
ference. In  previous  years  it  has  been  financed 
by  the  LIniversity  and  the  Regional  Medical 
Programs,  with  some  support  from  other 
sources,  including  a grant  from  the  University 
of  LItah.  A registration  fee  has  been  charged 
also. 

It  was  suggested  that  support  be  sought  from 
Health  Systems  Agencies  and  from  ArMA,  as 
well  as  the  College  of  Medicine  and  the  College 
of  Agriculture  at  the  University  of  Arizona. 

IT  WAS  MOVED  AND  CARRIED  THAT 
THE  HEALTH  MANPOWER  COMMITTEE 
RECOMMEND  THAT  THE  ARIZONA  MED- 
ICAL ASSOCIATION  SPONSOR  THE 
SIXTH  ANNUAL  ARIZONA  HEALTH 
CONFERENCE. 

IT  WAS  MOVED  AND  CARRIED  THAT 
THE  HEALTH  MANPOWER  COMMITTEE 
AUTHORIZE  THE  EXPENDITURE  OF  UP 
TO  $1,500.00  OF  BUDGETED  COMMITTEE 
FUNDS  FOR  THE  SUPPORT  OF  THE 
SIXTH  ANNUAL  ARIZONA  RURAL 
HEALTH  CONFERENCE,  AND  THAT  THE 
PRESIDENT  OF  ArMA  BE  ASKED  TO 
SOLICIT  FUNDS  FROM  OTHER  IN- 
TERESTED PARTIES  AS  DISCUSSED  IN 
THIS  MEETING. 

PHYSICIAN  EXTENDERS 

It  was  pointed  out  by  Dr.  Kossuth  that 
malpractice  insurance  companies  are  looking 
into  p>ersonnel  such  as  Physician’s  Assistants 
and  Nurses  in  the  Extended  Role  with  a view  to 
surcharging  physicians  employing  such 
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personnel.  Further  discussion  is  urged  with  the 
Pharmacy  Board,  the  Board  of  Nursing  and  the 
Joint  Boards  for  Physician’s  Assistants  in 
developing  legislation  regulating  these 
personnel. 


EXECUTIVE  COMMITTEE  OF  THE 

HOUSESTAFF  SECTION 

Meeting  of  the  Executive  Committee  of  the 
Housestaff  Section,  held  Saturday,  October  9, 
1976,  at  810  West  Bethany  Home  Road, 
Phoenix,  convened  at  11:00  a.m.,  H.  G.  Butler, 
M.D.,  Chairman,  presiding. 

IMPAIRED  PHYSICIANS 

Corky  Butler  introduced  the  subject  of 
problems  of  dealing  with  a housestaff  member 
with  drug,  alcohol  or  other  emotionally 
disturbed  problems.  The  Physician  Rehabili- 
tation Committee  of  ArMA  was  discussed. 

IT  WAS  MOVED  AND  CARRIED  TO  ASK 
FOR  A RESIDENT  MEMBER  ON  THE 
PHYSICIAN  REHABILITATION  COMMIT- 
TEE OF  ArMA.  AS  WELL  AS  POSSIBLE 
CONSIDERATION  OF  A MEMBER  WHO  IS 
A DIRECTOR  OF  MEDICAL  EDUCATION. 

It  was  suggested  that  AMSA  representatives 
be  approached  to  determine  if  they  have  any 
mechanism  for  helping  the  emotionally  dis- 
turbed student. 

HOUSESTAFF  BROCHURE 

Proposed  copy  for  the  housestaff  brochure 
was  reviewed  and  a number  of  changes 
suggested.  The  revised  copy  will  be  sent  to  the 
Public  Relations  Consultant  for  further  refin- 
ing, and  for  layout  suggestions. 

1977  ANNUAL  MEETING 

Date  of  Saturday,  April  23,  1977,  was  selected 
for  the  annual  meeting  of  the  Section. 

It  was  suggested  that  a possible  program 
might  be  to  invite  Dan  Asimus,  Chairman  of 
the  PNHA,  and  Gaylord  Nordine,  Chairman  of 
the  IRBS  to  be  guest  speakers. 

A ptossible  meeting  format  suggested  is  a late 
afternoon  business  meeting,  with  cocktails  and 
dinner  and  after-dinner  speakers. 

It  was  suggested  that  wives  be  invited,  and 
plans  be  made  for  pooling  transp>ortation  from 
Tucson. 


EXECUTIVE  COMMITTEE 

The  meeting  of  the  Executive  Committee 
of  the  Arizona  Medical  Association,  Inc.  held  at 
810  West  Bethany  Home  Road,  Phoenix, 
Arizona  on  Friday,  November  19,  1976  con- 
vened at  6:39  p.m.,  Edward  Sattenspiel,  M.D., 
president  and  chairman,  presiding. 

“HIGH  RISK  DIVORCE” 

The  resolution  submitted  to  the  Board  of 
Directors  by  the  Mohave  County  Medical 
Society  on  October  2,  1976  which  reads  as 
follows: 

"WHEREAS,  The  divorce  rate  in  Arizona  is 
the  second  highest  nationally  in  1975;  and 

WHEREAS,  The  divorce  rate  jumped  52%  in 
Maricopa  County  and  67%  in  Pima  County 
between  1970  and  1975.  Yavapai  County  had  a 
105%  increase  in  filings  and  Mohave  County 
had  the  highest  increase,  with  a 149%  jump;  and 

WHEREAS,  Gov.  Raul  Castro  has  establish- 
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ed  a task  force  for  the  preservation  of  marriage 
and  family,  headed  by  Pima  County  Concili- 
ation Court  Judge  Norman  S.  Fenton;  and 
WHEREAS,  Physicians  are  intimately  con- 
nected with  problems  of  the  family,  which  may 
eventually  lead  to  divorce;  therefore  be  it 
RESOLVED,  That  an  Ad  Hoc  committee  be 
appointed  by  the  President  of  ArMA  to  aid  the 
Governor’s  Task  Force;  and  be  it  further 
RESOLVED,  That  this  Committee  have 
representation  from  the  various  counties  in  the 
State  of  Arizona  to  present  their  individual 
problems  and  plans  for  the  future.” 
and  which  was  referred  to  the  Executive 
Committee  was  discussed  in  detail. 

IT  WAS  MOVED  AND  CARRIED  TO 
INQUIRE  OF  JUDGE  NORMAN  S.  FEN- 
TON IF  THIS  ASSOCIATION  COULD  BE 
OF  ASSISTANCE  TO  HIS  TASK  FORCE’S 
EFFORTS. 

PUBLICATION  OF  EXEMPTIONS  FROM 
PAYING  DUES  AND  ASSESSMENTS 

Mr.  Robinson  reported  that  a complaint  had 
been  received  as  a result  of  publishing  minutes 
of  meetings  in  which  exemptions  from  pay- 
ment of  dues  and  exemptions  appeared.  That 
this  procedure  had  caused  embarrassment  for 
one  of  the  members. 

IT  WAS  MOVED  AND  CARRIED  TO 
DELETE  FROM  THE  MINUTES  OF  THE 
BOARD  OF  DIRECTORS,  AND  OTHER 
COMMITTEES,  REFERENCE  TO  ACTIONS 
WHICH  PROVIDE  EXEMPTIONS  TO 
PAYMENT  OF  DUES  AND  ASSESSMENTS 
BEFORE  THOSE  MINUTES  ARE 
PUBLISHED  IN  ARIZONA  MEDICINE. 

MALPRACTICE  ASSESSMENT 

Status  Report  as  of  11/12/76 

Mr.  Robinson  reported  that  as  of  November 
12,  1976,  a total  of  5187,370.00  had  been 
collected  from  the  1976  Malpractice  Assessment 
as  follows: 


Robinson  pointed  out  that  it  has  been  t 
practice  in  recent  years  for  the  Associatii 
to  NOT  set  up  prgrams  that  knowing 
compete  with  programs  sponsored  by  t 
component  county  medical  societies.  I 
pointed  out  that  both  Maricopa  and  Pit; ; 
County  Medical  Societies  have  sponsor,  » 
Foundations  for  Medical  Care  which  of:  ^ 
such  health  insurance  programs 
physicians. 

It  was  determined  that  we  shoe 
explore  with  the  two  foundations  t 
concept  of  expanding  their  programs 
that  they  could  be  made  available  ^ 
physicians  in  the  other  twelve  countie  s: 

William  E.  Crisp,  M.D.  ® 

Secretary 

by  » 

Bruce  E.  Robinson  [ 

Executive  Director  iiu 

BOARD  OF  DIRECTORS 

The  meeting  of  the  Board  of  Directors  of  t 
Arizona  Medical  Association,  Inc.  held  at  8 Ik 
West  Bethany  Home  Road,  Phoenix,  Arizo 
on  Saturday,  November  20,  1976,  a quoru  ^ 
being  present,  convened  at  10:42  a.m.,  Edwa  ^ 
Sattenspiel,  M.D.,  president  and  chairma  \\ 
presiding. 

ArMPAC  ™ 

Dr.  Langston  reported  on  the  outcome  of  il®' 
recent  election  indicating  that  the  Candida 
supported  b>  .•\ri\IP.'\C,  both  Democrats  a 
Republicans,  were,  with  few  exceptions,  elect  I*' 
He  ptointed  out  that  legislators  truly  listen 
people  who  have  contributed  to  th 
campaign,  that  contributions  do  open  dooj  ^ 

Dr.  Langston  reptorted  further  on  ■ 
declining  membership  problem  and  the  neec 
return  to  joint  billing  at  both  major  cour  ^ 
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1873 
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93 

1966 
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medical  societies.  He  futher  recounted  rece 


Mr.  Robinson  recommended  that  Mrs. 
Coumbe  would  participate  in  the 
INTRAV  Black  Sea/Greek  Isles  Air-Sea 
Cruise,  May  9-22,  1977  — APPROVED 

ArMA  SPONSORED  HEALTH 
INSURANCE  PROGRAM 

Dr.  Kahle  pointed  out  that  there  is  a real 
need  for  an  Association  sponsored  health 
insurance  program  for  physicians’  offices 
who  have  recently  experienced  to  100%  + 
Blue  Cross/Blue  Shied  rate  increase.  Mr. 


meetings  between  AMPAC  legal  counsel  a 
local  legal  counsel  over  the  issues  and  problei 
caused  by  the  Federal  Election  Commissii 
regulations  which  have  become  volunious  ai 
very  cumbersome. 

BOARD  OF  DIRECTORS 

Auxiliary  Report 

Mrs.  George  L Hoffmann,  President  of  t 
ArMA  Auxiliary  reported  as  follows: 

“We  have  set  strong  goals  for  the  1976- 
Auxiliary  Year  . . . Communications  at 
Reorganization  for  the  efficient  functioning 
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le  ArMA  Auxiliary.  The  auxiliary  needs  to  be 
exible  and  it  is  time  for  changes.  Although  we 
ad  to  change  our  name  . . . dropping  the 
i'oman  from  ArMA  Auxiliary  ...  it  is  the  wife 
f the  physician  who  is  the  active  working 
lember.  And  the  physician’s  wife  of  1976  is  not 
1C  same  doctor’s  wife  most  of  you  knew  15 
ears  ago.  Through  no  fault  of  our  own,  we 
ind  the  word  “equality”  means  many  things  to 
ifferent  women.  With  these  changes  in 
jttitudes  . . . especially  in  the  young  doctor’s 
/ife  arriving  new  into  the  medical  community 
nd  to  the  wife  who  has  returned  to  school  or 
(le  business  community  ...  we  find  there  are 
hanging  priorities.  So  with  this  background 
acing  us  this  year,  we  sought  change  in  the 
|tate  auxiliary  through  some  definite  methods. 

On  the  business  side,  we  brought  about  a 
tame  change,  incorporation  and  have  applied 
or  non-profit  status  with  the  IRS  and  the  Post 
pffice. 

! Exchange  of  information  has  been  produced 
hrough  new  typtes  of  meetings  being  held  this 
■ear.  Two  such  meetings  were  held  recently  . . . 
i Newsletter  Workshop  involving  county 
icwsletter  editors  and  a County  President’s 
Meeting  held  just  last  week. 

We  are  beginning  to  identify  some  of  the 
Hoblems,  and  with  identification  we  feel  that 
ve  can  then  seek  some  solutions. 

We  have  inflation  {problems  just  as  you  do. 
!)ur  dues  are  unable  to  keep  up  with  expenses. 
For  instance  as  state  officers,  we  all  feel  the  need 
o take  from  our  own  piockets  in  order  to  assure 
;omething  will  be  done  well  . . . this  in  addition 
o what  has  been  budgeted  for  the  year.  .\s  state 
iresident,  1 expect  to  s|H-nd  several  hundred 
lollars  over  my  budget  . . . this  will  come  out  of 
my  own  pjersonal  funds. 

Our  dues  will  be  increased  by  only  S2.00  ferr 
next  year’s  budget  because  erf  s]x-cific  reasons, 
but  this  year,  w-e  had  to  reduce  the  C;aduceus 
Crier  to  only  3 issues.  And  there  is  an  obvious 
need  for  a pjaid  executive  to  serve  the  auxiliary. 
The  size  of  the  organization  in  addition  to  the 
increasing  activities,  is  Ix-cominga  Inirdeti  that 
very  few  auxiliary  tnembers  will  wish  to  take  on 
in  future  years.  It  is  almost  an  itri|X)ssibility  to 
be  a homemaker  and  to  keep)  upj  with  the  prapjet 
work  and  executive  duties  of  the  piresident. 

We  will  cotitinue  with  our  reorganization 
during  this  winter  and  sprring.  All  ready  we  are 
beginning  to  see  the  benefits  of  dec  isions  made 
to  dropr  this  committee,  combine  those,  and 
revaluate  others  ...  an  examprle  of  the  latter  is 
the  Hamer  Education  Loan  Fund  which  is  still 
I being  studied. 

,Sui  veys  for  community  needs  are  being  clone 
in  all  6 organized  couttties,  hopx-fully  by  the  end 
of  this  Auxiliary  ^'ear  . . . we  will  know  what 
areas  need  the  help)  of  the  medical  auxiliary, 
rite  auxiliary  is  the  pthysician's  most  edective 
Public  Relations  system  . . . we  know  this  and 
hopx'  that  you  know  it.  too.” 

It  was  recoinmencled  that  the  Fitiance 
Clcmimittee  consider  doubling  the  Assex  iation's 
contribution  to  the  Auxiliary. 

EXECUTIVE  COMMITTEE 

Membership  Cla.ssification  Changes 
Approved 

.Maricopia  C^ounty  .Medical  Society 

a.  Edward  Bregman,  M.D.  — .\ctive  to  ,\sscxi- 
ate  — .\ccoimt  Illness  — Dues  F.xemprt  — 
Effective  1 1/77 

b.  Duke  A.  Dent.  M.D.  — .Service  to  .Active 
Over  70  — Accoutit  .Age  — Dues  Exemprt  — 
Effective  1/1  77 


c.  Ronald  S.  Haines,  M.D.  — Active  to 
Associate  — Acctnmt  Retirement  — Dues 
PNemprt  — Effective  1 1 77 

d.  .Allat)  J.  Lewis,  M.D.  — .Active  to  Associate 

— Account  Retirement  — Dues  Exemprt  — 
Effective  1 1 77 

e.  Edward  Roth.  M.D.  — .Active  to  .Ac  tive  Over 
70  — Account  Age  — Dues  Exemprt  — Effec  tive 
1 1/77 

f.  James  C.  Wooton,  M.D.,  — Active  to 
Associate  — Account  Retirement  — Dues 
Exempt  — Effective  1 1/77 

Pima  County  Medical  .Society 

a.  Olga  E.  Allers,  M.D.  — Active  to  Associate 

— Account  Retirement  — Dues  Exemprt  — 
Effective  1 1/77 

b.  William  ,A.  Orllins,  Jr.,  M.D.  — Active  to 

Associate  — Account  Retirement  — Dues 

Exempt  — Eff.  1/1/77 

c.  William  L.  Cioerdin,  ,M.D.  — .Active  to 

Associate  — .Account  Retirement  — Dues 

Exemprt  — Effective  1/1/77 

d.  Darrell  E.  Hayhurst,  M.D.  — Ac  tive  Over  70 
to  50  Year  Club  — Reepuirements  met  — Dues 
Exemprt  — Effective  1/1/77 

e.  Foster  L.  .Me .Millan.  M.D.  — New  .Member  as 

Associate  — .Account  Retirement  — Dues 

Exemprt  — Effective  11/20/76. 

f.  Walter  C.  Rogers,  M.D.  — .Ac  tive  to  .Associate 

— Account  Retirement  — Dues  Exemprt  — 
Effective  1/1/77 

g.  William  B.  Steen.  M.D.,  — Active  to 

Associate  — Account  Retirement  — Dues 

Exemprt  — Effective  I 1/77 

h.  Milton  .Semoff,  M.D.  — Active  ter  Asscrciate 

— Account  Retirement  — Dues  Exemprt  — 
Effective  1/1/77 

Santa  Cruz  County  Medical  Society 

a.  Deward  G.  Mcrody,  M.D.  — Active  to 

Associate  — Account  Retirement  — Dues 

Exempt  — Effective  1 1 77 

b.  Charles  S.  Smith,  M.D.  — Active  to 

Associate  — Account  Retirement  — Dues 

Exempt  — Effective  1 1/77 

c.  Juan  S.  Gonzalez,  M.D.  — Active  Over  70  to 
50  Year  Club  — Requirements  met  — Dues 
Exempt  — Eff.  1 1 77 


FINANCE  COMMITTEE 

Dr.  Clymer  reprorted  on  the  financial  state- 
ment for  the  preriod  ending  10/31  76.  He  also 
pointed  out  that  every  facet  of  the  organization 
has  undergone  the  zero-based  budget  process  in 
preparation  for  the  compilation  of  the  1978 
budget  which  will  be  presented  to  the  Board  of 
Directors  at  their  next  meeting  on  February  26, 
1977. 

Mr.  Robinson  responded  to  questions  raised 
about  his  narrative  dealing  with  the  balance 
sheet. 


GRIEVANCE  COMMITTEE 

Continuing  Medical  Education  Requirement 
In  meeting  October  9,  1976  the  Grievance 
Committee  of  this  Association  reviewed  recom- 
mendations of  the  Medical  Education  Commit- 
tee regarding  physicians  who  were  reported  as 
delinquent  in  meeting  their  1974  and  1975 
continuing  medical  education  requirements  to 
maintain  membership  in  this  Association  and 
submitted  a list  of  those  who  have  not 
complied. 

IT  WAS  MOVED  AND  CARRIED  THAT 
THE  FOLLOWING  PHYSICIANS  WHO 


HAVE  NOT  COMPLETED  THEIR  CME 
REQUIREMENTS  AND  WHO  HAVE  NOT 
RESPONDED  TO  CORRESPONDENCE  BE 
DROPPED  FROM  MEMBERSHIP  AS  OF 
12/31/76: 

Thomas  E.  Cosmas,  M.D. 

Benjamin  T.  Edwards,  M.D. 

William  H.  Lawson,  M.D. 

William  W.  McKinley,  Jr.,  M.D. 

Phillip  E.  Rice,  M.D. 

C.  Jack  Snider,  M.D. 

George  H.  Yard,  M.D. 

Reprorting  to  BOMEX 
Considerable  discussion  ensued  over  the 
problem  of  reporting  or  not  reporting  the  above 
to  the  Board  of  Medical  Examiners. 

IT  WAS  MOVED  AND  CARRIED  TO 
REPORT  TO  THE  BOARD  OF  MEDICAL 
EXAMINERS  ALL  ARMA  MEMBERS  WHO 
HAVE  COMPLETED  THEIR  1974  AND  1975 
CME  REQUIREMENT  TO  MAINTAIN 
MEMBERSHIP  IN  ARMA. 

Mary  M.  Fairbanks  vs.  George  B.  Ely,  M.D. 

Dr.  Scott  reviewed  the  details  of  the  above 
case  and  reprorted  the  recommendation  of  the 
Grievance  Committee  to  the  Board. 

IT  WAS  MOVED  AND  CARRIED  THAT 
IN  THE  APPEALED  CASE  OF  MARY  M. 
FAIRBANKS  VS.  GEORGE  B.  ELY,  M.D., 
THE  DEFENDANT  (GEORGE  B.  ELY,  M.D.) 
IS  INNOCENT  OF  THE  CHARGE  AND 
THAT  NO  FURTHER  ACTION  BE  TAKEN. 


HEALTH  MANPOWER  COMMITTEE 

Sixth  Annual  Arizona  Rural  Health  Conference 
IT  WAS  MOVED  AND  CARRIED  TO 
SPONSOR  THE  SIXTH  ANNUAL  ARI- 
ZONA RURAL  HEALTH  CONFERENCE 
AND  TO  AUTHORIZE  UP  TO  $1,500.00  OF 
BUDGETED  COMMITTEE  FUNDS  TO  SUP- 
PORT THE  CONFERENCE  AND  THAT 
THE  PRESIDENT  OF  ArMA  BE  ASKED  TO 
SOLICIT  FUNDS  TO  SUPPORT  THE  CON- 
FERENCE. 


MEDICAL  EDUCATION  COMMITTEE 

Reprorting  Y’ear  Change 
IT  WAS  MOVED  AND  CARRIED  THAT 
THE  REPORTING  PERIOD  FOR  CON- 
TINUING MEDICAL  EDUCATION  ACTIV- 
ITIES BE  EXTENDED  TO  THE  3 1ST  OF 
DECEMBER,  THIS  CHANGE  TO  BECOME 
EFFECTIVE  IN  1977  AND  THAT  THE  DUE 
DATE  FOR  SUBMISSION  OF  APPLICA- 
TION FOR  CONTINUING  MEDICAL  ED- 
UCATION CERTIFICATE  BE  THE  FIRST 
OF  APRIL  OF  THE  YEAR  FOLLOWING 
THE  END  OF  THE  REPORTING  PERIOD. 


MALPRACTICE  INSURANCE  CRISIS 
COMMITTEE 

The  president  reported  that  suggested 
appointees  for  the  Health  Care  Liability 
Insurance  Study  Council  had  been  developred 
and  the  list  should  be  made  public  in  the  near 
future. 


OTHER  BUSINESS 

Arizona  Health  Service  Corps 

Dr.  Kahle,  a member  of  the  newly  appointed 
Executive  Committee  of  the  AHSC  reviewed  the 
background  of  the  program  and  announced  the 
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receipt  of  the  HEW  cost  reimbursement 
contract  in  the  amount  of  $101,349.00. 

He  pointed  out  that  office  space  would  Ire 
needed  for  this  12  month  contract  fx-riod  and 
that  the  AHSC  Executive  Committee  felt  very 
strongly  that  the  office  space  should  be  located 
in  the  ArMA  headquarters  building. 

Mr.  Robinson  reported  that  it  has  been 


estimated  that  it  would  cost  up  to  $10,850.00  to 
complete  the  required  space.  He  also  stated  that 
the  contract  provided  for  $4,000.00  for  rent. 

IT  WAS  MOVED  AND  CARRIED  TO 
APPROVE  UP  TO  $10,850.00  FOR  THE 
PURPOSE  OF  COMPLETING  OFFICE 
SPACE  ON  THE  FIRST  FLOOR  OF  THE 
ASSOCIAl  ION'S  BUILDING  FOR  THE 


PURPOSE  OF  RENTING  IT  TO  TH 
AHSC. 

William  E.  Crisp,  M.D. 

Secretary 

by 

Bruce  E.  Robinson 
Executive  Director 


ArMA 
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Almost  40  years  of  hospital  service  have 
passed  into  the  dusty  files  ol  history  since  C..  ,\I. 
Gerrard  made  those  two  long  hand  entries  in  a 
bulky  old  recoids  ledger.  A modern  space  age 
acccrunting  system  no  longer  concerns  itsell 
with  the  purchase  of  hay  (the  cow  has  long 


since  gone  to  hei  bovine  reward)  the  payroll 
entires,  howevei,  have  continued  unbrokeir, 
month  aftc‘i  month,  yeai  altei  yeai,  and  the 
monthly  salary  figure  has  grown  horn  $335.00 
in  .September  ol  1923  to  $79,000.00  lor 
■September  1901. 

If  histcrry  were  to  rellect  only  the  bard  facts  ol 
growth  paiiertrs,  this  article  to  all  intertts  arrd 
pitrijoses,  coirlcl  ettd  here,  artel  the  story  ol 
Sentthside  District  Hospital  woitlcl  have  beetr 
told.  Birt  statistical  facts,  however  interestitrg, 
are  at  best  impetsottal,  cold  and  heartless,  and 
leave  little  room  lot  the  jrages  ol  Soirthside 
Hospital's  history  which  literally  glows  with 
records  of  self  sacrifice,  courage  and 
deter  rnitratiotr. 

To  pitr|)oint  art  exac  t date  to  mark  the  actual 
begitmitrg  is  virtirally  imposible;  however, 
early  accouttts  do  reveal  that  during  the  stormy 
[xricKl  followitrg  World  Wat  1 several  attempts 
to  fcxnnrlate  a .Mesa  hospital  lailed.  But  the 
need  for  a hcrspital  fac  ility  persisted  and  so  did 
the  cietermitiaticjtt  of  community  tttinded  .Mesa 
citizens  who  in  1921,  negotiated  for  the  old 


Le.Sueitr  home  on  the  site  of  the  [rreset 
hcjs[)ital  plant  and  launched  a drive  to  tai:^ 
$125,()00.00  for  a hospital.  ^ 

The  [x-riod  that  followed  was  wrentght  wit 
all  manner  of  hearbteaking  reverses  that  migl 
well  have  defeated  jx'ople  of  lesser  faith  an| 
weaker  determination.  But  an  idea  bortr  of  tf 
spitity  to  ser\e  was  not  to  be  denied  and  w 
the  help  of  the  city  council,  the  Mesa  Werma 
Cditb,  the  L.D..S.  Cihutch,  .Mrs.  G.  LeSueur  a 
a host  of  errthusiastic  area  residents,  .Southsi 
District  Hosirital  was  incorporated  as  a not| 
profit  etrterprise  in  1923. 

With  the  drafting  of  the  original  instrumetl 
of  incorporation  by  Elijah  Allen,  Ida  Arnold,  ( 
■A.  Roberts,  Lottie  Holccrrnb,  G.  M.  Gerrard  an 
C.  II.  Russell,  history's  first  chapter  t 
■Soirthside  District  Hospital  was  written.  Bil 
the  struggle  was  by  no  means  over;  the  yea 
that  were  to  follow  woirld  see  an  almost  endle 
parade  erf  setbacks  and  reverses  that  would  tain 
almcjst  to  the  limit  the  [ratience,  courage  an 
devotion  of  those  hearty  souls  whose  dream  of 
hosirital  for  Mesa  was  to  remain  undaunted 
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Dw  1 — 1.  Luella  Cooper,  R.N.  2.  Unidentified  3.  Agatha  Spessard,  R.N.  -1.  Mrs.  Williamson,  R.N.  5.  Mrs.  Lois  Hansen,  R.N.  and  Superintendeni 
Unidentified  7.  Unidentified  8.  Mrs.  McLeod,  R.N.  9.  Josephene  Morris,  R.N.  10.  Mrs.  Brown,  R.N.  Row  2 — 11.  Mrs.  Louise  Lind,  Board  member 
empe  12.  Mary  Hollingshead,  LPN  (retired  from  Desert  .Samaritan  1974)  13.  Unidentified  14.  Unidentified  15.  Mrs.  Cheek,  kitchen  staff  16.  Mrs 
illing,  kitchen  staff  17.  Mrs.  Altman,  kitchen  staff  18.  Unidentified  19.  Mrs.  Gertrude  Deshler,  house-keeper  20.  .Mrs.  Eva  (Watson)  Quist,  R.N 
. Ruth  Wallace  22.  Mrs.  .Stark  Row  3 — 23.  Mrs.  Curtiss,  Board  member,  Gilbert  24.  Mr.  West,  maintenance  25.  Lyle  North,  Board  member.  Mesa 


Original  home  of  Southside  District  Hospital  photo  taken  about  1930 
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The  story  that  is  Southside  District  Hospital 
will  be  written  and  re-written  again  and  again 
from  fjersonal  expterience,  casual  observation  or 
careful  research.  But  no  account  will  ever  fully 
report  the  record  of  courage,  devotion  and  hard 
work  that  comprise  the  foundation  on  which 
the  present  Hospital  stands.  The  old  files  and 
early  records  of  the  Hospital  attest  to  the 
humanitarian  work  and  dedication  of  those 
p>eople  we  must  forever  recognize  as  the 
pioneers  of  Hospital  service  in  Mesa.  Mrs.  Lois 
Hansen  the  first  superintendent  who  devoted 
the  best  years  of  her  life  cooking,  scrubbing, 
bookkeeping,  collecting,  bartering  for  food  and 
supplies — and  scores  of  other  names  that  played 
out  the  drama  of  early  Hospital  life — Mitten, 
Ellsworth  — Moeur  — Greer  — Dobson  — 
LeSueur  — Shouse  — Holcomb  — Arnold  and 
many  more. 

In  1933  at  the  suggestion  of  Dr.  B.  B.  Moeur, 
Governor  of  .Arizona,  an  application  for  funds 
to  build  a new  hospital  was  initiated,  with  the 
original  papter  work  being  handled  by  a patient 
in  the  hospital.  Three  years,  and  much  hard 
work  later,  with  city,  hospital  and  government 
money,  the  initial  building  of  a three  p>oint 
building  project  was  completed. 

With  the  contruction  of  Williams  Air  Force 
Base,  the  need  for  greater  Hospital  facilities  in 
the  area  was  markedly  increased,  and  in  19-11  a 
SlO-1,000  project  was  develojjed  to  build  the 
center  East  Wing  and  extend  the  North  and 


South  Wings.  Construction,  remodeling  and 
improvements  have  continued  almost  un- 
broken through  the  years:  in  1948  the  O.B. 
addition  was  completed  — In  1955  the  present 
business  and  administrative  offices  were  en- 
larged — 1957  saw  the  addition  of  a $100,000 
21  bed  wing  — and  finally  the  largest  building 
program  in  the  Hospital’s  history;  the  5650,000 
three  story  North  Wing. 

The  history  of  Southside  District  Hospital 
represents  more  than  forty  years  of  continuous 
service  to  residents  of  this  area  — more  than 
forty  years  in  the  performance  of  a duty  that  has 
forged  for  countless  p>eople  a better,  healthier 
life. 

The  Board  meeting  minutes  no  longer 
contain  instruction  to  buy  wood  from  the 
Indians,  or  hay  for  the  cow;  things  are  different 
now;  but  the  dedication  to  serve,  the  quality 
that  built  Southside  District  Hospital,  remains 
unchanged. 

The  largest  building  project  in  the  Hospital's 
history  was  the  North  Wing,  completed  in  1958 
at  a cost  of  5650,000.  Less  than  half  of  the  cost  of 
the  modern  building  and  equipment  was 
financed  through  funds  acquired  from  the 
Federal  Government,  the  Ford  F'oundation  and 
many  civic-minded  area  residents.  .More  than 
5300,000  of  the  total  cost  was  paid  by  the 
hospital. 
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The  three  story  North  Wing  incorporates  a^ 
full  compliment  of  the  newest  and  finest! 
facilities  for  efficient  patient  care.  .A  ten  bedj 
Recovery  Room  on  the  third  floor  is  equipped  j 
with  piped  oxygen,  suction,  blood  pressure! 
units  and  a complete  series  of  supplemental! 
equipment  employed  for  the  patient's  welfare.- 
Four  complete  surgeries  are  also  located  on  thej 
third  floor. 


Modern  accomodations  for  30  patients  com  I 
prise  the  entire  area  of  the  spacious  second 
floor.  I 


Located  on  the  first  floor  of  the  North  Winpj 
is  a function  group  of  important  Hospitai.j 
services  that  are  vital  to  staff  convenience  ancj 
patient  well  being.  Included  in  these  facilities  i;| 
a large  well  equipp)ed  laboratory  manned  by  q 
full  time  Pathologist  and  a staff  of  registcrei 
technicians.  This  section  of  the  Hospita 
contains  the  Emergency  Department,  designetL 
and  equipped  to  handle  four  emergencies  at  oni! 
time,  plus  four  stand-by  beds  that  can  hi 
pressed  into  service  in  case  of  extreme  need| 

I 

The  remainder  of  the  North  Wing's  groun-J 
floor  is  devoted  to  the  Fracture  Room,  C!entr2| 
Supply  Equipment  Services,  receptionist  an' 
comfortable  waiting  rooms.. The  North  Win 
stands  as  a monument  to  those  jjeople  whii 
perpetually  strive  to  maintain  for  the  people 
this  area  the  finest,  most  modern  Hospii. 
service. 
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When  Big  Ben  looks  ”a  little  off”* 


Antivert  25 


(meclizine  HCl)  25  mg*  Tablets 

for  vertigo 


■ Most  Widely  Prescribed— Anti  vert  is 
the  most  widely  prescribed  agent  for  the 
management  of  vertigo*  associated  with  dis- 
eases affecting  the  vestibular  system  such 
as  Meniere’s  disease,  labyrinthitis,  anci  ves- 
tibular neuronitis. 

■ Relief  of  Nausea  and  Vomiting  — 
Antivert/25  can  relieve  the  nausea  and 
vomiting  often  associated  with  vertigo* 

■ Dosage  for  Vertigo*— The  usual  adult 
dosage  for  Antivert/25  is  one  tablet  t.i.d. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


*INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences— National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associ- 
ated  with  diseases  aifecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica' 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
(meclizine  HCl)  during  pregnancy  or  to  women  who  may 
become  pregnant  is  contraindicated  in  view  of  the  terato' 
genic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12T5  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg. /kg./ 
day  in  rabbits  and  10  mg. /kg. /day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos' 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

More  detailed 
professional  information 

^ -111  A division  of  Pfizer  Pharmaceuticals 

available  on  request.  New  York  New  York  10017 
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Future 

Medical  Meetings 


j 


CONTINUING  MEDICAL  EDUCATION 

THE  FOLLOWING  INSTITUTIONS  AND  ORGANIZATIONS 
HAVE  RECEIVED  ArMA  ACCREDITATION  FOR  CONTIN- 
UING MEDICAL  EDUCATION. 

ARIZONA  STATE  HOSPITAL.  PHOENIX 
DESERT  SAMARITAN  HOSPITAL.  MESA 
GOOD  SAMARITAN  HOSPITAL,  PHOENIX 
HEALTH  MAINTENANCE  ASSOCIATES 
PHOENIX  INDIAN  MEDICAL  CENTER 
MARICOPA  COUNTY  GENERAL  HOSPITAL.  PHOENIX 
MEMORIAL  HOSPITAL.  PHOENIX 
ST.  LUKE  S HOSPITAL  AND  MEDICAL  CENTER,  PHOENIX 
ST.  JOSEPH  S HOSPITAL  AND  MEDICAL  CENTER, 
PHOENIX 

TUCSON  HOSPITALS  MEDICAL  EDUCATION 
PROGRAM.  TUCSON 

VETERANS  ADMINISTRATION  CENTER,  PRESCOTT 
VETERANS  ADMINISTRATION.  PHOENIX 

CONTINUING  MEDICAL  EDUCATION  ACTIVITIES 
SPONSORED  BY  THESE  INSTITUTIONS  RECEIVE  CATE- 
GORY 1 CREDIT  FOR  THE  ArMA  CERTIFICATE  IN  CON- 
TINUING MEDICAL  EDUCATION  AND  THE  AMA 
PHYSICIAN  S RECOGNITION  AWARD. 


MARCH 


INTERNATIONAL  CONFERENCE  ON 
THE  ADJUVANT  THERAPY  OF 
CANCER 

March  2-5,  1977,  Doubletree  Inn,  Tucson, 
AZ.  Sponsor:  U of  A College  of  Medicine. 
Contact:  Stephen  Jones,  M.D.  or  Sydney 
Salmon,  M.D,  U of  A College  of  Medicine. 
Approved  for  22  required  hours  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


ARIZONA  SOCIETY  OF 
OTOLARYNGOLOGY  & MAXILLO- 
FACIAL SURGERY 

March  4-5,  1977,  Camelback  Inn,  Scotts- 
dale, AZ.  Sponsor:  Arizona  Society  of 
Otolaryngology  & Maxillo-Facial  Surgery. 
Contact:  Floyd  K.  Berk,  M.D.,  P.O.  Box 
27466,  Tucson,  AZ  85726.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CONTEMPORARY  MANAGEMENT  OF 
ACUTE  MYCARDIAL  INFARCTION 
BY  THE  FAMILY  PHYSICIAN 

March  17-19, 1 977,  Adams  Hotel,  Phoenix, 
AZ.  Sponsor:  American  College  of  Cardi- 
ology & American  Academy  of  Family 
Physicians.  Contact:  Mary  Anne  Mclnerny, 
American  College  of  Cardiology,  9650 
Rockville  Pike,  Bethesda,  MD  20014. 


MEDICAL  EDUCATION  LECTURE 
March  8,  1977,  Conference  Rm.  Glendale 
Samaritan  Hospital.  Sponsor:  Glendale 
Samaritan  Hospital.  Contact:  Robert  Eas- 
ley, M.D.,  7800  N.  59th  Ave.,  Glendale,  AZ 
85031 . Approved  for  1 required  hour 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


DAY  OF  NEPHROLOGY 

March  11,  1977,  Camelback  Inn,  Scotts- 
dale, AZ.  Sponsor:  St.  Joseph’s  Hospital  & 
Medical  Center,  Dept,  of  IM.  Contact: 
Ethelann  Murray,  M.D.,  St.  Joseph's  Hos- 
pital and  Medical  Center,  350  W.  Thomas 
Rd.,  Phoenix,  AZ  85013.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CLINICAL  RECOGNITION  AND 
MANAGEMENT  OF  HEART  DISEASE 

March  17-19,  Arizona  Health  Sciences 
Center,  Tucson,  AZ.  Sponsor:  U of  A 
College  of  Medicine.  Contact:  Frank  I. 
Marcus,  M.D.,  Arizona  Health  Sciences 
Center,  Tucson,  AZ  85724.  Approved  for 
20  required  hours  toward  the  ArMA  Certifi- 
cate in  Continuing  Medical  Education. 


AMERICAN  ASSOC.  OF  MEDICAL 
ASSISTANTS  ANNUAL  STATE 
EDUCATION  SEMINAR 
PREMATURITY,  NUMBER  ONE 
KILLER  OF  BABIES 
March  19,  1977.  Sunset  Hills  and  Bronze 
Saddle  Restaurant,  Prescott,  AZ.  Sponsor: 
American  Assoc,  of  Medical  Assistants, 
State  of  Arizona.  Contact:  Ms.  Kathleen 
Schultz,  CMA-A  213  W.  Silver  Spruce, 
Flagstaff,  AZ  86001 . 


SELECTED  TOPICS  IN  LIVER 
DISEASE  FOR  CLINICIANS 
March  18-19,  1977,  Scottsdale  Hilton  Inn 
Resort,  Scottsdale,  AZ.  Sponsor:  Maricopa 
County  General  Hospital  Dept,  of  Medi- 
cine, Contact:  Harry  F.  Lenhardt,  M.D., 
Maricopa  County  General  Hospital,  2601 
E.  Roosevelt,  Phoenix,  AZ  85008.  Approv- 
ed for  required  hours  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


EMERGENCY  MEDICINE:  CLINICAL- 
RADIOLOGICAL  CORRELATION 

March  18-20,  1977,  Pointe  West  Resort, 
Phoenix  AZ.  Sponsor:  Maricopa  County 
General  Hospital,  Contact:  Austin  R.  Sand- 
rock,  M.D,,  Chairman,  Dept,  of  Radiology, 
Maricopa  County  General  Hospital,  2601 
E.  Roosevelt,  Phoenix,  AZ  85008. 


INFANT  NUTRITION:  A FOUNDATlOh 
FOR  LAST  HEALTH? 

March  23,  1977  Closed-circuit  three  hou, 
live  televised  symposium  which  will  bf 
broadcast  to  physicians  in  19  cities 
Arizona’s  closest  city  in  Los  Angeles 
Sponsor:  U of  Iowa  College  of  Med.; 
National  Heart,  Lung  & Blood  Inst, 
National  Kidney  Foundation,  Comt,  on 
Atherosclerosis  & Hypertension  in  Child; 
hood,  Council  on  Cardiovascular  Disease' 
in  the  Young  of  the  Amer.  Heart  Assoc 
Contact:  Pat  Coleine,  Health  Learninc' 
Systems  Inc.,  c/o  Health  Projects  Inter 
national  Inc.,  200  Madison  Ave.,  New  York! 
New  York  10016.  CME  hours  available.  ! 


UPDATE:  PRIMARY  CARE  1977 
March  23-26,  1977,  Arizona  Health  Sci 
ences  Center,  1 501 1 N.  Campbell,  Tucsor 
AZ.  Sponsor;  U of  A College  of  Medicini 
Office  of  CME.  Contact:  George  D.  Co 
merci,  M.D.,  U of  A College  of  Medicine 
Tucson,  AZ  85724.  Approved  for  22  re 
quired  hours  toward  the  ArMA  Certificati 
in  Continuing  Medical  Education. 


13TH  ANNUAL  ARIZONA  CHEST 
SYMPOSIUM 

March  25-27,  1977,  Doubletree  Inn,  Tuc 
son,  AZ.  Sponsor;  U of  A College  o 
Medicine  Div,  of  Respiratory  Section.  Con- 
tact: Charles  W,  Otto,  M.D,,  U of  A College 
of  Medicine,  Tucson,  AZ  85724.  Approvec 
for  20  required  hours  toward  the  ArM4 
Certificate  in  Continuing  Medica 
Education. 


DIAGNOSIS  & TREATMENT  OF 
CANCER  — LATEST  CLINICAL 
ADVANCES 

March  25-26,  1977,  Hyatt  Regency  Hotel 
Phoenix,  AZ.  Sponsor;  St.  Joseph’s  Hos- 
pital & Medical  Center.  Contact:  Kent  J 
Rossrnan,  M.D.,  350  W,  Thomas  Rd. 
Phoenix,  AZ  85013.  Approved  for  1C 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


INTERNATIONAL  CARDIOVASCULAF; 
CONGRESS  I NON-INVASIVE  II 

DIAGNOSIS  I, 

March  28-30,  1977,  Scottsdale  Center  fol 
the  Arts,  Scottsdale,  AZ.  Sponsor:  Arizonif' 
Heart  Institute.  Contact:  Edward  Ei 

Diethrich,  M.D.,  3800  N,  Central,  Phoenix] 
AZ  85012.  Approved  for  17  required  hourj 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 
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■RAVEL  STUDY  WORKSHOP- 

Umily*  community  medicine 

March  28-April  4,  1977.  Acapulco  Pariso, 
Harriott  Hotel,  Acapulco,  Mexico.  Sponsor: 
)ept.  of  Family  and  Comm.  Medicine,  U of 
V College  of  Med,  Contact:  Anthony  F. 
'uturo,  M.D.,  Dept,  of  Family  & Comm, 
/ledicine.  College  of  Med.,  U of  A,  Tucson, 
85724.  Approved  for  28  required  hours 
award  the  ArMA  Certificate  in  Continuing 
.ledical  Education. 


APRIL 

CLINICAL  CYTOPATHOLOGY  FOR 
PATHOLOGISTS  — POSTGRADUATE 
SOURSE 

April  11-22,  1977,  Johns  Hopkins  Univ. 
School  of  Medicine.  Johns  Hopkins  Univ. 
School  of  Medicine.  Sponsor:  Johns  Hop- 
<ins  Univ,  School  of  Medicine  & Johns 
Hopkins  Hospital.  Contact:  John  K.  Frost, 
|M.D,,  610  Pathology  Bldg.,  The  Johns 
jHopkins  Hospital,  Baltimore,  Maryland 
21205.  Before  2/28/77.  Approved  for  120 
jrequired  hours  toward  the  ArMA  Certificate 
m Continuing  Medical  Education. 


29TH  ANNUAL  MEETING  OF 
SOUTHWESTERN  SURGICAL 
CONGRESS 

April  25-28,  1977,  Acapulco,  Mexico. 
Sponsor:  Southwestern  Surgical  Congress. 
Contact:  Jack  A.  Barney,  M.D.,  Secy- 
Treas.  The  Southwestern  Surgical  Con- 
gress, 708  Physicians  & Surgeons  Bldg., 
Oklahoma  City,  OK  73103. 


?ND  ANNUAL  CONFERENCE 
MEONATAL-PERINATAL  MEDICINE 

April  21-23,  1977,  Scottsdale  Hilton  Hotel, 
Scottsdale,  AZ.  Sponsor:  Dist.  VIII  Ameri- 
can College  of  Obstetricians  & Gyne- 
cologists & Dist.  VIII  Nurses'  Assoc,  of 
Amer.  College  of  Obstetricians  and  Gyne- 
cologists. Contact:  L.  Joseph  Butterfield, 
^.D.,  Chairman,  Perinatal  Pediatrics  Sec- 
ion  Dist.  VII,  American  Academy  of  Ped- 
atrics,  1056  East  Nineteenth  Ave.,  Denver, 
:0  80218. 


36TH  ANNUAL  MEETING  OF  THE 
ARIZONA  MEDICAL  ASSOCIATION 

April  28-29,  1977.  Hyatt  Regency  Hotel, 
^hoenix,  AZ.  Sponsor:  Scientific  /\ssemb. 
Committee  of  ArMA.  Contact:  Luis  Tan, 
VI. D.,  Chairman,  Scientific  Assembly  Com- 
nittee,  Arizona  Medical  Assoc.,  810  W. 
Bethany  Home  Rd.,  Phoenix,  AZ  85013. 
Approved  for  1 4 1 /2  required  hours  toward 
:he  ArMA  Certificate  in  Continuing  Medical 
Education. 


MONTHLY  OR  WEEKLY 

FILM  READING  SESSIONS  & 
SCIENTIFIC  MEETINGS 
Monthly.  Sponsor:  Phoenix  Radiology  Soc- 
iety. Contact:  Mrs.  Mary  Wood,  810  W. 
Bethany  Home  Rd.,  Phoenix,  AZ  85013. 
Approved  for  2 required  hours  per  session 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


DERMATOLOGY  CLINICAL 
CONFERENCE 

Feb.  28,  1977,  Marshall  Auditorium,  Tuc- 
son Medical  Center,  Tucson,  AZ.  Sponsor: 
U of  A College  of  Medicine  & Dept,  of  IM, 
Dermatology  Sect.  Contact:  Peter  Lynch, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85724. 


CLINICAL  IMMUNOLOGY, 

ALLERGY  AND  RHEUMATOLOGY 
ROUNDS 

Every  Friday  Noon-1  p.m.  Sponsor:  U of  A 
College  of  Medicine,  Dept,  of  Internal 
Medicine,  Clinical  Immunology  Section. 
Contact:  John  Boyer,  M.D.,  U of  A College 
of  Medicine,  Tucson,  AZ  85721 . Approved 
for  1 required  hour  per  session  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


ENDOCRINOLOGY  SEMINAR 
Every  Thursday,  Noon-1  p.m.,  1st,  3rd  & 
5th  Thursday  — Rm.  N318,  VA  Hospital, 
2nd  & 4th  Thursday,  Rm.  6505,  Tucson 
Medical  Center.  Sponsor:  U of  A College  of 
Medicine,  Department  of  Internal  Medi- 
cine, Tucson,  AZ  85721.  Approved  for  1 
required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


HEMATOLOGY-ONCOLOGY 
CLINICAL  CONFERENCE 

Every  Tuesday,  Noon-1  p.m.  1st,  3rd  & 5th 
Tuesdays  — Rm.  6505,  AZ  Medical  Cen- 
ter. 2nd  & 4th  Tuesdays  — Rm.  N318, 
Veterans  Adm.  Hospital.  Sponsor:  U of  A 
College  of  Medicine,  Dept,  of  Internal 
Medicine.  Contact:  Sidney  Salmon,  M.D.,  U 
of  A College  of  Medicine,  Tucson,  AZ 
85721 . Approved  for  1 required  hour  per 
session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


GRAND  WARD  ROUNDS  — TRAUMA 
Every  Tuesday,  8 a.m.  Arizona  Medical 
Center,  Tucson,  AZ.  Sponsor:  U of  A 
College  of  Medicine,  Surgery  Dept.,  Trau- 
ma Section.  Contact:  Martin  Silverstein, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85721.  Approved  for  1 required  hour 
per  session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


PROBLEM  CASE  WORKSHOPS 
3rd  Monday  of  each  month  7 a.m  Room 
4410,  Arizona  Medical  Center,  : ucson,  AZ. 
Sponsor:  Division  of  Ophthalmologv.  U of  A 
College  of  Medicine.  Contact:  H.  E.  Cross, 
M.D.,  Ph.D.,  Arizona  Medical  Center,  Dept, 
of  Surgery,  Tucson,  AZ.  Approved  for  2 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


MEDICAL  GRAND  ROUNDS 
Every  Wednesday,  Noon-1  p.m.  1st,  3rd,  & 
5th  Wednesday  — Staff  Conf.  Rm.,  VA 
Hospital.  2nd  & 4th  Wednesday  — Rm 
5403,  Arizona  Medical  Center.  Sponsor:  U 
of  A College  of  Medicine,  Dept,  of  Internal 
Medicine.  Contact:  Jay  Smith,  M.D.,  U of  A 
College  of  Medicine,  Tucson,  AZ  85721. 
Approved  for  1 required  hour  per  session 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


PSYCHIATRIC  GRAND  ROUNDS 

Every  Wed.,  Sept,  to  May,  4-5:30  p.m.  Rm. 
8403,  Arizona  Medical  Center,  Tucson,  AZ. 
Sponsor:  U of  A College  of  Medicine  Dept, 
of  Psychiatry.  Contact:  Alan  Levenson, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85721 . Approved  for  1 1 /2  required 
hour  per  session  toward  the  ArMA  Certifi- 
cate in  Continuing  Medical  Education. 


TRAUMA  CONFERENCE 
Every  Monday,  4 p.m.  Rm.  4410,  Arizona 
Medical  Center,  Tucson,  AZ.  Sponsor:  U of 
A College  of  Medicine,  Dept,  of  Surgery, 
Trauma  Section.  Contact:  Martin  Silver- 
stein, M.D.,  U of  A College  of  Medicine, 
Tucson,  AZ  85721.  Approved  for  1 re- 
quired hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


STAFF  EDUCATION  CONFERENCE 
Wednesdays,  Weekly,  1 p.m.  Arizona  State 
Hospital,  Phoenix,  AZ.  Sponsor:  Arizona 
State  Hospital.  Contact:  Howard  E.  Wulsin, 
M.D.,  Arizona  State  Hospital,  2500  E.  Van 
Buren,  Phoenix,  AZ  85008.  Approved  for  1 
required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


ARIZONA  MEDICINE  7 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 
Hospital  Auditorium,  Baptist  Hospital, 
Phoenix.  Sponsor:  Baptist  Hospital  Phoe- 
nix. contact;  James  B.  Shields,  M.D.,  6036 
N.  1 9th  Ave.,  Phoenix,  AZ  8501 5.  Approved 
for  1 1/2  required  hours  per  month  toward 
the  ArMA  Certificate  in  Continuing  Medical 
Education. 


PATIENT  STAFFING  CONFERENCE 

Three  times  weekly.  Camelback  Hospital, 
Phoenix,  AZ.  Sponsor:  Camelback  Hospital. 
Contact:  Stuart  M.  Gould,  Jr.,  M.D.,  Medical 
Director,  Camelback  Hospital,  5055  N. 
34th  St.,  Phoenix,  AZ  85018.  Approved  for 
1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


CAMELBACK  HOSPITAL  CLINICAL 
CONFERENCE 

3rd  Tuesday  monthly.  Camelback  Hospital, 
Phoenix,  AZ.  Sponsor:  Camelback  Hos- 
pital. Contact:  Stuart  M.  Gould,  Jr.,  M.D., 
Medical  Director,  Camelback  Hospital, 
5055  N.  34th  St.,  Phoenix,  AZ  85018. 
Approved  for  1 elective  hour  per  session 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


COUNTER  TRANSFERENCE  GROUP 

Weekly,  Thurs.  8-1 0 p.m.  Sponsor:  Phoenix 
Psychiatric  Council.  Contact:  James  E. 
CAmpbell,  M.D.,  5051  N.  34th  St.,  Phoenix, 
AZ  85018.  Approved  for  2 required  hours 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


DESERT  SAMARITAN  HOSPITAL 
Wednesday  Evenings  7 p.m.  Spo.isor: 
Desert  Samaritan  Hospital.  Contact:  L.  A. 
Rosati,  M.D.,  Laboratory,  Desert  Samaritan 
Hospital,  Mesa,  AZ  85202.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PULMONARY  DISEASE  GRAND 
ROUNDS 

Mondays  — 12  Noon.  D-5  North  Confer- 
ence Rm.,  Good  Samaritan  Hospital,  Phoe- 
nix, AZ.  Sponsor:  Pulmonary  Disease 
Teaching  Service,  Good  Samaritan  Hos- 
pital. Contact:  Bernard  E.  Levine,  M.D., 
Pulmonary  Function  Laboratory,  Good 
Samaritan  Hospital,  1033  E.  McDowell 
Hospital,  Phoenix,  AZ  85006.  Approved  for 
1 required  hour  per  session  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


CLINICAL  CANCER  CONFERENCE 
3rd  Wednesday  every  month,  Butler  Bldg. 
Conference  Room,  Good  Samaritan  Hos- 
pital, Phoenix,  AZ.  Sponsor:  Good  Samari- 
tan Hospital.  Contact:  John  A.  Bruner,  M.D., 
926  E.  McDowell  Road,  Phoenix,  AZ 
85006.  Approved  for  1 required  hour  per 
session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


BI-MONTHLY  MEDICAL  EDUCATION 
SEMINAR 

Every  other  Wed.  AM  Begin  7/3/74. 
Maryvale  Samaritan  Hospital,  Phoenix,  AZ. 
Sponsor:  Medical  Staff  Maryvale  Hospital 
Contact:  Thomas  J.  Groves,  M.D.,  6037  W. 
Elm  St.,  Phoenix,  AZ  85033.  Approved  for  1 
required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


MONTHLY  MEDICAL  EDUCATION 
SEMINAR 

Third  Monday  of  the  Month,  Kiva  Confer- 
ence Room,  Phoenix  Memorial  Hospital. 
Sponsor:  Medical  Staff  of  Memorial  Hos- 
pital. Contact:  George  Scharf,  M.D.,  1201 
South  7th  Avenue,  Phoenix,  AZ  85007. 
Approved  for  1 required  hour  per  session 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


MONTHLY  MEETING  OF  TUCSON 
RADIOLOGISTS 

Last  Tues.  of  Month,  Plaza  International, 
Tucson,  AZ.  Sponsor:  U of  A Medical 
Center,  Dept,  of  Radiology.  Contact:  Irwin 
M.  Freundlich,  M.D.,  Arizona  Medical  Cen- 
ter, Dept,  of  Radiology,  Tucson,  AZ  85724. 
Approved  for  2 required  hours  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


FAMILY  PRACTICE  CONFERENCE 

1st  Monday,  Monthly,  12:45  p.m.,  Scotts- 
dale Memorial  Hospital,  Scottsdale,  A2 
Sponsor:  Medical  Staff.  Contact:  R.  C 
Good,  M.D.,  Dir.  of  Medical  Education 
7300  E.  4th  St.,  Scottsdale,  AZ.  Approved 
for  1 elective  hour  per  conference  toward 
the  ArMA  Certificate  in  Continuing  Medical 
Education. 


MORBIDITY  & MORTALITY 
CONFERENCE 

2nd  Monday,  Monthly,  12:45  p.m.,  Scotts-i 
dale  Memorial  Hospital,  Scottsdale,  AZ 
Sponsor:  Medical  Staff.  Contact:  R.  C 
Good,  M.D.,  Dir.  Medical  Education,  7300 E' 
4th  St.,  Scottsdale,  AZ.  Approved  for  1 
elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


CLINICAL  PATHOLOGICAL 
CONFERENCE 

4th  Monday,  Monthly,  12:45  p.m.,  Scotts- 
dale Memorial  Hospital,  Scottsdale,  AZ 
Sponsor:  Medical  Staff.  Contact:  R.  C 
Good,  M.D.,  Director  of  Medical  Education. 
7300  E.  4th  St.,  Scottsdale,  AZ.  Approved 
for  1 elective  hour  per  conference  toward 
the  ArMA  Certificate  in  Continuing  Medical 
Education. 


MEDICAL  GRAND  ROUNDS 

3rd  Monday,  Monthly,  12:45  p.m.,  Scotts- 
dale Memorial  Hospital,  Scottsdale,  AZ. 
Sponsor:  Medical  Staff.  Contact:  R.  C. 
Good,  M.D.,  Dir.  of  Medical  Education, 
7300  E.  4th  St.,  Scottsdale,  AZ.  Approved 
for  1 elective  hour  per  conference  toward 
the  ArMA  Certificate  in  Continuing  Medical 
Education. 


CARDIOLOGY  CONFERENCE 

Weekly— Friday  8-9  a.m.,  St.  Mary’s  Hos- 
pital Auditorium,  Tucson,  AZ.  Sponsor.  St 
Mary’s  Hospital.  Contact:  A.  L.  Forte,  M.D.. 
St.  Mary’s  Hospital,  Tucson,  AZ  85724 
Approved  for  one  required  hour  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


GRAND  ROUNDS 

Each  Thursday  7 a.m. -8  a.m.,  St.  Mary’s 
Hospital  and  Health  Center,  Sponsor 
Depts.  of  Medicine,  Surgery,  Radiology. 
Pathology  and  Family  Practice.  Contact 
Richard  Silver,  M.D.,  Chairman,  Medical 
Education  and  Library  Committee,  Century 
Medical  Plaza,  Suite  160,  1701  West  St. 
Mary’s  Road,  Tucson,  AZ  85703.  Approved 
for  1 required  hour  per  round  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 
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INTERNATIONAL 
CARDIOVASCULAR 
CONGRESS  I 

NON-INVASIVE  DIAGNOSIS 


PRESENTED  BY  THE  ARIZONA  HEART  INSTITUTE 
MARCH  28,  29,  30,  1977  (Monday,  Tuesday,  Wednesday) 
Scottsdale  Center  for  the  Arts 
SCOTTSDALE,  ARIZONA 


PURPOSE 

Non-invasive  techniques  for  the  diagnosis  of  heart, 
arterial  and  venous  diseases  are  rapidly  becoming 
one  of  the  fastest  growing  areas  of  medical  science. 
The  purpose  of  this  International  Congress  I is  to 
bring  together  leading  experts  from  around  the 
world  to  present  and  discuss  current  techniques, 
instrumentation  and  results.  The  Congress  is 
planned  for  both  formal  presentation  of  scientific 
papers  and  motion  pictures  and  informal 
discussions  for  the  maximum  benefit  of  the 
participants. 

ACCREDITATION 

ArMA 

This  program  is  approved  for  17  Required  hours 
toward  Arizona  Medical  Association’s  Certificates 
in  Continuing  Medical  Education. 

AAFP 

This  Program  is  acceptable  for  17  Elective  hours  by 
the  American  Academy  of  Family  Physicians. 

REGISTRATION 

Registration  is  open  to  physicians  in  all  fields  of 
medicine  interested  in  non-invasive  cardiovascular 
diagnosis.  Internists,  cardiologists,  cardiac  and 
vascular  surgeons,  family  physicians,  and  other 
specialty  groups  will  benefit  from  this  international 
symposium  on  the  state  of  art. 

FEES 

Registration  is  $150,  which  includes  lunches. 


TOPICS  & FACULTY 

I.  CEREBROVASCULAR 

Mark  M.  Kartchner,  M.D.;  Tucson,  AZ 
L.  Van  de  Berg,  M.D.;  Liege,  Belgium 

II.  PERIPHERAL  VASCULAR  - ARTERIAL 
John  J.  Bergan,  M.D.;  Chicago,  IL 

A.  N.  Nicolaides,  M.D.;  London,  England 
D.  Eugene  Strandness,  M.D.;  Seattle,  WA 

III.  PERIPHERAL  VASCULAR  - VENOUS 

H.  Brownell  Wheeler,  M.D.;  Worcester,  MA 
Robert  Courbier,  M.D.;  Marseille,  France 
Pierre  Puel,  M.D.;  Toulouse,  France 

IV.  CORONARY 

Myrvin  H.  Ellestad,  M.D.;  Long  Beach,  CA 
Louis  Evan  Teichholz,  M.D.;  New  York,  NY 

V.  MITRAL  VALVE  & VALVE  PROSTHETICS 
Raymond  Gramiak,  M.D.;  Rochester,  NY 

Jos  Roelandt,  M.D.;  Rotterdam,  The  Netherlands 

VI.  CONGENITAL 

William  F.  Friedman,  M.D.;  San  Diego,  CA 

Scientific  session  will  include  discussion  on  the 
use  of  Doppler,  Stress  Testing,  Oculoply- 
thesmography.  Carotid  Phonoangiography, 
Impedance  Plythesmography,  Vectorcardiog- 
raphy, Ultrasound  Scanning,  and  other 
non-invasive  diagnostic  techniques. 


REGISTRATION  COUPON 


M.D. 


Name 


Specialty 


Address 


City 


State 


Zip  Code 


Telephone 


Registration  fee  is  $150.  Make  checks  payable  and  mail  to: 

ARIZONA  HEART  INSTITUTE  International  Cardiovascular  Congress  I 
P.O.  Box  1975  Phoenix,  Arizona  85001 


We’re  open 

to  how  we  can  make  it  all 
work  better  for  you. 


It  always  makes  for  better  under- 
standing when  you  see  an  operation 
from  both  ends. 

That’s  why  we  schedule  tours  and 
open  house  for  your  staff.  We  show 
them  how  we  handle  claims  forms  they 
fill  out .. .explain  where  problems  lie 
that  might  cause  payments  to  bog 
down.  To  make  things  easier  on  you. 
Easier  on  us.  And  above  all,  easier  on 
the  patient. 


We’re  doing  everything  we  can  do 
to  speed  up  claims  — the  training  for 
your  office  personnel,  free  forms,  and 
free  patient  appointment  cards. 

But  we’re  always  open  to  suggestions. 

Call  your  Professional  Relations  rep- 
resentative with  your  questions  and 
thoughts.  We  both  benefit.  Because 
when  it  works  better  for  you,  it  keeps 
us  the  leader. 


Blue  Shields 

of  Arizona 


The  Leader 


Phoenix:  248-8795 
Tucson:  795-8025 
Flagstaff:  526-0232 


® Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 


Blue  Shield  Profe.ssional  Relations  Representatives  Heft  to  risht):  Gary  Davis,  Laurence  Linkner,  M.D., 
Norm  Lonffenecker,  Dennis  Burge,  Esther  Rohhins,  Tony  Lee,  .Jack  Eversole,  Dick  Yort,  and  .Joe 
Villegas. 
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Famous  Fighters 


NEOSPOHIN’  Ointment 

( polymyxin  B'bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 

Each  gram  contains;  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3,5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx ) 
foil  packefs. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  Indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 

• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affecfed.  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture Indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML 


& 

Wellcome  , 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Directory 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 


OFFICERS  ANn  DIRECTORS  — 1976-77 

Presidcnc — PdwardSaiienspiel.  M D 

Presideni-F.leci — John  V . Kahle,  M D 

Vice  President— Richard  L Dexter.  M D 

Secretary— William  E.  Crisp.  M D 

Treasurer — John  I . Clvmer.  M D 

Past  President — William  C.  Scott.  M.D  

Editor-in-Chief — John  W Kennedy.  M D 

Delegate  to  AMA — Seymour  I.  Shapiro.  M.D  

Delegate  to  AMA — Rir  hard  Flynn,  M D 

Delegate  to  AMA— W,  Scott  Chisholm.  Jr  

Alt  Delegate  to  AMA — Arthur  V.  Dudley.  Jr 

Alt.  Delegate  to  AMA — Bruce  N.  (aims.  M.D  

Alt.  Delegate  to  AMA— Patrick  P.  Moraca,  M D 
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217  k \ ngnna.  PluK  inx8501.S 


DISTRICT  DIRECTORS 


Ontral — James  M Hurley.  M.D 

Central— Wilfred  M Potter.  M.D 

Ontral — W'allace  A.  Reed.  M D 

Ontral — Lawrence  J.  Shapiro.  M.D.  . . 

Central — R Jack  M Zelufl.  M D 

Northeaster — Jack  I.  Mtiwrey.  M.D.  . . . 
Northwester — Albert  Rosenblatt.  M D 
Southwesiern—Edward  R Curtis.  M D 
Souther — RichardS.  Armstrong.  M I)  , 

Southern — Vernor  F.  Lovett.  M.D 

Southern — Joseph  S.  W’haley.  M.D.  . . 
Southwestern — James  F.  Martin.  M.D 


.H  W.S  N . .S2nd  St  . Phoenix  850 1 8 

. . S604  Wells  kaigo.  Scottsdale.  85251 
lOlOI  .McDoweliRd  . Phoenix  8.5(K)6 
, .5.50W  I homas  Rd.  Phoenix  8.501  S 

217  k \'iigini.i,  Phoenix  8.5004 

P ()  Box  887,  Uikeside 8.5029 

...412k  Oak  Street.  Kingman.  86401 

.50.S5th  Ave  ..Salford 85546 

PO  Box  12787.  l iu  son  8.57.S2 

....  5402  k (.rant  Rd  , I u<  son  857 1 2 
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MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 


President — Thomas  H.  Taber.  Jr..  M.D 

President-Elect — Pedro  Goriazar  Hijar.  M.D. . 

Vice  President — Schuyler  V.  Hilts.  M.D 

Secreiary-USA — Peter  J.  Whitney.  M.D 

Secreiary-Mexico — Felix  Torres  Herrera.  M.D. 

Treasurer-USA — Lucy  A.  Vernetii.  M.D 

Exec.  Sec’y.-USA — Mrs.  Virginia  E.  Bryant. . . 
Exec.  Sec'y. -Mexico— Sr.  Alfredo  Patron 


COMMITTEES  — 1976-77 


ARTICLES  OF  INCORPORATION  AND  BYLAWS:  Charles  E.Henderson.M  D., 
Chairman  (Phoenix);  Philip  E.  Dew.  M D..  (Tucson):  Paul  B Jarrett.  M D 
(Phoenix);  William C. Scott. M.D  , (Tucson);  Clarence  E.Vount.M  D.( Prescott). 


BENEVOLENT  AND  LOAN  FUND:  Arthur  V.  Dudley.  M D..  Chairman. 
(Tucson);  John  Clymer,  M.D..  (Tucson):  Daniel  C.  DeBoer,  M.D..  (Tucson); 
William  Farr.  M D.,  (Tucson);  R l.ee  Foster.  M.D..  (Phoenix);  Andrew  M 
Goldner.  Ph.D..  (Tucson);  Edward  J.  Lefeber,  M D..  (Mesa);  Cec  il  C'..  \’aughn. 
Jr  . M D..  (Phoenix);  Karl  E Voldeng.  M l)..  (Phoenix). 

FINANCE  COMMITTEE:  John  T.  Clymer.  M.D..  Chairman.  (Tucson);  Rcibrrt 
F.  Crawford,  M.D.  (Phoenix);  Ric  hard  L.  Dexter,  M.D..  (Tucson);  Herbert  (». 
Erhari,  Jr.,  M.D..  (Springerville):  John  R.  Green.  M.D.  (Phoenix):  James  L. 
Grobe.  M.D..  (Phoenix).  R T.  McDonald,  M.D..  (Flagstaff):  Fheodore  L. 
Mobley.  M.D..  (Phoenix);  Robert  P Purpura.  .M  D..  (Tucson);  Otto  Shill.  Jr.. 
M D.,  (Tempe);  Seymour  I.  Shapiro.  M I)..  ( l ucson);  (ieorge  Wallace.  M D.. 
(Scottsdale):  George  Yard.  M D.,  (Flagstaff). 

GOVERNMENTAL  SER\'I(TS:  Wallace  A Reed.  M I)..  (Chairman.  (Phoenix); 
John  A.  Ash.  M D.  (Phoenix);  Allan  Beigel.  M.D..  (Tucson);  Donn  C» 
Duncan,  M D..  (Tucson):  Walter  R Eicher.  M D.  (Chanciler);  Alan 
Engelbert.  M D..  (Tucson);  Lloyd  S.  Epstein,  M D . (Tucson);  Charles  Kalil, 
M.D..  (Phcjenix);  Louis  C.  Kossuth.  M I)..  (Phoenix);  Joseph  J.  L.ikos.  M.D,. 
(Phoenix);  Joseph  L.  Marcarelli.  M I)  . (Sun  City);  Dermcmt  W’,  Melick. 
M.D.,  (Tucson);  Arthur  D Nelson.  M D..  (Scottsdale);  Helen  M Roberts. 
M.D.,  (Phoenix);  Marvin  C.  Schneider.  M I).,  (Tucson). 

GRIEVANCE  COMMITTEE:  W'illiam  C.  .Scott,  M.D.,  Chairman.  (Tucson); 
Richard  W.  Abbuhl.  M D..  (Phcjenix):  W'alter  Brazie.  M.D..  (Kingman): 
Philip  E.  Dew.  M.D..  (Tucson):  Richard  E.  H Duisberg.  M.D,,  (Phoenix); 
Davia  E.  Clow.  M.D.,  (Sierra  Vista);  John  B Jasmison.  M D . (Flagstaff); 
Ph^’lip  W,  Kanior.  M.D..  (Phoenix);  R T McDonald,  M.D  . (Flagstaff): 
A’  en  J.  Ochsner.  M.D.,  (Yuma);  Robert  P Purpura.  M.D  . (Tucson). 

HEALTH  MANPOWER  COMMITTEE:  l^uis  C Kossuth.  M D..  Chairman. 
(Phoenix);  C^sey  D Blitt.  M.D  . (Tucson);  Bruce  N.  Curtis.  M.D..  (.Safford); 
John  J.  Kelley.  M D..  (Phoenix):  Alexander  Kelter.  M.D.,  (7  uc  son):  Edward  J 
Lefeber.  M E),.  (Phcx'nix);  Roger  A,  Lueck,  M l)..  (Phcrenix);  Marcus  .M. 
Marble.  M D..  (Buckeye);  Dermont  W Melcik.  M.D..  ( l ucson);  John  B 
Miller.  M D..  (Phcx*nix);  Andrew  W Nichols.  M D,.  (lucson);  James  S. 
Pucelik.  M D..  (Yuma);  Robert  St.  John.  M D . (Phoenix):  H Stephens 
Thomas.  M.D..  (Phoenix):  Kevin  E.  Ware.  DO,.  (Benson);  Herlx'rt  L. 
Winograd,  M.D..  (Phoenix). 

HISTORY  AND  OBITUARIES:  John  W Kennedy.  M D , C^hairman  (PhcK'nix); 
Francis  J.  Bean.  M.D..  (Tucson);  Walter  Brazie.  M.D.,  (Kingman).  C Bland 
Giddings,  M D..  (Mesa):  John  R Green.  M D,.  (PhcK'nix);  Abe  I.  Pcxlolsky. 
M D..  (Yuma):  Jay  1..  Sitterley.  M D . (Flagstaff). 


333  E.  Virginia.  Phoenix.  AZ  85004 

Justo-Sierra  #2135,  Guadalajara,  Jalisco,  Mexico 

Tucson  Medical  Center.  P.O.  Box  6607,  Tucson,  85716 

Craycrofl  8: 2nd  Street.  #405,  Tucson.  AZ  85711 

Jusio-Sieria  #2150,  Guadalajara.  Jalisco.  Mexico 

333  W.  Thomas  Road.  #207.  Phoenix.  AZ  85013 

333  W.  Thomas  Road.  #207.  Phoenix,  AZ  85013 

P.  Claussen  #101  -B.  Mazailan.  Sinaloa,  Mexico 


I.E(»ISLA  ri\’k  .Se  lma  Fargovnik.  M l)  , (.haiiiKison.  (Phoenix);  Rich. ml  U 
Abbuhl.  M l)..  (Phoenix);  Harrrison  (»  Butler.  II.  M I)  . (PhcKiux)  W Scott 
Chisholm.  M I)..  (PhcK'nix);  .Sam  C^>lacfus.  Ji  . M 1)  . (PhcK-nix);  Richard  L. 
Collins.  M D..  (Scoltsclale).  Michael  R C»e\ser.  M I)  . (Mes.i);  Donald  F 
Griess.  M I)..  ( Fuc  son);  John  P Holbicmk,  ,M.D  . ( I uc  son);  (pc-iald  Marshall. 
M l)..  {Phoc’iiix).  Ru  hard  Me  (pill,  D.O  . ( PhiK'iux);  (»eralcl  k Me  Nall  \ . M 1)  . 
(Prescott):  Donald  R.  Miles.  M l)..  (PIuH'nix);  R Michael  O llarra,  M I)  . 
(Phoenix);  RatilMir  Pantovich.  DO.,  (PluKtiix);  O MeKin  Philips.  M D. 
(Scottsdale):  Wilfred  M.  Potter,  M.D.,  (.Scottsdale);  Paul  Schnui.  M D.. 
(Tucson):  Bc'rton  Siegel.  D.O  (Phoc'uix);  Jeiome  H iargoynik.  MD. 
(Phoenix);  John  X’osskukler.  MD.  (Fl.igstaff);  Dennis  Weil.iml.  MD. 
(Scottsdale) 

MAT  ERNAL  AND  C.HILD  HEAL  I H CARE  William  (.  Scott.  M D . ( hairman 
(Tucson);  Frederic  W Baum,  M D . ( Fempe);  James  k Blute,  III.  M D , 
(Tucson);  Norman  B Brown,  MI).  (Phoenix);  Waller  B Cheim.  Ml). 
(Phoenix);C  Donald  Cihristian.  Ml)  . (I  uc  son);  Warren  A (arlion.  {i  ,M  1)  . 
(Tempe);  William  J R Dailv.  MI).  (PhcK'iiix);  jack  H Dernlow,  ,\1  I). 
(Tucson);  Crlenn  M Friedman.  M D..  (Scottsdale);  Harlan  R (.lies.  M l)  . 
(Tucson);  Raymond  J Jenneit.  M D..  (Phcjenix).  Edward  Kilgore.  MD. 
(Phoenix);  Walter  K I.ippard  III,  M.D  . (Phoc-nix).  Belton  P Meui.  ,M.D  ’ 
(Phoenix):  Sister  Alice*  Monigomerv.  (PIukiux);  William  | .Mckuc.  M D. 
(Phoenix);  William  C.  Pasne.  M I)  . (PhcK  iiix);  David  Pern.  M D . (PIickpix); 
Hermann  S Rhu.  Jr  . .M  1)..  ( Fuc  son).  Paul  A Whitmore.  DO  . (Phoenix). 
MEDICIAL  ECONOMICS:  Roixit  P Puipura,  MI).  Chairman,  (lucson); 
Richard  S.  Armstrong.  M F)..  ( I ucson);  Allien  (,.  Aseiulorf.  M I)  . (PhcHiux); 
(:hester  (».  Bennett.  M.D  . (Phoenix);  A\i  Ben-Ora,  M I)  . (Scottsdale);  Sam  (.. 
Oilachis.  Jr  . M I)  . (PhcK  nixi.  Charles  k Dalton.  M l)  . (PhcK  iiix);  (.eoigi  L, 
Hoffmann.  M l)..  (Mesa);  Frederick  W’.  Jensen.  M D..  (Phoenix);  John  F 
Kahle.  M I)..  (Flagstaff);  Howard  N Kandell.  M I)  . (PIukiux).  Patrick  P 
Moraca.  MI)..  (Piux'mx);  Richard  W Switzer.  MI)..  (Fuc  son);  Martin  L, 
Welch.  M D . (Tucson);  Burton  E Weissman.  M 0 . (Phoenix);  Reginald  1 M 
Zeluff,  M I)..  (Phoenix). 

MEDICAL  EDUCAl  ION:  Robeit  E.  T.  Stark.  M D . (Chairman.  (Ph«K-mx):  James 
E Brady.  M D.  (lucson);  Daniel  B Carroll.  M D..  (Phoenix);  Melvin  1. 
(k)hen.  M.D.  (Phoenix);  George  I),  (ximerc  i.  M,D..(Tuc  son);  David  } Crosby. 
M l)..  (PhcK'nix);  Kenneth  A Dregscth,  M I)  . (Sierra  Visia);  Franc  is  I FIckkI. 
M D..  (Phoenix);  Harry  W Hale.  Jr  . M D..  (Phcxnix).  Rolxrt  k Hastings. 
M D..  ( Tucson);  John  W,  Heaton.  M I)  . (Phoenix):  M Wavne  Heme.  M I)  , 
(lucson);  Howard  N.  Kandell,  M.D..  (PhcK-nix);  Jack  M Uiyioii.  M l), 
(lucscjn):  Albert  Riz/oli.  MD.  (lucson);  William  k.  Sheeley.  MI). 
(Phoenix),  John  J Stanclifer.  M l)..  (Kingman);  Ijwrence  Z Stem.  M I). 
(Tucson);  David  C H Sun,  MD.  (Phoenix);  Ashton  B Taylor.  MI). 
(Phoenix):  Charles  A Frahern.  M I),.  (Prescott),  Allxrt  (,  Wagner.  M D . 
(PhcK'nix). 

OCCiUPA  I lONAI . HEAl.  IU  Joseph  M Hughes.  M l)..  (Chairman  (PhcK'nix); 
Floyd  K Berk.  M I)  . ( Fuc  son);  Ric  hard  Besserrnan.  M.D  . (PhcK  inx);  Ear  I M 
^'st.  M.D..  (PhcK'nix);  Sheldon  Dayidson,  Ml),  (PhcK'nix);  Waltei  \ 
Edwards.  M D..  (PhcK-nix):  Eugene  C.  (»ibbs.  M D..  (SujK-rioi).  Rolxrt  B 
Leonard.  M D..  (Phoenix):  Cihatles  H Nelson.  M D..  ( lucson);  Honan  R 
Rabe.  M D . (Scottsdale);  Eugene  J Rvan.  M 0 . (Scottsd.ile).  Maier  Fuc  hlei. 
M D,,  (PhcK*nix):  Willis  A Warner.  M D..  (PhcK*nix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO 
THE  CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF 
ANY  MEMBER  OF  THE  BOARD  OF  DIRECTORS. 


AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PHYSICIAN  Rl*  HABll.l  1 A 1 ION  Kuh^rd  V H.  Dui^bere.  M D . Chairman 
(PheK'nix);  Olio  I..  Briulhrim.  M D..  (Phoenix):  William  K Bishop.  M D.. 
(C»lobe);  John  1’.  Clymei.  M.D..  ( I ia  son),  Kveiu  W C/erny.  M.U..  (1  ueson), 
nonaid  I.  Damsira.  M H..  (Phoenix);  Wesle>  t.  Green.  M D.,  (Flagstaff); 
I iiuteiKe  M.  l.inkner.  M IX.  (Phix  nix);  Stephen  C S<  heiber.  M D . ( Tucson); 
Walter  B Tomhnvm.  MI).,  (Fort  Hauchuca);  Karl  F.  V'oldeng,  MD. 
(Ph(X‘nix);  Fleanor  A Waskow.  M I)..  (Phoenix). 

PROFFSSIONAI.  COMMiriFF  Joseph  W Haiiss.  Jr.  MO.  Chairman 
(Ph(xnix).  Paul  M Bindelgas.  M I)..  (Phoenix);  Paul  B Borgesrjn.  MI). 
(Phoenix).  John  A Bruner.  M D . (Phixnix),  t..  Philip  t-irier,  M I)  . 
(Phoenix).  Alan  I.  Gordon.  M I)..  (Phoenix).  James  1..  Grolx-,  M I).. 
(Ph(x*nix).  James  M Hurle>.  M I)  . (Phrxnix),  Helen  J<»hnson.  M 0.. 
('Tut son).  James  Ci  I.awson.  M I).,  (Ph(x*nix);  l.aurente  M l.inkner.  M I)  . 
(Ph(xnix);  Joseph  Reno.  MI).  (Flagstaff).  Donald  F Sihallei.  MD. 
(Phcx'nix);  George  A.  Sjx'iidlove.  M D..  (Ph(x'nix),  Neil  O.  Ward.  MD, 
(Phoenix) 

PI’Bl.IC  RFI.ATIONS;  Charles  H Finne>.  MI).  Chairman.  (Phix-nix);  W 
David  B<-n-Asher.  MD,  tlutson);  James  R (.allison,  MD.  (Ph<x-nix); 
William  (»  Chaffee.  M.D..  (Ph«x*nix);  Ronald  L Christ.  M D.,  (Yuma). 
Julien  DeVries,  (Ph«x*nix);  Thecxioie  G.  Dcxlenhoff.  M I)..  (Ph<x*nix);  Merhn 
K DuVal.  M D.,  (Tucson);  Ira  B Ehrlich,  M.D..  (Phcx-nix);  Edward  B 
(»roihaus,  M D . (Sierra  \'isia),  Gennaro  (i.  I.icosaii.  M D..  (Ph(X'nix);  Mrs 
Nikki  Meric.  (Phcx'iiix);  Morton  S.  Thomas.  MD.  (Wukenberg).  Alan 
Yudell.  M D..  (Ph(X‘nix). 

PI  BI.ISHINC;  COMMi  riFF:  John  W Kennedv.  M.D  . Clhamnan,  (Ph<x-nix). 
Walter  V Edwards.  M I).,  (Phtx'nix).  W'arren  F C>orman,  M.D..  (Scottsdale); 
Crerald  Kaplan.  M.D..  (Phoenix);  George  l.astmc  k.  M.D  , (Sun  (aiy);  W’llliam 
B Mc(irath.  M D..  (Ph(xnix);  Stanley  H Nordmo.  M D . (Phcxnix);  Michael 
M Shreiber.  M.D.,  (Tucson);  Murray  Sjx>tnii2.  M I)..  (Plicx-nix);  Donald  J 
Ziehm.  M D..  (Phcx*nix). 

SCIFNIIFK.  ASSFMBI  Y lamis  S.  Ian.  M.D  (diairnian.  (Ph(Kiiix).  Metull 
M AIxshaus.  M D..  (Flagsialf).  Suiesh  Anand.  M I)  . (Phfxiiix).  Floyd 
k Berk.  MD.  (Tuevm);  I hornas  F Biiiker.  MI).  (Pluxnix):  W Scoii 
Chisholm.  M D . (Phcx  iiix).  (ieorge  D Ormerci.  M I)  . ( Tut  son).  Boyden  L 
Crouch.  MD.  (Pluxrux);  Otto  (>amhacorta.  MD.  (Iucv>rn.  Jerome 
C.erendasy.  M I)..  (Mesa);  (.aureiue  M Haas.  M D..  (Tucson);  1 imolhy  R 
Harrington.  M D..  (Ph<x*nix);  (iliffoid  J Harris,  Jr  . (lucson);  Thomas  S. 
Harilev.  M I).,  (Phewmx);  Wavne  M.  Heim.  M D.  (Tuevm);  Thomas  S. 
Henry.  M.D..  (Flagsiall);  Stu.iii  1 Holt/man,  M l)..  (Tucson);  Ffien  N. 
Haufana.  M D..  ((.lendale);  James  M Hurlev.  M I)  .( Phcx  iiix);  John  F Fuile. 
M I)..  (Flagstaff);  Eugene  laihsohn.  M I)  . (Phcxiiix);  Philip  lavy.  M D . 
(Phcxriix);  Petei  Mao.  M l)..  (Phcxiiix);  William  S Nevin.  M I)..  ( Tucson); 
Neopiio  Rohles.  M I)..  ( Tucson);  Marvin  C.  Schneider.  M.D..  (Phcxiiix); 
Richard  A.  Silver.  M D..  (Tucson):  Donald  P S|xci.  MI).  ( Tuc  vm);  Wilbur 
C.  Voss.  M l)..  ( Tuevm);  Donald  ).  Ziehm.  M I)  . (Phcxiiix). 


COl’NTV  MEDICAL  SOCIETY  OFFICERS.  1976-77 

APAC;HE  Robert  D,  Marlin.  M.D,.  President.  Professional  Placa  Building. 
Pineiop.  A7  85935;  Johannes  J,  Heynekamp.  M.D..  Secy..  W’hite  Mountain 
Caimmunity  Hospital.  Springerville.  AZ  85938. 

C0C:HISF:  Roixit  N.  Page.  M.D..  Pres.,  IKM  San  Antonio  Ave..  Douglas.  X/ 
85607;  Paul  Lenio.  M.D..  Secy.  302  El  Camino  Real.  Siena  \'ista.  A/ 85635. 


COCiONINO:  C.  Heilx  ri  Fredell.  M.D..  Pres,.  120  W.  Fine  Street.  Flagstaff.  AZ 
86001;  Murray  Feldstein.  M.D  . Seev..  900  N.  San  Franc  ivo.  Flagstaff.  .\Z 
86001, 

GILA:  B.  J (x)llopy.  M D..  President/  Miami  Inspiration  Clinic.  Miami.  AZ 
85539;  David  B.  Gilbert.  M D,.  Secy..  Box  1030.  Payson.  AZ  85541. 

GRAHAM:  Uurence  R Mansur.  M D.,  President  k Secy..  2016  W'  16th  Str.. 
Safford.  AZ  85546. 

GREENLEE:  Robert  V.  Horan.  M.D..  President.  Morenci  Hospital,  Moreno. 
AZ  85540;  Lyle  H.  Boyea.  M.D..  Secy..  Morenci  Hospital.  Morenci.  AZ 85540 

MARIC;OPA:  Neil  ().  Ward,  M.D..  President;  Richard  Collins.  M I)..  Sc-creiaiv 
(2025  N.  Ccniial  Ave,.  Phcxiiix.  AZ  85(X)I.  Scxieiy  office  address). 

MOHAVE:  Robtii  A.  Bullei,  M.D..  Pres..  Box  1923.  I-ike  Havasu  City . .AZ 86103: 
Margot  C.  Sobey.  M I)..  Secy..  P O Box  1 125.  Uke  Havasu  City.  AZ  86103 


NAVAJO:  Harry  S.  Beckwith.  M.D..  President.  East  2nd  k Cx>lorado  Avenue. 
Winslow.  AZ  86047;  Theodore  L.  Lothman.  Secy..  1401  W.  Florida.  HoT 
brcxrk.  AZ  86025. 


PIMA:  Richard  Dale.  M I)..  PieMdent:  John  W.  Magee.  Jr..  M.D..  (25.55  F,  Adams 
St..  lucvm.  AZ  85716.  Scxieiy  Office  .Address. 

PINAL:  Hugh  A Richmond.  M I)..  Pres..  708  Irekill  Ril-.  C^s;i  ^ 

8.5222:  (iUn  L,  Walker.  M.D..  Secy.  291  W Wilvm  Ave..  (xxilidge.  .AZ  85228. 


SANTA  CRUZ:  Enrique  Suarz.  M.D..  President.  711  Morley  Avenue.  Nogales. 
AZ  85621;  Charles  S.  Smith.  M D..  Sec^..  Box  1382.  Nogales.  AZ  85621. 

YAVAPAI;  William  Faimonds.  M.D.,  Pres..  1000  Willow  Caeek.  Prevent.  .AZ 
86301;  Kenneth  .Archer.  M.D..  .Secy..  1003  Division  St..  Prevott.  .AZ  86301. 

Yl'MA;  William  Hultgen,  M.D..  President.  423  W 8ih  St.,  Yuma,  AZ  85364; 
J.  Frank  Martin.  M D.,  Secy.,  1150  W^  24th  St.,  Yuma,  AZ  85364. 


ARIZONA  MEDK  AL  ASMK  lATION  AI  XILIAR^ 

PRFSIDF.NI  Mrs  (.eoigel  Holimann (Julie) 

540  Mesa  \ isia  I-ane.  Mesa  85203 

PRF  SIDF  N I F l .H  .'I  Mrs  Joseph  R<  no( Maude) 

621  West  Beal  Road,  Flagstad  86001 

ISI  \'ICF  PRF  SIDF  N I Mrs,  James  Parv>ns((  jiolyn) 

3161  N Paniano  Rd  . Rt  2Bc>x  243-F.  lucvm  85715 

2ND \ ICF  PRF  SIDF  M Mrs  RuhardDahleiK  I helrna) 

.3210  Fasi  Via  Palos  \eides.  Tucson  85716 

RF(.ORDIN(.SF(A  Mrs  F.ugeiieS  Roiinvville(Aileeii) 

3240  Hualu()ai.  Kingman  H4(K)I 

IRF.ASLRFR  MrsRoIxrtF  1 lam  ex  k (F  Iveia) 

1(K)4  W Palo  \ erdc  I)i  . Phcxiiix  85013 

DIRF(  lOR  19761978  Mis  (ail  Shiadc  i (C.iimy ) 

1615  N A/iec . Fl.igsiafI  8t»(K)l 

DIRFCIOR  19761977  Mrs  Hc»waid  Kimball  (F  lla) 

414  W .Noiihview.  Phcxiiix  85021 

DIRFCIOR  19751977  Mrs  Allx  it  Wagiiei  ( Helen) 

321t)  F Meadow hicx»k.  Phoenix  85018 

( ;H.API  ..AI.N  Mrs  RoIxit  M MaMvm(Rill»eIre) 

6302  Sage  Dr  F . Scoitvlale  85253 

(.ORRFSP  SF(.5  Mis  Char les M< ( .oikle (( aioly n) 

1127  F Bavview.  Iem|x- 85283 

HISIORI.AN  Mrs  Melvin  Phillips(Jeaii) 
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3510  F Niia  Rd  . Paiadiv  \'allev  85253 

HOSIFSS  Mis  John  .Ash  (Agnes) 

5818  N 3id  .Ave  . Phcx  inx  85013 

INTFRN.AIION.M  HFAI  IH  Mrs  J ()  ScxIeisiiom(Juamia) 

805  Pievoii  Heights  l)i  . Pievoii  86301 

I.FC.ISL.A  I ION  Mrs  JohnC.lynieiiFloise) 
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We’U 

make  your  billing 
push-button  simpfe. 


With  our  Accounts  Management  System, 
you  record  daily  charges  and  payments  by  calling 
our  computer  on  a touch-tone  office  phone.  The 
System’s  talking  computer  does  the  rest. 

Our  computer  actually  instructs  you  verbally, 
step-by-step,  to  record  charge  and  payment  trans- 
actions. When  you’re  finished  recording  daily 
activity,  it  reads  back  your  total  balance.  Double- 
checking. Instant  verification. 

Then,  on  your  monthly  cut-off  date,  the  com- 
puter tackles  all  your  receivables  paperwork. 

We  go  out  of  our  way  for  you . 


It  automatically  prints,  stuffs  and  mails  your 
customer  statements.  And  we  promptly  send  you 
the  duplicates,  an  age-analysis  recap  and  a monthly 
activity  report. 

For  any  office  averaging  more  than  150  state- 
ments a month,  the  Valley  Bank  Accounts  Manage- 
A ment  System  is  a much  simpler,  more  sensible  way 
j to  do  the  billing. 

I We  can  tell  you  all  about  it  in  just  a few 

i minutes.  Call  today.  In  Phoenix,  the  number  is 
j 261-1666.  In  Tucson,  792-7370. 

Valley  National  Bank 

Member  FDIC 


LasixTablets  have 
been  shown  to  reduce 
elevated  blood  pressure 
in  diuretic-responsive 
patients.  ipii 


i ^ 

mFk;-  / ./f:  rm . 


Lasix.  For  the 
treatment  of  essential 
benign  hypertension. 


Avfes.  •:■•.'• 


Please  see  other  side  of  this  advertisement  for  prescribing  information. 


La^lablets 

((urosemide)  20mg  and  40mg 

in  nyperten^on. 


A brief  summary  of  the  Prescribing  Information  for 

Lasix®  (furosemide)  Tablets  20  mg  and  40  mg 

WARNING— Lasix  (furosemide)  is  a potent  diuretic  which  if  given  in 
excessive  amounts  can  lead  to  a profound  diuresis  with  water  and  electro- 
lyte depletion.  Therefore,  careful  medical  supervision  is  required,  and 
dose  and  dose  schedule  have  to  be  adjusted  to  the  individual  patient’s 
needs.  (See  under  “Dosage  and  Administration.’’) 

Indications— Lasix  (furosemide)  is  indicated  for  the  treatment  of  the 
edema  associated  with  congestive  heart  failure,  cirrhosis  of  the  liver,  and 
renal  disease,  including  the  nephrotic  syndrome. 

Hypertension— Lasix  (furosemide)  may  be  used  for  the  treatment  of 
hypertension  alone  or  in  combination  with  other  antihypertensive  drugs. 
Hypertensive  patients  who  cannot  be  adequately  controlled  with  thiazides 
will  probably  also  not  be  adequately  controllable  with  Lasix  (furosemide) 
alone. 

CONTRAINDICATIONS— Because  animal  reproductive  studies  have 
shown  that  Lasix  (furosemide)  may  cause  fetal  abnormalities,  the  drug  is 
contraindicated  in  women  of  childbearing  potential.  (See  “Additional 
Information.’’) 

Lasix  (furosemide)  is  contraindicated  in  anuria.  If  increasing  azotemia 
and  oliguria  occur  during  treatment  of  severe  progressive  renal  disease, 
the  drug  should  be  discontinued.  In  hepatic  coma  and  in  states  of  electro- 
lyte depletion,  therapy  should  not  be  instituted  until  the  basic  condition 
is  improved  or  corrected.  Lasix  (furosemide)  is  contraindicated  in  patients 
with  a history  of  hypersensitivity  to  this  compound. 

Warnings— Excessive  diuresis  may  result  in  dehydration  and  reduc- 
tion in  blood  volume,  with  circulatory  collapse  and  with  the  possibility 
of  vascular  thrombosis  and  embolism,  particularly  in  elderly  patients. 
Excessive  loss  of  potassium  in  patients  receiving  digitalis  glycosides  may 
precipitate  digitalis  toxicity.  Care  should  also  be  exercised  in  patients  re- 
ceiving potassium  depleting  steroids. 

Frequent  serum  electrolyte,  CO2  and  BUN  determinations  should  be 
performed  during  the  first  few  months  of  therapy  and  periodically  there- 
after, and  abnormalities  corrected  or  the  drug  temporarily  withdrawn. 

In  patients  with  hepatic  cirrhosis  and  ascites,  initiation  of  therapy 
with  Lasix  (furosemide)  is  best  carried  out  in  the  hospital.  Sudden  altera- 
tions of  fluid  and  electrolyte  balance  in  patients  with  cirrhosis  may  pre- 
cipitate hepatic  coma;  therefore,  strict  observation  is  necessary  during 
the  period  of  diuresis.  Supplemental  potassium  chloride  and,  if  required, 
an  aldosterone  antagonist  are  helpful  in  preventing  hypokalemia  and 
metabolic  alkalosis. 

Patients  should  be  observed  regularly  for  the  possible  occurrence  of 
blood  dyscrasias,  liver  damage,  or  other  idiosyncratic  reactions. 

In  those  instances  where  potassium  supplementation  is  required,  an 
oral  liquid  preparation  should  be  used  rather  than  enteric-coated  potas- 
sium salts. 

There  have  been  several  reports,  published  and  unpublished,  con- 
cerning nonspecific  small-bowel  lesions  consisting  of  stenosis,  with  or 
without  ulceration,  associated  with  the  administration  of  enteric-coated 
thiazides  with  potassium  salts.  These  lesions  may  occur  with  enteric- 
coated  potassium  tablets  alone  or  when  they  are  used  with  nonenteric- 
coated  thiazides,  or  certain  other  oral  diuretics. 

These  small-bowel  lesions  have  caused  obstruction,  hemorrhage,  and 
perforation.  Surgery  was  frequently  required,  and  deaths  have  occurred. 

Available  information  tends  to  implicate  enteric-coated  potassium 
salts,  although  lesions  of  this  type  also  occur  spontaneously.  Therefore, 
coated  potassium-containing  formulations  should  be  administered  only 
when  indicated  and  should  be  discontinued  immediately  if  abdominal 
pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occurs. 

Patients  with  known  sulfonamide  sensitivity  may  show  allergic  reac- 
tions to  Lasix  (furosemide). 

Precautions— As  with  any  potent  diuretic,  electrolyte  depletion  may 
occur  during  therapy  with  Lasix  (furosemide),  especially  in  patients  re- 
ceiving higher  doses  and  a restricted  salt  intake.  Electrolyte  depletion 
may  manifest  itself  by  weakness,  dizziness,  lethargy,  leg  cramps,  ano- 
rexia, vomiting,  and/or  mental  confusion. 

Asymptomatic  hyperuricemia  can  occur  and  gout  may  rarely  be  pre- 
cipitated. Reversible  elevations  of  BUN  may  be  seen.  These  have  been 
observed  in  association  with  dehydration,  which  should  be  avoided,  par- 
ticularly in  patients  with  renal  insufficiency. 

When  parenteral  use  of  Lasix  (furosemide)  precedes  its  oral  use,  it 
should  be  kept  in  mind  that  cases  of  tinnitus  and  reversible  hearing  im- 
pairment have  been  reported.  There  have  also  been  some  reports  of  cases 
in  which  irreversible  hearing  impairment  occurred.  Usually,  ototoxicity 
has  been  reported  when  Lasix  (furosemide)  was  injected  rapidly  in  pa- 
tients with  severe  impairment  of  renal  function  at  doses  exceeding  sev- 
eral times  the  usual  recommended  dose  and  in  whom  other  drugs  known 
to  be  ototoxic  were  often  given.  If  the  physician  elects  to  use  high  dose 
parenteral  therapy  in  patients  with  severely  impaired  renal  function,  con- 
trolled intravenous  infusion  is  advisable  (for  adults,  it  has  been  reported 
that  an  infusion  rate  not  exceeding  4 mg  Lasix  [furosemide]  per  minute 
has  been  used). 

Increases  in  blood  glucose,  and  alterations  in  glucose  tolerance  tests 
with  abnormalities  of  the  fasting  and  two-hour  postprandial  sugar  have 
been  observed,  and  rare  cases  of  precipitation  of  diabetes  mellitus  have 
been  reported. 

Lasix  (furosemide)  may  lower  serum  calcium  levels,  and  rare  cases 
of  tetany;  have  been  reported. 

Patients  receiving  high  doses  of  salicylates,  in  conjunction  with  Lasix 
(furosemide)  may  experience  salicylate  toxicity  at  lower  doses  because  of 
competitive  renal  excretory  sites. 

Diuretics  such  as  furosemide  may  enhance  the  nephrotoxicity  of 
cephaloridine.  Therefore,  Lasix  (furosemide)  and  cephaloridine  should 
not  be  administered  simultaneously. 

Sulfonamide  diuretics  have  been  reported  to  decrease  arterial  respon- 
siveness to  pressor  amines  and  to  enhance  the  effect  of  tubocurarine. 
Great  caution  should  be  exercised  in  administering  curare  or  its  deriva- 


tives to  patients  undergoing  therapy  with  Lasix  (furosemide),  and  it  is 
advisable  to  discontinue  Lasix  (furosemide)  for  one  week  prior  to  any 
elective  surgery. 

Adverse  Reactions— Various  forms  of  dermatitis,  including  urticaria 
and  rare  forms  of  exfoliative  dermatitis,  erythema  multiforme,  pruritus, 
paresthesia,  blurring  of  vision,  postural  hypotension,  nausea,  vomiting,  or 
diarrhea. 

Anemia,  leukopenia,  aplastic  anemia^  and  thrombocytopenia  (with 
purpura).  Rare  cases  of  agranulocytosis  which  responded  to  treatment. 

In  addition,  the  following  rare  adverse  reactions  have  been  reported; 
however,  relationship  to  the  drug  has  not  been  established  with  certainty: 
sweet  taste,  oral  and  gastric  burning,  paradoxical  swelling,  headache, 
jaundice,  thrombophlebitis  and  emboli  and  acute  pancreatitis. 

Lasix  (furosemide)-induced  diuresis  may  be  accompanied  by  weak- 
ness, fatigue,  lightheadedness  or  dizziness,  muscle  cramps,  thirst,  in- 
creased perspiration,  urinary  bladder  spasm,  and  symptoms  of  urinary 
frequency. 

Dosage  and  Administration 

ADULTS 

The  usual  adult  dose  of  Lasix  (furosemide)  is  20  to  80  mg  given  as  a 
single  dose. 

If  the  diuretic  response  with  a single  dose  of  20  to  80  mg  is  not  satis- 
factory, the  following  schedule  should  be  used:  Increase  this  dose  by  in- 
crements of  20  or  40  mg  not  sooner  than  6 to  8 hours  after  the  previous 
dose  until  the  desired  diuretic  effect  has  been  obtained.  This  individually 
determined  single  dose  should  then  be  given  once  or  twice  daily.  The  dose 
of  Lasix  (furosemide)  may  be  carefully  titrated  up  to  600  mg  per  day  in 
those  patients  with  severe  clinical  edematous  states. 

With  doses  exceeding  80  mg/ day  and  given  for  prolonged  periods, 
careful  clinical  and  laboratory  observations  are  particularly  advisable. 

Hypertension— J\ne  usual  dose  of  Lasix  (furosemide)  is  40  mg  twice 
daily  both  for  initiation  of  therapy  and  for  maintenance.  Careful  observa- 
tions for  changes  in  blood  pressure  must  be  made  when  this  compound  is 
used  with  other  antihypertensive  drugs,  especially  during  initial  therapy. 
The  dosage  of  other  agents  must  be  reduced  by  at  least  50  percent  as 
soon  as  Lasix  (furosemide)  is  added  to  the  regimen  to  prevent  excessive 
drop  in  blood  pressure.  As  the  blood  pressure  falls  under  the  potentiating 
effect  of  Lasix  (furosemide),  a further  reduction  in  dosage,  or  even  discon- 
tinuation, of  other  antihypertensive  drugs  may  be  necessary.  It  is  further 
recommended,  if  40  mg  twice  daily  does  not  lead  to  a clinically  satisfac- 
tory response,  to  add  other  hypotensive  agents,  e.g.,  reserpine,  rather  than 
to  increase  the  dose  of  Lasix  (furosemide). 

INFANTS  AND  CHILDREN 

Pediatric  Administration:  The  usual  initial  dose  of  oral  Lasix  in  infants 
and  children  is  2 mg/ kg  body  weight,  given  as  a single  dose.  If  the  diuretic 
response  is  not  satisfactory  after  the  initial  dose,  dosage  may  be  increased 
by  1 or  2 mg/ kg  not  sooner  than  6 to  8 hours  after  the  previous  dose. 
Doses  greater  than  6 mg/  kg  body  weight  are  not  recommended. 

For  maintenance  therapy  in  infants  and  children,  the  dose  should  be 
adjusted  to  the  minimum  effective  level. 

How  Supplied— Lasix  Tablets  40  mg  (furosemide)  supplied  as  white, 
round,  monogrammed,  scored  tablets. 

Lasix  Tablets  20  mg  (furosemide)  supplied  as  white,  oval,  mono- 
grammed tablets. 

Note:  Dispense  in  dark  containers.  Exposure  to  light  may  cause  slight 
discoloration  which,  however,  does  not  alter  potency. 

Additional  Information 

Toxicology 

The  acute  toxicity  of  Lasix  (furosemide)  has  been  determined  in  mice, 
rats,  and  dogs.  In  all  three  animal  species,  the  oral  LD50  of  Lasix  (furo- 
semide) exceeded  1000  mg/ kg  of  body  weight,  while  the  intravenous  LDso 
ranged  from  300  to  680  mg/ kg.  Intragastric  injection  of  the  drug  in  new- 
born rats  resulted  in  an  LD50  of  380  mg/ kg. 

The  acute  toxicity  of  high  doses  of  Lasix  (furosemide)  was  character- 
ized by  convulsions,  paralysis,  and  collapse.  Surviving  animals  often  be- 
came dehydrated  and  depleted  of  electrolytes  due  to  the  diuresis  induced 
by  Lasix  (furosemide).  In  the  newborn  rats,  intragastric  injection  of  the 
drug  caused  hyperactivity  and  anorexia. 

Chronic  toxicity  studies  with  Lasix  (furosemide)  were  done  in  rats 
and  dogs.  In  a one-year  study  in  rats,  renal  tubular  degeneration  occurred, 
with  all  doses  higher  than  50  mg/ kg  (4  times  the  maximal  recommended 
human  dose  of  600  mg  per  day).  A six-month  study  in  dogs  revealed  cal- 
cification and  scarring  of  the  renal  parenchyma  at  all  doses  above  10 
mg/ kg  (83  percent  of  the  maximal  recommended  human  dose  of  600  mg 
per  day). 

Reproductive  Studies 

The  effects  of  Lasix  (furosemide)  on  embryonic  and  fetal  develop- 
ment and  on  pregnant  dams  were  studied  in  mice,  rats,  and  rabbits. 

Lasix  (furosemide)  caused  unexplained  maternal  deaths  and  abor- 
tions in  the  rabbit  when  50  mg/kg  (4  times  the  maximal  recommended 
human  dose  of  600  mg  per  day)  was  administered  between  days  12  to  17 
of  gestation.  In  a previous  study  the  lowest  dose  of  only  25  mg/  kg  (2  times 
the  maximal  recommended  human  dose  of  600  mg  per  day)  caused  ma- 
ternal deaths  and  abortions.  In  a third  study,  none  of  the  pregnant  rabbits 
survived  a dose  of  100  mg/ kg.  Data  from  the  above  studies  indicate  fetal 
lethality  which  can  precede  maternal  deaths. 

The  results  of  the  mouse  study  and  one  of  the  three  rabbit  studies 
also  showed  an  increased  incidence  of  hydronephrosis  (distention  of  the 
renal  pelvis  and,  in  some  cases,  of  the  ureters)  in  fetuses  derived  from 
treated  dams  as  compared  to  the  incidence  in  fetuses  from  the  control 
group. 


HOECHST- ROUSSEL 

PHARMACEUTICALS  INCORPORATED 
SOMERVILLE,  NEW  JERSEY  08876 

oh;  iMHOfCMSI  *C  EDITION  5/76 


PreSun 

(5%  PABA  GEL/LOTION) 

Provides  superior 
sunscreen  protection. 


UJesmjooD 


PHARMACEUTICALS  INC 


0 1976.  W.P.  Inc. 


Buffalo,  New  York  14213 
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Reilly  Medcal  Supply  oTFers .. . 
The  ye  anywhere  oxyyen  supply. 


Reilly 

Medical 

Supply 


4535  W.  Va’n  Buren  Street 
P.O.  Box  6189 
Phoenix,  Arizona  85005 
(602)  278-8541 

2002  N.  Forbes  Blvd. 

Suite  100 

Tucson,  Arizona  85705 
(602)  623-4348 


Reilly  Medical  announces  a breathing  aid  device  that’s  com- 
pact, comfortable  to  carry  and  easy  to  use.  The 
Liberator/Stroller. 

Designed  for  convenience,  the  Liberator/Strol- 
ler makes  filling  easy  and  simple.  No  more  oum- 
bersome  inverted  filling  procedures.  And  the 
simplified  connecting  system  allows  users  with 
limited  physical  capabilities  to  fill  the  Stroller  with 
little  or  no  assistanoe. 

And  with  no  electricity  and  only  two  moving 
parts  the  Liberator/Stroller  is  safe  and  reliable. 

The  large  volume  of  the  units  (Liberator:  20  li- 
ters, Stroller:  1 ,35  liters)  means  longer  periods 
between  fillings.  And  internal  float  indicators 
show  the  amount  of  oxygen  at  all  times. 

The  Liberator/Stroller. 

Available  now  at  Reilly  Medical  Supply. 


Formerly  Dye  Medical  and  Oxygen  Supply  Company 


PATIENT  CHART  STORY 

“We  thought  we  had  it  for  sure  in  our  files  but  somehow  it  was  misfiled.  A search 
for  the  chart  started  because  we  knew  it  must  be  somewhere.  The  doctor  waited 
impatiently— The  patient  waited  impatiently— we  needed  that  record!” 


AUTOMATED  COLOR  CODED  CHART  SYSTEM 


IF  THE  PATIENT  CHART  STORY  HAS  HAPPENED  IN  YOUR  OFFICE  THEN 
YOU  NEED  MORE  INFORMATION  FROM  THE  EXPERTS  IN  CHART  FILING 
AND  RETRIEVAL. 

OSAM  OF  ARIZONA,  INC. 

(Successor  to  Remington  Rand  Phoenix) 

124  W.  Thomas  Rd.,  Phoenix,  Arizona  85013 


JUST  MAIL  THE  COUPON  OR  CALL  (602)  263-9432 


NAME 


Yes,  I would  like  more 
information  on: 


ADDRESS  - □ Color  Coded  Chart  Filing 

System 

□ Automated  Chart  File 

Equipment 

PHONE  NO. □ Microfilm  Equipment 
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COLLECTIONS 
AREAPAIN 
IN  THE  ASSETS. 


This  in  mind,  United  Acceptance  Corporation  was 
started  in  1973  with  one  goal  . . . build  the  best 
collection  and  billing  service  possible. 

Since  then  we’ve  grown  to  be  one  of  the  largest 
and  most  successful  services  around. 

Our  key  to  success,  naturally,  our  creative  ap- 
proach to  collections. 

UAC  clients  consist  of  large  and  small  businesses. 
So,  if  you’re  having  the  kind  of  pain  that  goes  along 
with  most  businesses,  give  us  a call.  Ask  for  Norm 
Hagan  — 

(602)  968-7967 


UNITED  ACCEPTANCE  CORPORATION 

1228  N.  Scottsdale  Rd.  / Tempe,  Az.  85281 

“A  licensed  and  bonded  collection  agency" 


ARMA  86TH  ANNUAL  MEETING 


You  are  cordially  invited  to  attend  the 
1977  annual  meeting  of  the  Arizona 
Medical  Association  • April  26-30,  1977 
at  the  Hyatt  Regency  Phoenix  • Pre- 
Registration  is  urged  and  most  desirable. 


On  Thursday  and  Friday  April  28  & 29,  there  will 
be  fifty-eight  different  scientific  presentations 
from  which  to  choose.  There  will  be  many 
scientific  exhibits  also.  The  scientific  program  is 
approved  to  14  1/2  required  hours  toward  the 
Arizona  Medical  Association’s  Certificate  in 
Continuing  Medical  Education. 
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MODERN  COMMUNICATIONS 

FOR  DOCTORS  ON  THE  GO... 


Whether  you  are  at  the  Hospital,  home, 
driving  your  car  or  a golf  ball  — our  Beepers 
will  signal  you  anywhere  in  the  valley. 
Choose  from  4 different  types  of  Beepers. 
We  offer  a signal  W/ Memory,  W/ Voice  — 
Vibrating  and  Dual  Signal  (Two  signals  with 
different  sounds).  You’ll  never  miss  an  im- 
portant call! 


TELEPHONES 

How  much  time  would  be  saved  if  you  could 
make  calls  from  the  privacy  of  your  car? 
There  is  no  need  to  stop,  park,  find  a pay 
phone  and  wait  to  use  it.  Our  automatic 
"Direct  Dial”  telephone  is  always  on  the 
alert,  because  we  will  take  messages  for 
you  when  you  are  out  of  your  vehicle.  It’s 
a valuable  business  tool  that  allows  you  to 
phone  or  be  phoned  anywhere  in  the  valley. 


ANSWERING 

SERVICE 

If  your  office  phone  is  occasionally  un- 
attended ...  you  could  use  our  28  year  old 
Answering  Service  advantageously.  We  main- 
tain a staff  of  courteous,  efficient  operators; 
who  specialize  in  answering  professional 
business  phones.  We  take  your  messages 
and  generally  act  as  your  personal  telephone 
secretary,  while  you  are  away  from  your 
office.  Many  docfors  are  using  our  service 
now! 


For  more  Informafion  — Call  . . . 

257-1577 

GENERAL  COMMUNICATIONS  SERVICE,  INC. 

"OUR  BUSINESS  KEEPS  YOU  IN  TOUCH  WITH  YOURS" 


Meet  us  over  a business  loan. 


We  take  care  of  business 


UNITED  BANK 


OF  ARIZONA 

An  affiliate  of  (J  B Financial  Corp.  Member  FD.I.C. 


(Michael  B.  Cooney,  Vice  President 
Corporate  Banking  Division.) 


Some  of  our  best  customers  today  were  ones  that  we  first 
met  while  discussing  their  financial  needs.  Which  is  to  say. 
come  in  and  get  acquainted  with  a United  Banker. 

We  have  what  you  need... money.  Plus  many  other  solid 
banking  services  that  are  helping  many  businesses  such  as 
yours:  • Business  Savings  Accounts  • Computerized  Payroll, 
General  Ledger,  and  Accounts  Payable  • Commercial  Insurance 
Services’"  • Vehicle  or  Equipment  Leasing*  • Employee 
Benefit  Services. 


'Through  our  United  Security  Corporation  affiliate. 


We’d  like  to  help  you  move  your  business  ahead.  So  we’ll 
work  hard  to  deliver  everything  you  need. 
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you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


it  will  last  a lifetime.... 

PL  AaUE  SHOP 


Wood  plaques — Ready  to  hong 
No  glass  to  breok  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7331  EAST  FIRST  AVENUE* 
SCOTTSDALE.  ARIZONA  RS3S1  • 
(603)  94S-633I 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Mecjicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882  - 6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Director*:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Emergency— our  business 

Air  Evac  — serving  all  Arizonans — j 
can  be  ordered  by  any  physician  j 

anytime  to  transport  a patient 
anywhere.  Medically  trained  flight  ' 
crew  is  airborne  in  30  minutes. 


(602)  254-7150 


A/RFVAC 


Samaritan  Health  Service 

Phoenix,  Arizona 
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MnKvof 

IKONA  HEOiCAL 
^Tfow.  me. 

hiterMt  Include 
H^t^TECnoM 
WIVES 

£W>E»I8E 

■^PfKXSRAM 

plan 


rest  includn: 
iTECTION 
k WIVES 

Lead  expense 

|fcSEMENT 

&PAM 


^PENSE 


Quality  protection 

association  approved  & recommended 

1 . These  6 plans  were  especially  created  for  the  medical  profession 
under  the  auspices  of  The  Arizona  Medical  Association  as  a unique 
membership  service.  Approved  by  the  Medical  Economics 
Committee. 

2.  In  addition  to  excellence  of  coverage  there  is  supervision  and 
control  by  your  Association. 

3.  In  many  instances. . .a  substantial  saving  in 
required  premiums. 

4.  Inquiries  may  be  directed  to  the  Association 
office  or  to  the  licensed  resident  agents. 

Lasher-Cowie  Insurance  Agency  Ronald  Deitrich 
1807  N.  Central  Ave.  7840  E.  Broadway  #219 

Phoenix,  AZ  85004  p O.  Box  18197 

Tucson,  Az.  85731 
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ttUdical  Centei-  an4  ClMcai  i.ahwatwif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


a STrucTureD  procraM 

FOr  THE  pariENT 


Every  detail  for  the 

patient's  well-being 

is  carefully  planned 

X 

and  evaluated  in 

conjunction  with 

o 

his  personal  physician 

camelback  hospital 

5055  north  thirty-fourth  street 

phoenix,  arizona  85018 


• O 


A NON-PROFIT  COMMUNITY  PSYCHIATRIC  HOSPITAL 
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• Because  it  is  a highly  competitive  life  insurance  plan  providing  max- 
imum protection  for  minimum  dollar  outlay. 

• Because  it  is  renewable  or  convertible  in  total  or  in  part  to  whole  life 
insurance  on  each  anniversary  date. 

• Because  if  you  should  become  totally  disabled  and  have  the  waiver  of 
premium  option,  the  policy  automatically  converts  to  a cash  value  — 
building  whole  life  plan  and  you  pay  no  premiums  as  long  as  you  are  so 
disabled. 

• Because  HBA  Life  is  a long-established  local  company  working  closely 
with  the  medical  profession.  You  are  assured  of  fast,  fair  treatment  of 
your  life  and  health  insurance  needs. 

The  chart  will  show  representative  premiums  for  males  of  our  Annual 
Renewable  and  Convertible  Term  at  some  various  ages. 

Comparison  with  other  companies  is  invited. 


Sample  Rates  Jar  a SIOO.OOO.OO  Po/iey 


Age 

Annual  Premium 

Age 

Annual  Premium 

30 

$227.00 

45 

S 540.00 

35 

264.00 

50 

828.00 

40 

363.00 

55 

1,282.00 

If  you  would  like  more  information,  we  will  be  glad  to  send  it  to  you. 
Please  phone  us  at  the  number  below. 


133y  N.  FIRST  ST.  (P.O.  BOX  12T2),  PHOENIX.  AZ  85001  (602)  258-4-885 


■"  "■4V-  “ 


Your  patient  is  home  alone 
and  suddenly  needs  help 
. . .but  can’t  reach  the  phone 

Phone-  Care 

is  there  to  call  for  help  from  his 


• neighbors 

• family 

• friends 

• doctor 


A new  development  to  safeguard  the  elderly,  the  cardiac 
sufferer,  the  post  operative  patient,  the  diabetic,  the 
handicapped,  and  the  many  others  who,  when  alone, 
must  rely  on  their  telephone  for  help  in  an  emergency. 
PHONE-CARE  is  on  guard  AROUND  THE  CLOCK  TO 

automatically  call  for  help  if  owner  is 

STRICKEN  OR  UNCONSCIOUS.  IT  WILL  ALSO  CALL 
FOR  HELP  AT  THE  TOUCH  OF  A BUTTON  FROM 
ANYWHERE  IN  THE  HOME  OR  YARD.  PHONE-CARE 
PROVIDES  PHYSICAL  INDEPENDENCE  THROUGH 
ELECTRONICS. 

FURTHER  INFORMATION  MAILED  ON  REQUEST. 

PHONE-CARE  PHONE-CARE 

Box  7212  847  E.  Broadway 

Tucson,  AZ  85719 
622-7669 

j- 


Phoenix,  AZ  8501 1 
265-4729 

— 


— W 


Pharmacy  Directory 


• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  :tssas  STOtE 

2303  N.  Till  ST. 

DON  BRISCOE  - PHARMACIST 


FREE  RADIO  EQUIPPED  DELIVERY 

*^coHsJale  call 
Lufe's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 

3904  N.  Scottsdale  Rd.  945-8420  - 945-8429 
Next  to  the  1st  National  Bank 
Open  'til  10  p.m.  daily  — 9 p.m.  Sundays 


Classified 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


Medical 

7 i 
——  ■ * • ^ 

A Transcription 

MULLEN 

MEDICAL  SERVICE,  INC. 

4446  North  36th  Street 
Phoenix,  Arizona  85018 

Telephone  (602)  955-0763 
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LABORATORY 
EOUIPMENT  REPAIRS 
264-1109 

1832  E.  Hazelwood 
Ron  Vander  Ark  Phoenix,  Arizona  8501 6 


SEEKiNG  POSiTiON 

General  Surgeon,  age  30,  Board  eligible,  USA 
University  trained,  seeks  position  in  medium  sized 
community.  Extensive  vascular  experience.  Com- 
plete training  1 year  ago.  B.  Haicken,  M.D.,  Mount 
Horeb  Road,  Martinsville,  New  Jersey  08836.  (201) 
469-5739. 


NEW  CONCEPT  MEDICAL  SUITES 

New  Medical  Suites  currently  available  in  con- 
temporary, centrally  located  professional  building. 
Each  suite  is  architecturally  designed  and  con- 
structed according  to  individual  requirements  at  no 
expense  to  prospective  tenant.  Utilities,  6 day 
janitorial  service,  elevator  & covered  parking  all 
included.  For  further  information,  contact  Dan 
Wilbur  at  S.  J.  Dru  Development  Company,  240  W. 
Osborn  Rd.,  Ste,  207,  Phoenix.  (602)  264-9701. 


EEG  TECHNICIAN 

The  University  of  Arizona  has  a position  available 
for  an  experience  EEG  Technician  involving 
teaching  and  supervisor  responsibilities.  Quality  of 
EEG’s  performed  expected  to  be  high.  Knowledge 
of  medical  electronics  and  Board  Certification 
desirable  but  not  required.  Contact  Staff  Employ- 
ment Center,  University  of  Arizona,  1717  East 
Speedway  Blvd.,  Tucson,  AZ  85721  (602)  884-3668. 
An  Equal  Opportunity/ Affirmative  Action  Employer 
under  state  and  federal  laws  and  regulations 
including  Title  IX,  Education  Amendments. 


MEDICAL  DIRECTOR  OF  AMBULATORY  CARE 

PROGRAM 

Chairman  of  Department  of  Community  Medicine. 
Large  County  Health  system  in  Southwest  with 
Network  of  Primary  Care  Centers  and  referral  to 
500  bed  teaching  hospital.  Urban-rural  county  with 
over  one  million  population.  Requirement:  Strong 
clinical  background.  Board  certification.  Medical 
license  and  ability  to  work  with  people,  interest  in 
Community  Health.  Salary  range;  $39,249  - $50,086 
plus  insurance,  retirement  and  other  fringe  bene- 
fits. Please  contact  Dr.  George  Rowland,  Director, 
Division  of  Public  Health,  1845  East  Roosevelt, 
Phoenix,  AZ  85006  (602)  258-6381,  Ext.  320. 


GRUNOW  MEDICAL  BUILDING 
SUB  LEASE,  AVAILABLE  IMMEDIATELY 

Suite  17  in  the  Grunow  Building  (926  E.  McDowell 
Rd.)  is  available  for  sub  lease  consisting  of  approxi- 
mately 600  square  feet.  Premises  consist  of  waiting 
room,  receptionist  area,  consulting  room  and  two 
moderate  sized  examining  rooms.  Contact  Drs. 
Yudell,  Lilly,  or  Hendin,  252-8901. 


A new  hexagon  medical  office  under  construc- 
tion with  spacious,  unusual  design,  wood  in- 
teriors, high  pitch  ceilings  with  large  attractive 
supporting  beams  in  all  rooms.  4151  North 
32nd  Street,  between  Camelback  & Indian 
School  Road.  Phone:  602  957-3520. 


FOR  RENT  OR  LEASE 

Two  Suites  at  744  and  750  N.  Country  Club  Road  in 
Tucson  for  rent  or  lease  on  very  reasonable  terms. 
Ground  floor  with  ample  parking.  (602)  795-5661. 


DOCTOR’S  OFFICE  BUILDING  FOR  LEASE 

2,165  sq.  ft.;  excellent  location  and  parking  on 
North  Central.  Ideal  location  for  family  physician. 
Terms  neg.  — 718  E.  Bethany  Home  Road.  Call  944- 
4337.  


SUB-LET  OFFICE 

2122  N.  Craycroft  Road,  Tucson,  1/2  block  from 
Tucson  Medical  Center,  800  Square  Feet;  2+  years 
remaining  on  lease;  Reasonable  rent.  Call  886- 
1291. 


FOR  LEASE 

In  Tucson  Medical  Park,  Block  I,  approximately 
1700  square  foot  medical  suite  directly  across 
street  from  maternity  entrance  of  Tucson  Medical 
Center.  Four  exam  rooms  with  sinks  and  cabinets, 
two  doctors  offices,  two  baths,  (one  with  shower), 
ample  business  office  space  and  nurses  station, 
large  waiting  room,  abundant  storage  and  parking. 
Will  remodel  to  suit  tenant.  Competitive  rates, 
immediate  occupancy.  Call  795-9282. 


FOR  LEASE 

Medical  suite,  attractive  Spanish  complex,  900 
square  feet.  Near  Scottsdale  Memorial  Hospital. 
$8.00  per  square  foot.  Call  947-7671. 
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(FREE)  SAMPLE  PLACARD 
FOR  PHYSICIAN’S  OFFICE 
WITH  TAKE-ONE  PAMPHLET 

A MeSSAGe 
TO  /y^  PATIGNTS 

Unfortunately,  I find  that  the  excessive  use  of  alcohol  is  a 
problem  with  some  of  my  patients.  Alcohol  abuse  by  itself  Is  a hazard 
to  health,  but  when  combined  with  driving  it  is  particularly  dangerous. 
Today,  alcohol-related  highway  crashes  rank  right  after  cancer  and 
heart  disease  as  a leading  cause  of  death  among  Americans. 

The  first  step  in  controlling  alcohol  abuse  is  self-awareness. 

I therefore  urge  any  of  my  patients  who  are  concerned  about  their 
drinking  problem  to  discuss  it  with  me. 


Even  if  you  don’t  have  a drinking  problem,  you  could  be  killed  or 
injured  If  you  drive  after  too  much  to  drink.  So,  for  your  good  health 
and  safety,  stop  and  think.  Are  you  taking  unnecessary  risks  by 
driving  after  excessive  drinking  or  by  riding  with  others  who 
occasionally  drink  too  much? 


AMeSSAGe 
TO  My  PATieiMTS 


Alcohol  Crashes  Rank  High 
as  Killers 

Today  the  leading  causes  of  death 
are  degenerative  diseases  usually 
associated  with  advancing  age. 

But  automobile  accidents  have  now 
moved  up  to  the  point  where  they 
are  challenging  for  the  lead.  Each 
year,  28,000  Americans  die  and 
thousonds  more  are  injured  in 
highway  accidents  involving 
alcohol.  In  fact,  because  vehicle 
crashes  kill  and  injure  the  young  as 
well  as  old,  they  are  equalled 
only  by  heart  disease  as  the  major 
single  factor  in  lost  man-years  of 
productivity.  And  among  persons 
under  35,  highway  crashes  are  the 
major  single  cause  of  death. 

You  May  Not  Recognize  the  Risk 

How  many  times  have  you 
taken  too  many  drinks,  gotten  into 
your  car  and  driven  home?  Or 


driven  with  somebody  who  has  been 
drinking  too  much?  People  who 
drink  excessively  and  drive  can 
increase  their  risk  of  a crash  by  25 
times  or  more. 

Talk  to  Your  Doctor 

If  the  amount  of  your  drinking 
is  a concern  to  you,  feel  free  to  talk 
to  me.  Medication,  counseling  or 
therapy  can  be  of  help. 

Even  if  you  don't  have  a drink- 
ing problem,  you  could  be  killed 
or  injured  if  you  drive  after  too 
much  to  drink.  So,  for  your  good 
health  and  safety,  stop  and  think. 
Are  you  taking  unnecessary  risks  by 
driving  after  excessive  drinking  or 
by  riding  with  others  who  occasion- 
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86TH  ANNUAL  MEETING 
ARIZONA  MEDICAL 
ASSOCIATION 
HYATT  REGENCY, 
PHOENIX 


TUESDAY,  APRIL  26,  1977 

1 P.M.  HOUSE  OF  DELKC.ATES 

MEEFING 


WEDNESDAY,  APRIL  27,  1977 

8 A.M.  REFERENCE  COMMEI  FEE 

MEE  I INGS  — open  to  all 

members 

12  Noon  C;OLE  AND  I ENNIS 

EOl’RNAMENTS 

7 P.M.  INTERNA  ElONAl. 

REGEP  I ION  AND  BUEEE  I 
Exciting  food  from  9 (oimtries 

THURSDAY,  APRIL  28,  1977 


7;3()  A.M. 

8 A.M.  — 5 P.M. 

9 A.M.  — 5 P.M. 

3:30  — 5 P.M. 

7 P.M. 

8 P.M. 


“CiONriNUINC.  MEDIGAL 
EDUC:AT10N"  — a breakfast 
panel 

POSE  GRADUAEE  GOURSE 
• INEEGTIOI'S  DISEASE  - 
27  SC:iEN  I lElC;  PRESENTA- 

I IONS  FROM  \vhic;h  EO 

CiHOOSE  (three  toncnrreiu 
sessi(jns  all  day  long) 

“I  NDER.STANDING  THE 
I EENACiER”  — panel 
presentation 
ArMPAG  RECT.PITON 
ArMPAG  BANQUEI 


FRIDAY,  APRIL  30,  1977 


7;30  A.M. 


8 A.M.  — 

9 A.M.  — 


7 P.M. 

8 P.M. 

8 A.M. 


FRIDAY,  APRIL  30,  1977 

"THE  FINAL  ILLNE.SS  OF 
PRESIDENT  c;eorc;e 
WASHINGEON"  — breakfast 
panel  program 

5 P.M.  POST  CiRADU.A  I E CiOURSE 
"PAIN” 

5 P.M.  2.5  SCdEN  ITEIC:  PRESENTA- 
ITONS  EROM  \VHIC:H  TO 
CTIOOSE  (three  concnrrent 
sessions  all  day  long) 

5 P.M.  "SPORTS  INJURIES"  — panel 
irre.sentation 

P R ES I D E NT  S R EC ;E P IT O N 
PRESIDENT’S  BANQUET 

SATURDAY,  APRIL  30,  1977 

llOl’SE  OE  DELEC.ATES 
MEETTNC; 


You  can  get 
updated  information 
on  the  disease  and 
on  effective  treatment 
for  its  symptoms  of 
bone  pain,  skeletal 
deformities,  and 
neurologic  deficits. 

Just  send  the 
coupon  below. 


Do  you  have 
patients  with 
Paget’s  Disease 


Armour  Pharmaceutical  □ 
Company 

Greyhound  Tower  □ 

1 1 1 West  Clarendon  Avenue 
Phoenix,  Arizona  85077 


Send  latest  information 
on  Paget's  Disease  of  Bone 
Have  your  representative 
call  on  me. 


Dr. 


Address 


City 


State 


Zip 


Index  to  Advertisers 


Air  Evac 132 

Arizona  Heart  Institute 119 

Arizona  Laminating 132 

Armour  Pharmaceuticals 68,  139 

Belltone  Electronics  Corp 85 

Blue  Shield 120 

Burroughs  Wellcome 

Neosporin  Oint 121 

Camelback  Hospital  134 

Camelback  Professional  Bldg 130 

Classified  Ads 136, 137 

Doctors  Central  Directory 136 

General  Communications  Corp 131 

HBA  Life  Insurance 135 

Hobby  Horse  Ranch  School  132 

Hochest-Rousell 

Lasix  125, 126 

Eli  Lilly  & Co. 

Darvocet-N 80 

Mead  Johnson  Laboratories 

Vasodilan 73 

Medical  Bookstore 132 

Medical  Business  Consultants 79 

Medical  Center  X-Ray  & Clinical  Labs  134 

Mica  Insurance  Co 67 

Mullen  Medical  Service 136 

National  Casualty 133 

OSAM  of  Arizona 129 


Pennwalt 

Zaroxolyn 86, 8 

Pharmaceutical  Manuf.  Assoc 70, 7j 


Pharmacy  Directory . . . 
Phone-Care  of  Arizona 
PVO 

Saffola 

Reilly  Medical  Supply  . 

A H Robins 

Donngel-PG  

Robitussin  

Roche  Labs 

Valium 

Bactrium 

Bactrium 

Roerig 

Antivert 


. . 13i 
. . 13t| 

I 

. . . 7 
. . 12 

. . . 7! 
76,7' 


Second  Cove 
. . Third  Cove 
. Fourth  Cove 


115,  11 


Roswell  Bookbinding  7 

Smith  Kline  & French 

Dyazide ^ 

Danny  T.  Sievert 

Insurance 13 

United  Bank 13 

Upjohn 

Tolinase  11 

U.  S.  Navy 7* 

United  Acceptance  Corp 13 

Valley  National  Bank 12 

Warner  Chilcott  Labs 

Tedral  78,  Tj 

Westwood  Pharmaceuticals 
Presun 12 


■|4Q  FEBRUARY  1977  • XXXIV  • 2 


THE 

ANXIETYSPECin 


• a predictable  pattern  of  patient  response 

• seldom  associated  with  serious  side  effects,  in  proper  dosage 

• rarely  interferes  with  mental  acuity 

• used  concomitantly  with  many  primary  medications 

• three  dosage  strengths  meet  most  patient  needs 


umm  ^ 


chlordiazepoxide  HCI/ Roche 

5mg,10mg,  25mg  capsules 


Libritahs®  (chlordiazepoxide)  available 
in  5 mg,  1 0 mg  and  2 5 mg  tablets. 


tropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Ob- 
serve usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimu- 
lation and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression:  suicidal 
tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 


Before prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported. 


Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possi- 
bility of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do 
become  pregnant. 


Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  toler- 
ated. Not  recommended  in  children  under 
six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 


ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment: blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q./.d.,- severe  states, 

20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
1 0 strips  of  1 0;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  1 0 mg  and  25  mg— bottles  of  1 00 
and  500.  With  respect  to  clinical  activity, 
capsules  and  tablets  are  indistinguishable. 

/ \ Roche  Laboratories 

V ROCHE  y Division  of  Hoffmann-La  Roche  Inc 
\ / Nutley  New  Jersey  07110 

Plea.se  see  tolknving  page. 
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Since  its  discovery  in  the  research  laboratories  at  Roche,  Librium 
has  been  the  object  of  ongoing  pharmacologic  and  clinical  investigation. 

The  published  record  on  Librium  is  enormous.  So  large,  in  fact,  we 
put  it  into  a computer  literature  retrieval  system  to  make  it  more  accessible 
in  answering  your  inquiries.* 

It’s  a record  that  reveals  a consistent  pattern  of  patient  response. 
A highly  favorable  benefits-to^risk  ratio.  And  minimal  interference  with 
many  primary  medications. 

Doing  one  thing  well.  Basically,  that’s  what  Librium  is  all  about. 


you  have  a question  about  Librium 
or  any  other  Roche  product,  write  to 
Professional  Services,  Roche  Laboratories, 
Nutley,  New  Jersey  071 10. 

Please  see  preceding  page 
for  a summary  of 
product  information. 
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A character 
^ 3^  all  its  own. 

Valium  (diazepam)  is  a 
benzodiazepine  vAdth  a 
character  all  its  own. 

Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3 -hydroxy diazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains:  you  get  a certain 
kind  of  patient  response  with  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 


Valium*^ 

(diazepam)^ 

2-mg,  5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors: psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy; spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma,  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and'or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication,  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed;  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


MUTUAL  INSURANCE  COMPANY  OF  ARIZONA 
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MICA  is  your  Association’s  response  to  the  availability  and 
affordability  of  malpractice  insurance  for  Arizona  physicians. 

For  personalized  information,  call  or  write: 
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Tablets 


Sodium 

Levothyroxine,  U.S.P. 


Less  Expensive* 

(Costs  10%  less) 

Potency-Coded  Tablets 

Color-Coded  Tablets 

Scored  Tablets 


Sodium 

Levothyroxine,  U.S.P. 
Color-Coded  Tablets 
Scored  Tablets 


7 Tablet  Potencies 
(0.15  mg.  is  new) 


(Scdium  Levothyrcxine,  US.P) 
Tablets 


963-LD-4 


Armour  Pharmaceutical  Company, 
Phoenix,  Arizona  85077 


English  Letter  Scale, 

Courtesy  of  lnteri|ational  Society 
of  Antique  Scale  Collectors 

‘American  Druggist  Blue  Book,  1976. 


MARCH  1977/VOL.  34,  NO.  3 


A 


)URNAL  OF  ARIZONA  MEDICAL  ASSOCIATION 


BITOR’S  PAGE 

MATTER  OF  OPINION,  164 
yjohn  W.  Kennedy,  M.D. 


EAN'S  PAGE 

URAL  HEALTH  PROGRAM,  164 
Neal  A.  Vanselow,  M.D. 


RESIDENT  S PAGE 

ISING  COSTS,  165 
Edward  Sattenspiel,  M.D. 


DITORIAL 

I GLASS  OF  BILLIARDS  PLEASE,  199 
Paul  B.  Jarrett,  M.D. 

;XCHANGING  ONE  PLAGUE  FOR  ANOTHER.  199 
John  W.  Kennedy,  M.D. 


HRECTORY 

Medical  Society  of  the  United  States  and 
Mexico,  214 

iociedad  Medica  de  Estados  Unidos  do  Northe 
America  y Mexico,  214 

Jfficers  and  Committees,  214 

ndex  to  Advertisers,  226 


:OVER: 

see  page  1 85  for  the  program  of  ArMA’s  86th 
Annual  Meeting. 


Published  monthly  by  The  Arizona  Medical 
Association,  Inc.,  with  offices  at  810  W. 
Bethany  Home  Rd.,  Phoenix,  Arizona  85013. 
Subscription  $20  a year,  single  copy  $2.00. 
Second  class  postage  paid  at  Phoenix,  Ari- 
zona, and  at  additional  mailing  offices. 


ARIZONA 

MEDICINE 


MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 


ORIGINAL  ARTICLES 

HYPERKALEMIA  FOLLOWING  SUCCINYLCHOLINE,  157 
Lisa  Wilkinson,  M B.,  B.S.,  F.F.A.R.C.S. 

NASAL  SEPTAL  DEFLECTION  IN  PREHISTORIC 
ARIZONA  INDIANS,  158 
Leon  L.  Titche,  M.D. 

CASE  REPORT 

ATROPINE  COMA:  PHYSOSTIGMINE  REVERSAL,  159 
David  Lapan,  M.D. 

Jay  W.  Smith,  M.D. 

CLINICAL  ONCOLOGY  IN  ARIZONA 

THE  NON-HODGKIN'S  LYMPHOMAS,  166 
Stephen  E.  Jones,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 

DEVELOPMENT  OF  THE  "MATERNAL  ROLE",  168 
Suzanne  Barcley,  R.N. 

SEMINARS  IN  ENDOCRINOLOGY  AND  METABOLISM 

INFERTILITY,  Part  I;  Pathophysiology  & Diagnosis,  170 
Timothy  Burns,  M.D. 

SEMINARS  IN  CHEST  MEDICINE 

DRUG— INDUCED  LUPUS  ERYTHEMATOSUS,  172 
Willis  A Warner,  M.D. 

SEMINARS  IN  GASTROENTEROLOGY  AND  LIVER  DISEASE 

DIABETES  MELLITUS  AND  THE  GASTROINTESTINAL  TRACT, 
Part  II:  Small  & Large  Intestine  and  Gallbladder,  174 
Stephen  Glouberman,  M.D. 

RADIOLOGY  CASE  OF  THE  MONTH 

CASE  NO  20.175 
Harold  Trief.  M D 
John  C.  B)elland.  M.D 
David  L Lilen,  M D 

GRAND  ROUNDS 

GUIDELINES  FOR  THE  MANAGEMENT  OF  LUNG  CANCER.  176 
Charles  Blair.  M.D. 

Cooley  Butler,  M.D. 

H.  Earl  Cotman,  M.D. 

Richard  Lloyd,  M.D. 

Dwight  Lundell,  M.D. 

Leo  McMahon,  M.D 

DRUG  THERAPY,  182 

Robert  E.  Pearson,  M S.,  R.Ph. 

ABSTRACTS,  183 

George  Lastnick,  M.D. 

TOPICS  OF  CURRENT  MEDICAL  INTEREST,  184 
BOOK  REVIEW,  184 


PROGRAM  OF  ARMA  S 86TH  ANNUAL  MEETING.  185 

Board  of  Directors.  186 
ArMA  Staff.  188 

Scientific  Assembly  Committee,  189 

Schedule  of  Events.  190 

Guest  Speakers,  196 

ArMA  Auxiliary  Schedule  of  Events,  198 

LETTERS  TO  EDITOR,  200 

ARMA  MEDICAL  HISTORY 

NOT  SO  ANCIENT  HISTORY,  OXYGEN  — TUCSON— 1 932. 200 
CASE  OF  THE  CENTURY,  201 
John  W.  Kennedy,  M.D. 

AUXILIARY  HIGHLIGHTS,  201 
Mrs.  M.  W,  Phillips 

ARMA  REPORTS.  201 

FUTURE  MEETINGS,  211 


r 


ARIZONA  MEDICINE  -|47 


Providing 
Drug  Informatton 

toPbysicia^ 


RKCENT  CHANGES 


3Q'sr«ssas!9a 


THERE AREA 

LOTOFPEOPLE 
GETTING  BETWEEN 
YOUANBYOUR 

nOIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  \bur  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples; 

Drug  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  tact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government  s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purported ly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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for  the  chart  started  because  we  knew  it  must  be  somewhere.  The  doctor  waited 
impatiently— The  patient  waited  impatiently— we  needed  that  record!” 
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antihypertensive  therapy 


without 

compromising 

existing 

cardiac 

output 


to  lower 
blood  pressure 

effectively... 


TABLETS:  250  mg,  500  mg,  and  125  mg 

ALDOMET(meth  YLDom  i msd) 


helps  lower  blood  pressure  effectively... 
usually  with  no  direct  effect  on 
cardiac  function- cardiac  output 
is  usually  maintained 

ALDOMET  is  contraindicated  in  active  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 

previous  methyidopa  therapy  has  been  associated  with  liver  disorders.  . 

It  is  important  to  recognize  that  a positive  Coombs  test,  hemolytic  anemia,  and  liver  disorders 

may  occur  with  methyidopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  or  liver  disorders  MSD 

could  lead  to  potentially  fatal  complications  unless  properly  recognized  and  managed.  For  more 

details  see  the  brief  summary  of  prescribing  information.  SlKRft 

For  a brief  summary  of  prescribing  information,  please  see  following  page.  DOHME 


in  hypertension 

ALDOMET 

(METHYLDOFSIMSD) 

helps  lower 
blood  pressure 
effectively... 
usually  with  no 
direct  effect  on 
cardiac  function- 
cardiac  output  is 
usually  maintained 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis;  if  previous 
methyidopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyidopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyidopa  therapy,  10%  to  20%  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy.  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less.  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com.- 
plications.  One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia.  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyidopa.  If  a positive  Coombs  test 
develops  during  methyidopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem  For  exam- 
ple, in  addition  to  a positive  direct  Coombs  test 
there  is  less  often  a positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood. 

At  the  start  of  methyidopa  therapy,  it  is  desirable  to 
do  a blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a baseline  or  to  establish  whether 
there  is  anemia.  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia.  It 
may  be  useful  to  do  a direct  Coombs  test  before 
therapy  and  at  6 and  12  months  after  the  start  of 
therapy.  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyidopa  and  the  drug 
should  be  discontinued.  Usually  the  anemia  remits 
promptly.  If  not,  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered  If  the 
hemolytic  anemia  is  related  to  methyidopa,  the  drug 
should  not  be  reinstituted  When  methyidopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only.  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyidopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyidopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 


cross  matching.  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  major  cross 
match  and  the  assistance  of  a hematologist  or 
transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy, 
sometimes  with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SCOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy.  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
fherapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyidopa.  If 
caused  by  methyidopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued. 
Methyidopa  should  not  be  remstituted  in  such  pa- 
tients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur. 
Patients  should  be  followed  carefully  to  detect  side 
reactions  or  unusual  manifestations  of  drug  idio- 
syncrasy. 

Use  in  Pregnancy:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks; 
possibility  of  fetal  injury  can  not  be  excluded. 
Precautions;  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyi- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported. 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma.  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery  Methyidopa 
IS  not  recommended  for  patients  with  pheochromo- 
cytoma.  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyidopa  or  its 
metabolites. 


Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascu- 
lar disease.  Patients  may  require  reduced  doses  of 
anesthetics;  hypotension  occurring  during  anes- 
thesia usually  can  be  controlled  with  vasopressors. 
Flypertension  has  recurred  after  dialysis  in  patients 
on  methyidopa  because  the  drug  is  removed  by  this 
procedure. 

Adverse  Reactions:  Central  nervous  system: 
Sedation,  headache,  asthenia  or  weakness,  usually 
early  and  transient;  dizziness,  lightheadedness, 
symptoms  of  cerebrovascular  insufficiency, 
paresthesias,  parkinsonism.  Bell’s  palsy,  decreased 
mental  acuity,  involuntary  choreoathetotic  move- 
ments; psychic  disturbances,  including  nightmares 
and  reversible  mild  psychoses  or  depression. 
Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris.  Orthostatic  hypotension  (decrease  daily 
dosage).  Edema  (and  weight  gain)  usually  relieved 
by  use  of  a diuretic.  (Discontinue  methyidopa  if 
edema  progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black"  tongue,  pancreatitis,  sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice, 
liver  disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic 
anemia.  Leukopenia,  granulocytopenia,  throm- 
bocytopenia. 

AHergic:  Drug-related  fever,  myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  to 
500  mg  daily  when  given  with  antihypertensives 
other  than  thiazides.  Tolerance  may  occur,  usually 
between  second  and  third  month  of  therapy;  in- 
creased dosage  or  adding  a thiazide  frequently 
restores  effective  control.  Patients  with  impaired 
renal  function  may  respond  to  smaller  doses.  Syn- 
cope in  older  patients  may  be  related  to  increased 
sensitivity  and  advanced  arteriosclerotic  vascular 
disease;  this  may  be  avoided  by  lower  doses. 

How  Supplied:  Tablets,  containing  125  mg 
methyidopa  each,  in  bottles  of  100;  Tablets,  contain- 
ing 250  mg  methyidopa  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000; 
Tablets,  containing  500  mg  methyidopa  each,  in 
single-unit  packages  of  100  and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  informa- 
tion. Merck  Sharp  & Dohme,  Division  of  Merck  & 
Co.,  Inc.,  West  Point,  Pa.  19486  j6amo7{707j 
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sunscreen  protection. 

UJeSTUJOOD 


PHARMACEUTICALS  INC 
Buffalo,  New  York  14213 
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Think  you  know  all  about 
asthma? 


Then  you  should  know  all  about  TEDRAL. 

It  provides  — 

□ rapid  symptomatic  relief,  as  well  as  prophylaxis 

□ /3-ADRENERGIC  ACTION  THAT  RELAXES  BRONCHIAL 
SMOOTH  MUSCLE 

□ a-ADRENERCIC  ACTION  THAT  REDUCES  BRONCHIAL 
EDEMA  AND  SECRETIONS 

□ synergistic  action  of  ephedrine  and  theophylline  for  effective 
and  prolonged  bronchodilation 

□ dosage  forms  to  meet  individual  patient  needs 


For  asthma  management... 


Each  tablet  contains  130  mg 
theophylline,  24  mg  ephedrine 
hydrochloride,  and  8 mg 
phenobarbital. 


Each  tablet  contains  1 80  mg  anhydrous  theophylline 
(90  mg  in  the  Immediate  release  layer  and  90  mg  in 
the  sustained  release  layer).  48  mg  ephedrine 


Each  5 ml  teaspoonful  contains  32.5  mg 
theophylline,  6 mg  ephedrine  HCI,  and  2 mg 
phenobarbital,  the  alcohol  content  is  1 5%. 


hydrochloride  (1 6 mg  in  the  immediate  release  layer 
and  32  mg  in  the  sustained  release  layer);  and  25  mg 
phenobarbital  in  the  immediate  release  layer. 


SUSTAINED  ACTION 


WARNER/CHILCOTT 


Division,  Warner-Lambert  Company 

Morris  Plains.  New  Jersey  07950  t-gp-74-b/v 
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TKDKAL® 

TKI)RAI>®  SA  Sustained  Action 
TKDKAL®  Elixir 

CAUTION':  P'edcral  law  prohibits  dispens- 
ing Tedral  SA  without  prescription. 
Description.  Tedral : each  tablet  contains 
130  niK  theophylline,  24  niir  ephedrine  hy- 
drochloride, and  8 niR  phenoharhital. 

Tedral  S.A:  each  tablet  contains  180  ni(c 
anhydrous  theophylline  (!t0  nitr  in  the  im- 
mediate release  layer  and  00  mjr  in  the 
sustained  release  layer);  48  mg  ephed- 
rine hydrochloride  11(1  niK  in  the  imme- 
diate release  layer  and  32  nitr  in  the  sus- 
tained release  layer);  2.")  niK-  phenoliarbital 
in  the  immediate  release  layer. 

Tedral  Elixir:  each  .')  ml  teaspoonful  con- 
tains 32..')  mu'  theophylline,  0 nifr  ephed- 
rine hydrochloride,  and  2 mjr  phenobar- 
bital;  the  alcohol  content  is  !.')'/< . 

Indications. Tedral,  Tedral  -S.A,  and  Tedral 
Elixir  are  indicated  for  the  symptomatic 
relief  of  bronchial  asthma,  asthmatic  bron- 
chitis, and  other  bronchosp.astic  disorders. 
They  may  also  be  used  prophylactic-ally  to 
abort  or  minimize  asthmatic  attacks  and 
are  of  value  in  manajrinfr  occasional,  sea- 
sonal or  perennial  asthma. 

Tedral  ,S.A  (Sustained  .Action)  offers  the 
convenience  of  b.i.d.  dosaKe. 

Tedral  Elixir  is  convenient  for  persons 
who  may  have  difliculty  iti  swallowinn’ 
tal)lets. 

These  Tedral  foiimilations  are  adjuncts 
in  the  total  inanaKement  of  the  asthmatic 
patient.  Acute  or  severe  asthmatic  attacks 
may  necessitate  supplemental  therapy  with 
other  drutrs  by  inhalation  oi-  other  paren- 
teral routes. 

('ontraindications.  Sensitivity  to  any  of 
the  intrredients ; porphyria. 

^^'a^nin^■s.  Drowsiness  may  occur.  I’HENO- 
HAKBITAI.  MAY  BE  HABIT-FORMING. 

I’recaut ions.  Use  with  caution  in  the  pres- 
ence of  car<iiovascular  <lisease,  severe  hy- 
pertension, hyi)crlhy roidism,  prostatic  hy- 
pertiophy,  or  glaucoma. 

•Adverse  Reactions.  Mild  epie:astric  dis- 
tress, i)alpitation,  tremulousness,  insom- 
nia, difliculty  of  micturition,  and  CNS 
stimulation  have  been  reported. 

Average  DosaRe.  Prophylactic  or  Thera- 
peutic. 

Tedral:  Adults  — One  or  two  taidets  every 
4 hours.  ChiUlreii  — tOver  (>0  11>)  one-half  the 
adult  dose. 

Tedral  S.A  : .Xdults— One  tablet  on  arisinR 
and  one  tablet  12  hours  later.  Tablets  should 
not  be  chewed.  Children  — estaldished 
for  children  undei-  12. 

Tedral  Elixir:  Note:  One  teaspoonful  is 
e(|uivalent  to  oiie-(imu  ter  Tedral  tablet. 
C hildreu  — One  teaspoonful  per  30  lb  body 
weiuht,  every  4-(!  hours,  unless  prescribed 
otherwise  liy  physician.  .Should  be  Riven  to 
children  under  2 years  of  aRe  only  with  ex- 
treme caution.  Adults  — One  to  two  table- 
spoonfuls  every  four  hours. 

Supplied.  Tedral : White,  uncoated  scored 
tablets  in  bottles  of  24  (N  0047-0230-24), 
100  (N  004 7-0230-.'')  1)  and  1000  (N  0047- 

0230- ()0).  Also  in  Unit  Dose  — packaRe  of 
10  X 10  strips  (N  0047-0230-11). 

Tedral  S.A  : Double-layered,  uncoated, 

coral/ mottled  white  tablets  in  bottles  of 
100  (N  0047-0231-.')1)  and  1000  (N  0047- 

0231- 00).  Also  in  Unit  Dose— packaRe  of 
10  X 10  strips  (N  0047-0231-11). 

Tedral  Elixir:  Dark  red  and  cherry-fla- 
vored in  474  ml  (10  fl  oz)  bottles  (N  0047- 
0242-10). 

STORE  BETWEEN  .'■)9“  and  SO'F  (1.')°  and 
.30°C). 

Full  information  is  available  on  request. 
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PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 
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Inquire  about  quantity  discounts. 
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or  more. 
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Original  Articles 


Hyperkalemia  Following  Succinylcholine 


LISA  WILKINSON,  M.B.,  B.S.,  F.F.A.R.C.S.  (Eng.) 


It  is  believed  that  not  all  our  anes- 
thesiologists are  aware  of  the  well 
documented  phenomenon  of  hyperka- 
lemia following  the  administration  of 
the  muscle  relaxant  succinylcholine  in 
certain  “at  risk”  patients.  This  review 
article  is  offered  as  a update  for 
surgeons  and  anesthesiologists  on  a 
potentially  fatal  complication. 

INTRODUCTION 

During  the  1960s  several  reports  appear- 
ed in  the  anesthesia  literature  concerning 
patients  who  had  suffered  cardiac  arrhyth- 
mias and  cardiovascular  collapse  apparent- 
ly following  the  administration  of  the 
depolarizing  muscle  relaxant  succinylcho- 
line. Although  the  initial  reports  high- 
lighted the  problem  in  patients  with 
extensive  burns,'  '''  similar  case  reports 
followed  concerning  massively  traumatized 
subjects, 3 * and  patients  suffering  from 
spinal  cord  injuries.'®  '®  '®  Many  of  the 
patients  had  undergone  surgery  and  anes- 
thesia immediately  post-injury  without 
incident,  and  had  only  developed  compli- 
cations when  anesthesia  was  induced  for 
further  surgery  at  least  two  weeks  after 
injury. 

Following  the  administration  of  succinyl- 
choline it  was  reported  that  electrocardio- 
graphic changes  appeared,  leading  to 
ventricular  fibrillation  and  cardiac  arrest 
in  some  cases.  Serial  serum  potassium 
values  taken  following  succinylcholine 
[administration  showed  markedly  elevated 
[levels. 

Clinical  and  experimental  studies 

Doubts  about  the  cause  of  the  presumed 
hyperkalemic  response  to  succinylcholine, 
and  the  mechanisms  involved,  led  several 
investigators  to  initiate  controlled  clinical 
and  experimental  studies.  Clinical  series  in 
normal  and  traumatized  patients,  and 
experimental  studies  in  animals  with 
transected  spinal  cords  and  denervated 
limbs  have  yielded  results  which  may  be 
summarized  as  follows; 
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1)  Following  the  intravenous  adminis- 
tration of  depolarizing  muscle  relax- 
ants  such  as  succinylcholine,  the 
serum  potassium  level  rises  (Average 
0.5  mEq.).®  However,  in  normal  sub- 
jects the  increase  is  not  clinically 
significant. 

2)  In  susceptible  patients  marked  in- 
creases in  serum  potassium  levels 
occur  following  the  injection  of  a 
bolus  or  continuous  infusion  of  suc- 
cinylcholine. Potassium  values  as 
high  as  13.6  mEq/L  have  been 
recorded  in  human  subjects.'®  Electro- 
cardiographic changes  such  as  peak- 
ing of  T waves,  widening  of  QRS 
complex,  disappearance  of  P wave, 
ventricular  tachycardia,  ventricular 
fibrillation  have  occurred,  and  car- 
diac arrest  has  followed  in  a number 
of  patients.'  ® '®  '® 

3)  Hyperkalemia  following  succinylcho- 
line has  been  shown  to  be  a dose- 
dependent  response.'' 

4)  The  hyperkalemic  response  may  be 
attenuated  by  the  prior  administra- 
tion of  a small  dose  of  nondepolarizing 
muscle  relaxant  or  almost  completely 
blocked  by  a large  dose.'  '®  '® 

5)  The  list  of  susceptible  patients  now 
includes  those  with  severe  bums, 
massive  trauma,  spinal  cord  injury, 
tetanus,"  neuromuscular  disease.’’ 
Digitalized  patients  and  those  with 
an  initially  high  serum  potassium 
level'®"  may  also  become  hyperka- 
lemic following  succinylcholine  ad- 
ministration. 

6)  The  period  of  time  during  which 
patients  are  at  risk  (using  case  reports 
as  a guide)  runs  from  about  seven  to 
ninety  days,  with  a peak  of  vulner- 
ability during  the  second  month  after 
injury.®’®'®"® 

Suggested  mechanisms  for 
hyperkalemia 

1)  After  denervation  the  muscle  mem- 
brane is  altered  and  shows  an  atypical 
response  to  depolarization.  The  entire 
membrane  becomes  sensitive  to 
acetylcholine  so  that  depolarization 
takes  place  not  only  at  the  motor  end- 
plate  but  along  the  whole  membrane. 
A nonselective  increase  in  perme- 
ability of  the  cell  membrane  to 


sodium  and  potassium  occurs  at  the 
same  time.® 

The  action  of  succinylcholine  is 
similar  to  that  of  acetylcholine,  al- 
though the  effect  lasts  longer,  there- 
fore one  may  expect  succinylcholine 
to  depolarize  the  whole  membrane  of 
denervated  muscle,  causing  marked 
potassium  shift. 

2)  If  venous  blood  is  sampled  simul- 
taneously from  the  inferior  vena  cava 
and  superior  vena  cava  following  the 
administration  of  succinylcholine  in 
spinal  cord  transected  patients  and 
experimental  animals,  higher  potas- 
sium values  are  obtained  from  the 
inferior  vena  caval  blood.  This  sug- 
gests that  muscle  below  the  level  of 
the  lesion  is  the  main  source  of  excess 
potassium.' ‘'•'® 

3)  In  burned  patients  there  may  also  be 
muscle  membrane  damage  and  in- 
creased chemical  sensitivity  related 
to  disuse  atrophy.® 

4)  Many  patients  in  the  susceptible 
groups  have  extensive  soft-tissue  in- 
jury, are  septicemic  and  in  negative 
nitrogen  balance.  These  factors  may 
also  play  a role  in  the  development  of 
hyperkalemia.® 

Clinical  implications 

Opinions  concerning  the  clinical  impli- 
cations of  succinylcholine  hyperkalemia 
have  been  expressed  with  increasing  force 
as  clinical  and  experimental  evidence  have 
been  produced  to  document  the  problem. 

A review  of  the  literature  reveals  the 
following  opinions  of  investigators,  and 
these  are  given  in  chronological  order; 

Clinical  implications  — comments 

1)  Birch  et  al  (1969)  “Even  though  a 
trauma  patient  has  been  anesthetized 
nine  or  ten  times  with  succinylcholine 
uneventfully,  one  cannot  assume  that 
using  the  same  type  of  anesthetic 
again  will  probably  meet  with  equal 
success,  especially  if  the  patient  is 
now  at  the  time  of  maximum  suc- 
cinylcholine “sensitivity”.® 

2)  Mazze  et  al  (1969)  “.  . . results  of  the 
present  investigation  suggest  that 
succinylcholine  should  not  be  used  in 
massively  traumatized  patients  after 
the  initial  surgical  procedures,  until 
all  wounds  are  closed,  infection  is  no 
longer  present  and  catabolism  is 
reversed.”® 

3)  Tobey  (1970)  “I  conclude  that  suc- 
cinylcholine must  be  used  cautiously, 
if  at  all,  in  paraplegics  after  the  first 
24  to  48  hours  after  injury.”'® 

4)  Stone  et  al  (1970)  “Since  other  tech- 
niques for  endotracheal  intubation 
which  do  not  require  succinylcholine 
are  available  . . . .suggest  that  this 
agent  should  not  be  used  during  the 
vulnerable  period  in  patients  who 
have  central  nervous  system  injury 
with  subsequent  paralysis.”'® 
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5)  Gronert  and  Theye  (1975)  “Succinyl- 
choline  is  unequivocally  contraindi- 
cated in  the  management  of  patients 
who  have  sustained  thermal  trauma 
or  direct  muscle  trauma  and  those 
who  have  neurologic  disorders  in- 
volving motor  deficit,  including 
tetanus.”® 

The  comments  given  above  should  be 
considered  carefully  when  a patient  in  any 
of  the  “at  risk”  categories  is  to  receive  a 
general  anesthetic  or  requires  endotracheal 
intubation.  The  susceptible  patients  in- 
clude those  with  severe  burns,  massive 


trauma,  spinal  cord  injury,  neuromuscular 
disease.  Sensitivity  to  succinylcholine  may 
be  present  for  a period  as  long  as  from 
seven  to  ninety  days  post  injury. 

Ideally,  succinylcholine  should  be  avoid- 
ed in  these  patients.  However,  if  there  is 
some  reason  for  an  anesthesiologist  to  use 
the  drug  in  an  “at  risk”  patient  its  use 
should  be  preceded  by  a dose  of  a 
nondepolarizing  muscle  relaxant. 

The  review  by  Gronert  and  Theye  (1975), 
which  gives  more  detail  of  the  pathophysi- 
ology of  the  problem  and  includes  a more 


comprehensive  bibliography,  is  recor 
mended  to  the  reader. 
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Nasal  Septal  Deflection  In  Prehistoric  Arizona  indians 


LEON  L.  TITCHE,  M.D. 


Here  is  presented  an  interesting 
facet  of  Arizona  Indian  tribal 
physiogomy. 


There  have  been  numerous  articles  writ- 
ten on  deviations  of  the  nasal  septum  both 
to  explain  the  origin  of  this  deformity  in 
order  to  link  it  to  racial  characteristics  and 
also  to  provide  a better  understanding  for 
its  surgical  correction.  This  paper  will 
present  the  occurrence  of  this  condition  in  a 
group  of  prehistoric  Arizona  Indians  and 
will  compare  the  findings  with  those  made 
previously  in  Indians  in  another  part  of 
Arizona  and  in  another  section  of  the 
United  States. 


ETIOLOGY 

Fry'  and  Gray^  reported  that  septal 
deviations  generally  were  accepted  as  virtu- 
ally peculiar  to  the  human  animal  and  the 
latter  suggested  that  basic  evolutionary 
factors  which  caused  this  were  the  assump- 
tion of  the  erect  posture  and  changes  in  the 
shape  of  the  skull.  Other  causes  which 
have  been  given  are  intrauterine  injury,® 
birth  trauma,®"*'®  hereditary  factors,®'®  and 
developmental  factors.'  ®'^'®  Woods®  be- 
lieved that  heredity  played  little  influence 
in  bring  about  a deflected  septum  as  he 
thought  it  was  the  condition  affecting  the 
development  of  the  septum  after  birth 
which  influenced  its  shape. 
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INCIDENCE 

The  incidence  of  septal  deflections  has 
been  reported  over  a wide  range.  Jackson 
and  Jackson'®  believed  that  the  adult  who 
is  entirely  free  from  some  deformity  or 
deviation  is  the  exception.  DeWeese  and 
Saunders"  stated  that  there  were  few 
adults  in  whom  the  septum  was  in  the 
midline  and  Sawhney  and  Sena'®  believed 
that  it  was  far  more  common  to  find  some 
deformity  of  the  nasal  septum  than  to  meet 
one  which  was  absolutely  straight.  The 
majority  of  authors'®  '®  ''*  has  reported  that 
the  deviation  was  to  the  right  in  slightly 
over  half  of  the  cases.  Males  were  found  to 
have  deviations  more  frequently  than 
females  by  Gray®  and  Ballenger,'®  though 
Ali*'*  in  5096  cases  found  an  approximately 
equal  ration. 


A.D.  These  people  disappeared  and  th 
present  day  Indian  inhabitants  are  nc 
related  to  them  in  any  way. 

RESULTS 

59  of  the  skulls  could  be  identified  as  t 
sex  and  12  could  not,  but  all  could  b 
classified  into  age  groups.  Septal  devif 
tions  were  present  in  62  percent,  with 
male  to  female  ratio  of  19  to  21.  There  wer 
10  right  sided  deviations  and  9 left  side 
deviations  in  the  males  and  in  the  femalei 
15  deviations  were  to  the  right  and  6 to  th 
left.  In  the  entire  series,  there  were  28  rigi 
deviations  and  16  left.  (Table  1) 

Three  studies  have  been  done  previousli 
on  septal  deviations  in  the  America! 
Indian.  Steele'®  examined  365  skulls  wit! 
identifiable  nasal  septa  from  prehistorl 


Table  1 

Septal  Deviation  in  Prehistoric  Arizona  Indians 
Age  Skulls  Deviations 


Male 

Female  Undet 

Male 

Female 

Undet 

Right 

Left 

Right 

Left 

Right  Left 

Less  than  11 

9 

3 1 

11  to  20 

3 

5 

3 

2 

1 

2 

1 

21  to  30 

6 

10 

3 

3 

5 

3 

31  to  40 

9 

8 

3 

3 

4 

Over  40 

6 

12 

2 

2 

4 

2 

Total 

24 

35 

12 

10 

9 

15 

6 

3 1 

METHOD 

The  study  being  presented  comprises  71 
skulls  with  identifiable  nasal  septa  from 
645  skulls  examined  in  the  collection  of  the 
Arizona  State  Museum  at  Tucson,  Arizona. 
These  prehistoric  Indian  tribes  were  prob- 
ably genetically  related  and  occupied  the 
area  of  the  Mogollon  rim  country  compris- 
ing parts  of  present  day  Navajo,  Gila  and 
Apache  counties.  The  excavation  sites  are 
named  Point  of  Pines,  Grasshopper,  Kin- 
ishba  and  Turkey  Creek  and  were  in- 
habited from  about  1000  A.D.  to  about  1450 


tribes  in  the  Dakotas  and  found  57.5  pi 
cent  with  deviations  and  a male  to  fema 
ratio  of  1.5  to  1.  Post®  found  30  per  cei 
abnormal  septa  in  140  prehistoric  Dakoi 
Indian  skulls  and  20  per  cent  deviations  i 
171  prehistoric  Pueblo  Indian  skulls.  Thei 
findings  and  those  of  the  present  study  a 
shown  in  Table  2,  pointing  out  that  tl 
incidence  of  septal  deviations  in  differei 
Indian  tribes  varies  quite  a bit  and  possib 
indicates  a tribal  characteristic.  The  near  ' 
equal  occurrence  in  males  and  femali 
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Table  2 


Number  of  Per  Cent 


Author 

Skulls 

With 

Deviations 

Steele  et  al*® 

1 (Dakota) 

365 

57.5 

Post  (Dakota)® 

140 

30.0 

Post  (Pueblo)® 

171 

20.0 

ritche 

71 

62.0 

fiossibly  could  rule  out  trauma  as  a cause 
knd  the  greater  number  of  right  sided 
leviations  also  points  to  developmental  or 
nherited  characteristics.  Studies  such  as 
these  have  the  drawback  in  that  the 
ragility  of  the  bony  nasal  septum  makes 


its  preservation  difficult,  as  shown  by  the 
small  number  of  skulls  with  identifiable 
septa  in  the  large  number  which  have  been 
examined. 


SUMMARY 

A study  of  septal  deviation  in  Indian 
skulls  from  the  Mogollon  rim  country  of 
Arizona  has  been  presented  and  the 
findings  compared  with  those  of  some 
other  prehistoric  American  Indian  cul- 
tures. It  is  conjectured  that  this  condition 
may  be  a tribal  characteristic.  The  pre- 
historic Indian  cultures  of  Arizona  offer  a 
wealth  of  medical  information  which  is  of 
value  today. 


Case 

Report 
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Atropine  Coma:  Physostigmine  Reversal 

)AVID  LAPAN,  M.D.  JAY  W.  SMITH,  M.D. 


. The  usual  initial  central  nervous 
,ystem  manifestations  of  intoxication 
>/ith  anticholinergic  agents  such  as 
)tropine  are  excitation  characterized 
|y  restlessness,  irritability,  disorien* 
ation  and  hallucinations,  commonly 
grouped  under  the  heading  of  “central 
inticholinergic  syndrome”.*  The  ad- 
ministration of  doses  of  anticholiner- 
gic agents  in  the  lethal  range  results  in 
bntral  excitation  followed  by  depres- 
sion, coma  and  death.  In  this  com- 
munication we  report  a patient  whose 
jtropine  overdose  failed  to  produce 
lentral  excitation,  but  did  result  in 
iloma,  which  promptly  responded  to 
he  administration  of  physostigmine, 
n anticolinesterase. 

REPORT  OF  A CASE 
j Mrs.  L.  B.,  an  83  year  old  white  woman, 
(/as  admitted  to  an  outlying  hospital  with  a 
jiistory  of  increasing  weakness  and  chest 
'lain.  She  was  noted  to  have  bradycardia  by 
ier  admitting  physician.  Except  for  a 
iistory  of  myocardial  infarction  seven 
( ears  prior  to  admission  she  was  well  until 
ne  month  previously  when  she  began 
rxperiencing  anginal  chest  pain  and  in- 
ireased  here  use  of  nitroglycerin.  Two 
veeks  prior  to  admission  she  saw  her 
(hysician  who  noted  atrial  fibrillation  with 
I rapid  ventricular  response  and  congestive 
leart  failure;  digoxin  0.25  mg  per  day,  and 
urosemide  40  mg  per  day,  were  started, 
lowever,  no  change  in  symptoms  occurred 
^lubsequent  to  this.  On  the  day  of  admission 
(trial  fibrillation  with  a ventricular  re- 
iponse  of  approximately  30/minute  was 

^m:  The  University  of  Arizona  College  of  Medicine, 
department  of  Internal  Medicine,  Tucson,  Arizona. 


noted.  She  was  hospitalized,  digoxin  was 
stopped  and  40  mEq  of  intravenous  potas- 
sium was  administered  over  24  hours. 
There  was  no  change  in  heart  rate  over  48 
hours  except  for  transient,  increases  to  a 
rate  of  70/minute  after  1 mg  of  intravenous 
atropine  on  three  occassions  within  36 
hours  prior  to  transfer.  She  was  transferred 
on  the  third  hospital  day  to  the  University 
Hospital  for  a cardiac  pacemaker  implant. 
At  the  time  of  transfer  she  was  alert  and 
oriented.  Because  of  persistant  bradycardia 
of  30/minute  she  received  an  additional  3 
mg  of  atropine  in  the  course  of  the  three 
hour  ambulance  ride  to  the  University 
Hospital.  During  this  time  she  became 
progressively  more  obtunded  and  then 
comatose. 

Physical  examination  revealed  a coma- 
tose woman  with  no  response  to  verbal 
stimuli.  The  blood  pressure  was  170/100, 
pulse  40-60/minute  and  irregular,  respira- 
tion 24/minute  and  temperature  36.5°C. 
The  skin  was  of  normal  color,  moist  and 
neither  red  nor  hot.  The  fundiscopic 
examination  was  normal  and  the  mucous 
membranes  moist.  The  neck  was  supple. 
Bibasilar  rales  were  heard  on  examination 
of  the  chest.  Cardiac  exam  revealed  a II/VI 
systolic  ejection  murmur  at  the  base  with 
radiation  to  the  apex  and  neck.  There  was 
an  S3  gallop  at  the  apex.  The  abdominal, 
rectal,  pelvic  and  extremity  examinations 
were  without  abnormality.  Neurological 
examination  revealed  a comatose  woman. 
She  moved  all  extremities  and  had  occa- 
sional incoherent  mumbling.  The  pupils 
were  3 mm  and  reactive.  Oculocephalic 
reflexes  were  intact  as  were  corneal  reflexes. 
The  deep  tendon  reflexes  were  2+  bilaterally 
and  toes  dorsiflexed  bilaterally. 
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Laboratory  data  revealed  a hematocrit  of 
46%,  white  cell  count  of  9300/mm^  with  a 
normal  differential.  The  urinalysis  was 
normal.  The  Na  was  142,  K 4.7,  Cl  99,  CO2 
32  mEq/L.  The  BUN  was  15,  creatinine  0.9 
and  glucose  122  mg/dl.  The  VDRL  was 
negative.  The  SCOT  was  21  units  (normal 
20),  CPK  67  units  (normal  90),  bilirubin  1.1 
and  the  calcium  10  mg/dl.  The  Tt  10.6 
mcg/dl  (normal  4-12)  and  Ta  33.6  (normal 
25-35).  The  digoxin  level  was  1.1  ng/ml. 
Blood  gases  revealed  a PO2  of  55  mm  of  Hg, 
saturation  of  91%,  PCO2  40  mm  Hg  and  pH 
7.44.  A lumbar  punctur  was  normal  as  was 
the  chest  x-ray.  The  EKG  showed  atrial 
fibrillation  with  ventricular  bigeminy  and 
prolonged  pauses  with  a rate  of  30- 
60/minute,  left  ventricular  hypertropy  by 
voltage  and  nonspecific  ST  and  T changes. 

Prior  to  receiving  the  report  from  the 
ambulance  driver  that  the  patient  had 
received  3.0  mg  of  atropine  during  the 
course  of  the  three  hour  ambulance  ride,  an 
additional  one  mg  of  atropine  was  given 
with  an  increase  in  heart  rate  to  70/minute 
but  no  change  in  mental  status.  The 
possibility  to  atropine  intoxication  was 
considered  following  the  history  from  the 
ambulance  driver  and  realizing  that  the 
total  dose  of  atropine  was  4.0  mg  over  four 
hours.  A transvenous  temporary  pacer  was 
placed  and  2 mg  of  intravenous  physostig- 
mine administered.  Within  two  minutes 
there  was  rapid  reversal  of  obtundation 
and  the  patient  became  alert  and  con- 
versant. Over  the  next  72  hours  the  patient 
remained  alert.  The  bradycardia  remained 
and  a permanent  pacemaker  was  placed 
before  the  patient  was  discharged  in  good 
condition  on  the  ninth  hospital  day. 
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DISCUSSION 

The  patient  developed  severe  central 
nervous  system  depression  following  4.0 
mg  of  atropine.  She  was  taking  no  other 
drugs  with  anticholinergic  like  activity 
such  as  tricyclic  antidepressants,  anti- 
psychotics  (phenothiazines  - butyro- 
phenones),  antispasmodics,  antihistamines 
or  drugs  used  to  treat  Parkinson’s  disease. 
Neither  bizarre  behavior  nor  mental  symp- 
toms or  signs  suggesting  an  organic 
psychosis  preceded  the  coma. 

The  central  nervous  system  excitatory 
effects  of  atropine  are  usually  seen  when 
greater  than  5.0  mg  have  been  given  over  a 
short  period  of  time.  Central  nervous 
system  depression  results  following  10.0 
mg  or  more.2  The  toxic  dose  of  atropine  may 
be  age  releated;  an  adult  has  survived  1000 
mg,®  while  10.0  mg  or  less  may  be  lethal  in 
children.  It  has  been  suggested  that  the 
elderly  are  especially  prone  to  develop  the 
“central  anticholinergic  syndrome’’  follow- 
ing treatment  with  tricyclic  antidepres- 
sants and  antipsychotics.'*  Moreover,  it  is 
likely  that  anticholinergic  drugs  have  toxic 
effects  at  lower  doses  in  the  elderly,  because 
of  a decreased  capacity  to  metabolize 
(inactivate)  drugs,  a diminished  renal  and 
hepatic  capacity  for  drug  clearance  and  an 
enhanced  sensitivity  to  the  central  nervous 


system  depressant  action  of  drugs  in 
general.'' 

Physostigmine  is  an  anticholinesterase 
which  readily  crosses  the  blood-brain 
barrier.  It  reverses  the  toxic  effects  of 
atropine  in  the  brain  by  increasing  the  level 
of  acetylcholine  in  the  central  nervous 
system.  It  has  been  used  successfully  in 
treating  the  central  nervous  system  toxicity 
of  a number  of  drugs  with  anticholinergic 
activity®  ® as  well  as  the  cardiac  toxicity  of 
the  tricyclic  antidepressants.®  Foner  and 
Miller*®  reported  dramatic  responses  to 
physostigmine  in  patients  who  had  thera- 
peutically induced  atropine  coma.  They 
found  that  neither  the  dose  of  atropine  nor 
the  duration  of  coma  bore  any  relationship 
to  uniformally  successful  responses  to  4.0 
mg  of  intravenous  physostigmine.  Since 
physostigmine  is  rapidly  metabolized,  re- 
ported doses  may  be  required  every  30-60 
minutes.® 

Because  a number  of  widely  used  drugs 
have  anticholinergic  activity — tricyclic 
anti-depressants,  antipsychotics,  antihista- 
mines, anticholinergics  used  for  sedation, 
therapy  of  peptic  ulcer,  and  for  the 
treatment  of  Parkinson’s  disease — and 
because  the  central  nervous  system  exci- 
tation phase  of  the  “central  anticholinergic 
syndrome  need  not  be  manifest,  intoxica- 
tion by  drugs  with  anticholinergic  activity 


should  be  considered  in  all  comatost 
patients.  Reversal  of  the  coma  with  physo- 
stigmine is  diagnostic. 

SUMMARY  i 

Numerous  drugs  have  anticholinergic: 
activity  which  usually  causes  central  ner  : 
vous  system  excitation  followed  by  depres  | 
sion.  The  patient  we  report  with  moderate! 
atropine  overdose  did  not  manifest  thc’ 
central  excitation  phase,  but  presented 
with  coma  which  was  rapidly  reversed  with 
physostigmine,  and  anticholinesterase.  In  * 
toxication  by  drugs  with  anticholinergic! 
activity  should  be  considered  in  all  coma  ; 
tose  patients. 
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QUERIES  AND  NOTES  | 

As  an  expression  of  “the  right  to  die’’,  this  form  is  being  circulated.  Your  patients  may  present  you  with  this  “Request" 
Do  you  have  an  opinion. 


TO  MY  family,  my  physician,  my  lawyer,  my  clergyman; 

TO  ANY  medical  facility  in  whose  care  I happen  to  be; 

TO  ANY  individual  who  may  become  responsible  for  my  health,  welfare  or  affairs: 

DEATH  IS  AS  MUCH  a reality  as  birth,  growth,  maturity  and  old  age  — it  is  the  one  certainty  of  life.  If  the  time  comes  when 

I, , can  no  longer  take  part  in  decisions  for  my  own  future,  let  this  statement  stand  as  an  expression 

of  my  wishes  while  I am  still  of  sound  mind. 

IF  THE  SITUATION  should  arise  in  which  there  is  no  reasonable  expectation  of  my  recovery  from  physical  or  mental  dis- 
ability, I request  that  I be  allowed  to  die  and  not  be  kept  alive  by  artificial  means  or  “heroic  measures.”  I do  not  fear  death  itself 
as  much  as  the  indignities  of  deterioration,  dependence  and  hopeless  pain.  I,  therefore,  ask  that  medication  be  mercifully  admin- 
istered to  me  to  alleviate  suffering  even  though  this  may  hasten  the  moment  of  death. 

THIS  REQUEST  is  made  after  careful  consideration.  I hope  you  who  care  for  me  will  feel  morally  bound  to  follow  its  mandate. 
I recognize  that  this  appears  to  place  a heavy  responsibility  upon  you,  but  it  is  with  the  intention  of  relieving  you  of  such  responsi- 
bility and  of  placing  it  upon  myself  in  accordance  with  my  strong  convictions  that  this  statement  is  made. 

SIGNED: 

WITNESS:  

WITNESS:  

DATE:  


160  march  1977  • XXXIV  • 3 


100  mg 


250  mg 


500  mg 


Tolinase 

tolazamide,Upjohn 

Please  contact  your  Upjohn  representative  for  additional  product  information. 


Upjohn 


J.S69S-6 

©1977  THE  UPJOHN  COMPANV 


When  Big  Ben  looks  little  off”. 


Antivert'25 


(meclizine  HCl)  25  mg.  Tablets 

for  vertigo* 


■ Most  Widely  Prescribed— Anti  vert  is 
the  most  widely  prescribed  agent  tor  the 
management  of  vertigo*  associated  with  dis- 
eases affecting  the  vestibular  system  such 
as  Meniere’s  disease,  labyrinthitis,  and  ves- 
tibular neuronitis. 

■ Relief  of  Nausea  and  Vomiting  — 

Antivert/25  can  relieve  the  nausea  and 
vomiting  cdten  associated  with  vertigo* 

■ Dosage  for  Vertigo*— The  usual  adult 
dosage  for  Antivert/25  is  one  tablet  t.i.d. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

*INDICATIONS.  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences— National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associ- 
ated with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
(meclizine  HCl)  during  pregnancy  or  to  women  who  may 
become  pregnant  is  contraindicated  in  view  of  the  terato- 
genic effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-13  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg. /kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

More  detailed 
professional  information 
available  on  request. 


R06RIG 

A division  of  Ptizer  Pharmaceuticals 
New  York  New  York  10017 


ARIZONA  MEDICINE  -|03 


A MATTER  OF  OPINION 

JOHN  W.  KENNEDY,  M.D. 


Common  Sense  is  the  most  uncommon 
thing  there  is  (Proverb) 

As  long  as  the  federal  funny  money,  for 
physical  plants  and  laboratories,  funds  for 
research  was  poured  into  our  medical 
schools  there  was  scarcely  a murmur  of 
dissent.  Sure  there  was  some  grumbling 
about  the  stacks  of  forms  and  the  many 
guidelines  and  the  multitude  of  project 
managers  to  be  satisfied.  The  mountains  of 
paperwork  makes  the  bureaucrats  able  to 
justify  their  existence  and  skim  the  top  20  - 
30  - 50%  off  congressional  approprmtions. 

There  were  some  pessimists  around,  but 
their  dissent  was  dismissed  as  archaic  and 
nonprogressive.  As  early  as  1938  Dr.  James 
Ewing,  the  revered  Master  Pathologist  of 
Memorial  Hospital,  New  York,  decried  the 
dilution  of  research  efforts  caused  by 
founding  the  first  of  the  National  Institutes 
of  Health,  Cancer.  He  foresaw  that,  as  new 
and  separate  physical  plants  were  con- 
structed, that  the  time  needed  to  acquire 
and  train  a staff  of  excellence  would  take  20 
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years.  A great  loss  in  time  and  effort. 

Now  the  NIH  programs  are  at  a stand- 
still. The  Washington  bureaucrats,  the 
Congress  and  the  new  White  House  occu- 
pant will  have  a great  “study  of  the 
problem.”  Reports  are  that  this  will  require 
a year  or  more.  Surely  a sad  way  to  direct 
the  national  research  effort! 

The  long  arm  of  HEW  has  through  the 
“Health  Professions  Act”  directed  that 
medical  schools,  which  receive  federal 
funds,  has  directed  these  schools  to  accept  a 
quota  of  Americans  who  have  completed 
two  years  in  a foreign  medical  school  and 
passed  part  I of  the  National  Board  of 
Medical  Examiners  Test. 

Honestly,  fellow  physicians  if  you  were  a 
HEW  policy  maker  — and  controlled  these 
millions  in  grants  — wouldn’t  you  push 
your  own  set  of  acceptance  conditions?  We 
may  deplore  the  method,  but  its  just  about 
as  effective  as  deploring  human  nature.  He 
who  pays  the  piper,  calls  the  tune. 

The  medical  schools  fear,  and  with 
reason,  that  soon  the  HEW  moguls  will 
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The  University  of  Arizona’s  College  of 
Medicine  has  been  involved  in  many  rural 
activities  throughout  the  state.  Examples 
include  the  Arizona  Perinatal  Program, 
which  is  operated  by  the  Department  of 
Obstetrics  in  collaboration  with  the  Ari- 
zona Medical  Association  Foundation,  and 
Mobile  Eye  Clinic,  operated  by  tbe  Opthal- 
mology  division  of  the  Department  of 
Surgery.  These  and  many  other  activities 
are  making  an  important  contribution  to 
improved  rural  health  services  in  the  state 
of  Arizona. 

The  focus  of  this  article,  however,  will  be 
on  the  rural  health  program  activities  of 
the  Department  of  Family  and  Community 
Medicine.  This  Department,  having  the 
responsibility  both  for  community  develop- 
ment activities  and  for  training  family 
physicians,  early  assumed  a leadership  role 
in  both  developing  and  providing  services 
for  underserved  rural  communities. 

This  month  (March  10-11)  many  of  these 
activities  will  be  discussed  in  relationship 
to  the  Sixth  Annual  Arizona  Conference  on 
Rural  Health.  Another  example  of  a 


twiddle  the  curriculum  knobs  and  dictat  *■ 
exactly  how  many  generalists  and  special 
ists  shall  emerge  each  year,  and  where  the; 
shall  practice. 

There  is  one  piercing  ray  of  hope.  Alread; 
three  medical  schools,  Indiana,  Stanforc 
and  Yale  Universities  have  stated  the; 
would  reject  their  federal  aid  to  the  tune  of  (i 
million  dollars  total.  There  may  be  somi 
chance  of  getting  a legislative  change.  Bull 
the  HEW  planners  will  always  be  waitinjij 
and  planning  their  “take  over”. 

We  have  no  way  of  knowing  how  man;  ® 
medical  schools  could  survive  withoufP 
federal  funds,  probably  few  for  long. 

To  paraphrase  a musical  “they  havifB 
become  accustomed  to  her  ways,”  the  wayi 
of  funny  money. 

Someone  recently  noted  that  non-profi 
institutions  begin  their  decline  as  soon  as  lijni 
central  elegant  headquarters  building  ii 
erected. 

Let  us  hope  our  great  medical  schools  d(  m 
not  meet  the  same  fate  in  their  federallj  L 
funded  edifices  of  equalitarianism. 
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cooperative  relationship  between  the  Ari  ® 
zona  Medical  Association  and  the  Uni 
versity  of  Arizona,  this  conference  has  beer 
successfully  cosponsored  by  ARMA,  the  Lfl* 
of  A and  other  health  related  institutions  s< 
as  to  provide  a forum  for  discussion  o 
important  health  issues  affecting  rura 
communities.  Last  year  this  conference  war 
held  jointly  with  the  29th  National  Con 
ference  on  Rural  Health  for  the  America! 
Medical  Association. 

As  the  Rural  Health  Conferences  wen 


getting  underway,  the  Department  of  Fam 


ill 


ily  and  Community  Medicine  was  initia 
ting  its  involvement  in  the  communities  o 
Marana,  Benson  and  Casa  Grande.  Always 
responding  to  expressed  community  need 
the  Department  assisted  in  procuring 
National  Health  Service  Corps  commit 
ments  for  Marana  and  Benson  and,  ir 
collaboration  with  Arizona  Health  Plan 
ning  Authority,  a migrant  health  grant  foi 
what  was  then  Arizona  Job  Colleges  in 
Casa  Grande.  Each  of  these  programs  has 
continued  to  grow  and  prosper  with  ex 
panded  budgets  and  patient  populations 


al 
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iill  are  (or  soon  will  be)  in  modem  and 
pacious  facilities,  one  of  which  was 
irovided  through  Hill-Burton  and  founda- 
,on  grant  support. 

I In  the  meantime,  the  Department  was 
jeveloping  an  active  service  program, 
unded  in  part  through  a grant  from  the 
federal  Government  for  the  creation  of  the 
liouthem  Arizona  Rural  Health  Initiative 
program.  This  program,  SOARHI,  has 
(erved  to  support  primary  care  services  in 
he  clinics  of  Benson  and  Marana  and  to 
timulate  the  development  of  a new  co- 
iperative  entity,  the  Arizona  Rural  Health 
’ederation.  The  SOARHI  program,  in  turn, 
kas  been  successful  in  developing  a recent- 
V funded  grants  program  which  provides 
ver  $260,000  to  the  Federation  for  work  in 
(ix  communities  (Marana,  Benson,  Casa 
iirande,  Bowie,  Patagonia,  and  Globe)  in 
ive  southern  Arizona  counties. 

Integral  to  University  service  activities 
h rural  health  is  the  teaching  program 
khich  has  been  associated  with  these 
ctivities.  A Manpower  Distribution  Dem- 
nstration  Project  places  a student  team  in 
he  field  supported  by  ancillary  staff  and 
quipment.  This  project  has  also  supported 
he  teaching  of  residents  in  areas  outside  of 
netropolitan  Tucson.  In  general,  rural 
linics  developed  in  association  with  the 
Jniversity  may  provide  space  for  the 
raining  of  future  doctors  who  might 
l)ractice  in  these  or  other  rural  areas.  Such 
iUral  placements  at  the  student  and 
esident  level  have  proven  effective  in 
hany  areas  in  improving  the  distribution 
if  health  manpower  to  the  benefit  of  rural 
:ommunities. 

A specialized  program  which  combines 
he  resources  of  the  teaching  and  service 
ifforts  of  the  Department  is  the  Arizona 
vlobile  Health  Clinic.  Like  the  Mobile  Eye 
Jnit,  this  unit  is  made  available  to  clinics 
ind  communities  that  wish  to  use  it  for  the 
ixpansion  of  their  health  services,  par- 
icularly  in  more  remote  areas.  Currently 
iperating  in  Rillito  and  the  Yaqui  Village 
lutside  of  Marana,  the  Arizona  Mobile 
iealth  Clinic  represents  a common  out- 
each  effort  of  the  Arizona  Rural  Health 
federation  and  the  University  of  Arizona 
IS  they  work  with  established  clinics  to 
jrovide  health  services  in  outlying  areas, 
f A program  of  particular  interest  to  both 
■he  University  and  the  Arizona  Medical 
\ssociation  at  the  present  time  is  the 
\rizona  Health  Service  Corps.  This  project, 
leveloped  by  the  Arizona  Medical  Associ- 
ition  with  input  from  the  Department  of 
family  and  Community  Medicine,  now  is  a 
'unded  program  with  potential  service 
ictivities  throughout  the  state.  To  be 
loused  in  the  Arizona  Medical  Association 
iffices  in  Phoenix,  this  program  will 
address  many  of  the  problems  concerning 
idle  effective  distribution  of  health  man- 
|power  in  Arizona.  The  University  is  a joint 
participant  in  this  Arizona  Health  Service 
Corps  contract  and,  in  this  connection,  has 


been  able  to  augment  its  support  of  the 
Benson  program. 

The  Department  of  Family  and  Commun- 
ity Medicine  is  engaged  in  a number  of 
other  activities  which  are  designed  to 
improve  health  care  in  rural  areas.  These 
include  the  Nurse  Practitioner  Training 
Program,  a joint  effort  with  the  University 
of  Arizona  College  of  Nursing,  and  the 
Community  Health  Medics  training  course, 
operated  under  contract  with  the  Indian 
Health  Services.  Still  another  effort  is  the 
Preceptorship  Program  of  the  Department 
which  places  medical  students  with  phy- 
sicians throughout  the  state,  but  with  a 
particular  emphasis  on  rural  areas.  Cur- 
rently, particular  attention  is  being  focused 
upon  Kingman,  Ganado  and  Morenci  as 
representative  Arizona  communities. 

Many  of  the  rural  health  activities  of  the 
Department  of  Family  and  Community 
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RISING  COSTS 


EDWARD  SATTENSPIEL,  M.D. 


The  following  thoughts  have  come 
from  the  much  maligned  hut  often 
perceptive  AMA  and  seemed  worthy  of 
passing  along  to  you. 


Various  forces  in  Washington  are  jump- 
ing with  glee  at  the  thought  that  they  have 
found  the  Achilles’  heel  at  which  to  attack 
private  medicine:  rising  costs. 

If  you  recall  your  Homer,  the  heel  was  the 
one  part  of  the  body  in  which  the  Greek 
hero  was  vulnerable. 

No  longer  can  Washington  accuse  phy- 
sicians of  being  50,000  short  in  numbers.  It 
cannot  gainsay  the  peerless  competence  of 
American  medicine.  It  cannot  deny  what 
the  polls  show;  that  most  Americans  are 
satisfied  with  the  quality  and  availability 
of  their  care. 

But  rising  costs— sensationalized  by 
charges  of  Medicaid  fraud  on  the  part  of  a 
tiny  minority  of  doctors — are  being  exploit- 
ed as  an  excuse  for  an  all-out  move  against 
our  profession  and  its  freedom. 

Rate  setting  for  medical  services  has 
been  suggested  by  the  Democratic  platform 
and  by  Jimmy  Carter.  A move  to  make  it 
mandatory  in  all  states  is  likely  to  be  made 
when  the  Health  Planning  Act  comes  up  for 
extension  in  1977 — provided  that  law  sur- 
vives the  joint  suit  of  North  Carolina  and 
the  AMA. 

Yet,  on  the  cost  issue  too,  we  physicians 
are  generally  invulnerable  in  fact,  contrary 
to  the  thinking  of  some  politicians. 


Medicine  are  housed  in  a rural  health 
program  building  at  1145  N.  Warren  St. 
This  facility,  purchased  by  the  Board  of 
Regents  to  facilitate  rural  health  program 
efforts  of  the  University,  stands  as  a 
symbol  to  the  ever  widening  concern  of  the 
College  of  Medicine  as  it  addresses  the  task 
of  improving  the  quality  of  health  care 
delivery  in  Arizona.  It  is  satisfying  that 
much  of  the  progress  which  has  been 
achieved  to  date,  such  as  the  Annual  Rural 
Health  Conferences  and  the  evolution  of  an 
Arizona  Health  Service  Corps,  represents 
collaborative  efforts  by  the  University  and 
the  Arizona  Medical  Association. 


The  climb  in  costs  is  largely  due  to 
impersonal  factors  that  far  transcend  the 
personal  ability  of  health-care  providers  to 
control  them. 

These  factors  include  the  growth  and 
expansion  of  clinical  competence  and 
technology,  the  growth  of  health  insurance 
and  its  incentives  to  better  care,  the 
relentless  surge  in  professional-liability 
premiums.  They  also  include  greater 
longevity  (and  thus  a greater  incidence  of 
chronic  illness),  steady  inflation,  and  the 
network  of  administrative  and  procedural 
expenses  engendered  by  federal  involve- 
ment in  care. 

Further  aggravating  the  cost  problem  is 
the  absence  of  any  quantitative  limit  on 
what  medicine  is  supposed  to  do  with  its 
technology,  or  expected  to  do.  Sophisticated 
surgery  that  may  stretch  life  by  a few  years 
is  unavoidably  expensive,  and  that  expense 
has  to  be  reckoned  with  if  life  is  to  be  so 
stretched. 

Obviously,  the  Topsy-like  growth  in  the 
demand  for,  and  capabilities  of,  medical 
care  since  World  War  II  has  caused 
overlaps,  imbalances,  and  disarrange- 
ments— particularly  at  the  institutional 
level — and  these  should  be  relieved  by 
voluntary  planning.  The  AMA’s  blue- 
ribbon  National  Commission  on  the  Cost  of 
Medical  Care,  representing  many  walks  of 
life  (including  government),  is  seeking  to 
place  the  cost  problem  in  its  true  per- 
spective, so  that  practical  remedies  can  be 
offered. 

But  there  is  no  valid  reason  for  govern- 
ment to  try  playing  the  role  of  marksman 
Paris  and  shoot  an  sirrow  at  private 
medicine’s  heel. 

Let  us  bring  the  real  facts  of  medical 
costs  to  our  state  and  communities  in  every 
way  we  can.  The  people  must  know  that  if 
government  tries  to  do  the  worst  to  us,  we 
can  no  longer  do  the  best  for  them. 
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Clinical  Oncology 
In  Arizona 


THE  NON-HODGKIN’S 
LYMPHOMAS 


STEPHEN  E.  JONES.  M.D. 


INTRODUCTION 

Between  September  30  and  October  2, 
1976,  in  San  Francisco,  California,  the 
National  Cancer  Institute  sponsored  a 
s5Tnposium  on  the  non-Hodgkin’s  lym- 
phomas (NHL)  to  review  the  most  current 
information  regarding  these  neoplasms 
and  to  suggest  areas  for  future  investi- 
gation. It  became  apparent  during  the 
course  of  this  meeting  that  there  is  still  a 
lack  of  uniformity  in  approach  to  patient 
management  which  continues  to  make 
comparison  of  the  results  of  various 
modalities  of  treatment,  particularly  in 
relation  to  the  natural  history  of  these 
diseases,  quite  difficult.  Although  many 
controversies  and  gaps  in  our  knowledge 
still  exist,  adequate  information  is  already 
available  to  provide  a sound  framework 
both  for  good  patient  care  and  for  future 
clinical  investigation.  In  this  paper  I have 
attempted  to  summarize  the  “state-of-the- 
art”  for  the  management  of  adults  with  the 
NHL.* 

GENERAL  CONSIDERATIONS 

The  non-Hodgkin’s  lymphomas  (NHL) 
represent  a heterogeneous  group  of  neo- 
plastic diseases  which  originate  from  cells 
of  the  immune  system.  They  are  relatively 
common  (about  20,000  cases  annually  in 
the  U.S.)  and  occur  in  an  older  population 
than  Hodgkin’s  disease.  'The  childhood 
forms  resemble  leukemia  more  often  than 
lymphoma  and  are  a special  problem  which 
will  be  considered  in  a later  issue  of 
Arizona  Medicine.  Although  many  factors 
must  be  taken  into  account  for  the  ideal 
management  of  an  individual  patient  (age, 
general  health,  availability  of  specialized 
medical  facilities),  the  optimal  time  to  offer 
patients  either  potentially  curative  treat- 
ment or  the  benefit  of  prolonged  remission 
is  at  initial  presentation  to  the  physician. 

HISTOPATHOLOGY 

'The  accurate  diagnosis  of  NHL  by  an 
experienced  hematopathologist  is  essential. 
Often  it  may  be  advisable  to  send  the  slides 
from  the  initial  hiopsy  for  additional 
consultation.  When  pathology  review  is 
routinely  carried  out,  the  diagnosis  of  NHL 
will  be  confirmed  in  more  than  95%  of 


From:  Sectitm  of  Hematology  and  Oncology,  Department 
of  Internal  Medicine,  University  of  Arizona  College  of 
Medicine,  Tucson,  Arizona  85724.  The  complete  pro- 
ceedings of  this  meeting  will  be  published  in  Cancer 
Treatment  Reports  within  the  next  six  months. 


cases,  but  disagreement  regarding  the 
diagnosis  of  specific  subtypes  of  NHL 
occurs  in  40%-50%  of  cases.  Almost  all  of  the 
studies  which  have  successfully  related 
clinical  features,  response  to  treatment, 
and  prognosis  to  histologic  type  of  lym- 
phoma have  employed  strict  hematopath- 
ology  review.  'Thus,  if  there  is  any  question 
that  the  clinical  features  are  inconsistent 
with  the  tentative  histologic  diagnosis  the 
slides  should  be  sent  for  a further  opinion. 
This  is  the  most  certain  means  of  avoiding 
the  common  pitfalls  of  (a)  incorrect  histo- 
logic diagnosis,  (b)  inadequate  staging 
(e.g.,  a staging  laparotomy  might  be 
indicated  if  the  diagnosis  is  Hodgkin’s 
disease,  but  not  if  it  is  diffuse  histiocytic 
lymphoma),  and  (c)  inappropriate  treat- 
ment (e.g.,  too  little,  too  much,  or  the  wrong 
type). 

The  only  histopathologic  classification 
which  has  proven  clinical  value  at  this  time 
is  the  scheme  of  Rappaport.  With  the 
Rappaport  classification,  a critical  distinc- 
tion is  whether  the  lymphoma  has  a 
nodular  (follicular)  or  a diffuse  pattern  of 
involvement  of  the  lymph  node.  Nodular 
lymphomas,  which  comprise  one  half  of  all 
NHL  in  adults,  are  much  more  responsive 
to  treatment  of  all  types  and  are  associated 
with  a natural  history  that  is  considerably 
more  favorable  than  that  for  diffuse 
lymphomas.  In  most  cases,  pathologists 
can  readily  and  reproducibly  recognize 
nodular  lymphomas.  (Cases  in  which  both 
nodular  and  diffuse  patterns  can  be  found 
on  the  same  section  should  probably  be 
regarded  as  nodular  lymphomas.)  Ad- 
ditionally, the  two  most  clinically  impor- 
tant and  common  histologic  subtypes  of  the 
Rappaport  classification — diffuse  histio- 
cytic lymphoma  and  modular  lymphocytic 
lymphoma — are  correctly  identified  by 
pathologists  about  80%  of  the  time.  The 
other  pathologic  subtypes  are  properly  clas- 
sified with  considerably  less  consistency. 

Recent  objections  to  the  Rappaport  clas- 
sification system,  especially  its  use  of  the 
terms  “histiocyte”  and  “differentiation,” 
stem  fi-om  attempts  to  identify  tumor  cells 
by  immunologic  and  cytochemical  markers 
and/or  by  electron  microscopy.  Most  of  the 
NHL,  including  all  Burkitt’s  and  nodular 
lymphomas,  as  well  as  some  of  the  diffuse 
lymphomas,  are  B-cell-derived  malignan- 
cies. There  are  only  a few  well-established 
examples  of  T-cell-derived  tumors:  Se'zary 
cell  syndrome,  mycosis  fungoides,  most  if 
not  all  of  the  “lymphoblastic”  tumors 
(which  are  often  associated  with  medi- 
astinal mass  presentation  in  adolescents 
and  frequent  development  of  peripheral 
blood  or  central  nervous  system  involve- 
ment), and  a minority  of  other  diffuse 
lymphomas.  Some  of  the  diffuse  large  cell 
lymphomas  appear  to  lack  markers  which 
could  identify  them  as  being  T or  B cell 
derived  (i.e.,  “null”  cell  lymphomas).  True 
“histiocytic”  tumors  -(where  the  cell  un- 
equivocally arises  from  the  histiocyte- 


macrophage  cell  line  and  retains  functional 
markers)  are  rare  and  most  of  the  lympho- 
mas termed  “histiocytic”  or  mixed  cell  type 
by  the  nomenclature  of  the  Rappaport 
classification  now  appear  to  be  of  lympho- 
cytic origin. 

These  latest  observations  on  the  biologici 
origins  of  the  cells  composing  the  NHL 
have  resulted  in  at  least  5 new  proposals  for| 
the  classification  of  these  tumors  including i 
that  proposed  hy  Lukes  and  Collins.) 
However,  there  is  little  or  no  information) 
regarding  the  clinical  usefulness  of  these) 
classifications  and,  hence,  it  was  the) 
consensus  in  San  Francisco  that  because  of| 
the  paucity  of  clinical  correlations  with  any) 
of  the  newer  classifications,  use  of  the? 
Rappaport  classification  should  continue^ 
for  now. 

I 

INITIAL  STAGING  EVALUATION 

Since  most  of  the  NHL  appear  to  be 
disseminated  at  the  time  of  initial  pre- 
sentation, the  initial  clinical  evaluation 
after  diagnosis  should  be  based  on  this 
assumption  and  those  procedures  which 
are  most  likely  to  confirm  the  disseminated 
nature  of  the  lymphoma  should  be  per- 
formed first  (Table  1). 

Some  of  these  procedures  have  a very 
high  diagnostic  yield.  For  example,  50%- 
80%  of  patients  with  nodular  lymphocytic 
lymphoma  have  bone  marrow  involvement 
demonstrable  by  biopsy.  Similarly,  many 
of  these  patients  have  microscopic  involve- 
ment of  the  liver  despite  normal  liver 
function  studies  or  liver  scans.  Lymphan- 
giograms  are  also  abnormal  in  80%-90%  of 
patients  with  nodular  lymphomas  and  in 
40%-50%  of  those  with  diffuse  lymphomas. 
Staging  laparotomy  should  be  reserved  for 
a highly  selected  group  of  patients  when 
knowledge  about  abdominal  disease  would 
alter  therapeutic  decisions  or  for  patients 
requiring  splenectomy  for  hypersplenism. 

This  initial  diagnostic  evaluation  not 
only  defines  the  extent  of  disease,  but,  as  is 
now  clear,  also  serves  other  major  pur- 
poses: 1)  Some  sites  of  involvement  have 
importance  either  in  treatment  planning  or 
as  adverse  prognostic  factors  in  predicting 
response  to  treatment  (e.g.,  portal  or 
mesenteric  lymph  node  involvement  if 
abdominal  radiotherapy  is  being  consid- 
ered). 2)  Certain  potential  sites  of  disease 
may  require  special  prophylactic  treatment 
(e.g.,  the  central  nervous  system  in  medi- 
astinal lymphoblastic  lymphomas).  Finally, 
The  initial  precise  definition  of  sites  of  in- 
volvement serves  as  a basis  for  a careful 
restaging  examination  to  assess  the  results 
of  treatment. 

STAGING  CLASSIFICATION 

After  careful  staging,  about  10%-15%  of 
patients  with  nodular  lymphoma  and  30% 
of  those  with  diffuse  lymphoma  will  be 
found  to  have  localized  disease  (Stages  I, 
Ig,  II,  Ilg);  the  others  will  have  docu- 
mented widespread  disease  (Stage  III  or 
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’ IV).  The  staging  classification  generally  in 
use  is  the  Ann  Arbor  system. 

RESTAGING  EVALUATIONS 

The  objective  of  most  current  treatment 
programs  has  been  to  induce  complete 
clinical  remissions  and,  in  general,  sur- 
ivival  parallels  the  completeness  of  the 
response.  However,  it  was  apparent  at  this 
symposium  that  the  results  of  one  treat- 
ment program  cannot  be  compared  to  those 
iof  any  other  unless  apparent  complete 
remissions  are  carefully  documented  by  a 
through  and  systematic  restaging  evalu- 
ation as  outlined  in  Table  2. 

' Restaging  detects  otherwise  inapparent 
'residual  lymphoma  in  20%-30%  of  those 
patients  who  appear  to  be  in  complete 
clinical  remission,  even  when  only  simple 
and  minimally  invasive  procedures  are 
repeated  (bone  marrow  core  biopsy,  liver 
biopsy,  lymphography).  In  most  of  these 
; cases,  residual  disease  is  predictably  found 
in  sites  originally  involved  by  lymphoma. 
Thus,  restaging  should  include  the  repeti- 
tion of  initially  abnormal  studies.  There  is 
I already  some  evidence  that  a documented 
complete  remission  is  quite  important 
prognostically  and  may  have  value  as  an 
endpoint  in  treatment.  Similarly,  the  detec- 
tion of  persistent  lymphoma  is  an  indi- 
1 cation  for  continuation  of  treatment. 

I TREATMENT 

Since  most  of  these  lymphomas  are 
j disseminated  at  the  time  of  discovery, 

I systemic  treatment  is  usually  required. 

I High-dose  extended-field  or  total-nodal 
' irradiation  as  employed  in  the  treatment  of 
I Hodgkin’s  disease  probably  has  little  role 
by  itself  in  the  management  of  these 
diseases,  although  combined  modality  radio- 
i therapy  and  chemotherapy  programs  are 
; still  under  investigation  for  carefully  selec- 
I ted  patients.  On  the  basis  of  material 
I presented  at  the  symposium,  I am  outlining 
1 my  opinions  regarding  reasonable  (but  not 
' all-inclusive)  approaches  to  treatment, 
predicated  on  accurate  knowledge  of  histo- 
pathologic type  and  extent  of  disease. 

' Nodular  Lymphomas 
I There  is  no  convincing  evidence  at  this 
( time  to  suggest  that  nodular  lymphomas 
I are  curable,  despite  their  favorable  natural 
I history.  These  diseases  are  prone  to  annual 
) rates  of  relapse  (appearance  of  new  mani- 
I festations  of  disease)  of  10%-15%  for  several 
' years  after  therapy  (irradiation  or  chemo- 
! therapy)  is  discontinued.  Thus,  for  the  10% 
I or  so  of  patients  who  appear  to  have 
I localized  disease  following  completion  of 
j initial  staging,  a reasonable  therapeutic 
approach  might  consist  of  only  irradiation 
of  known  sites  of  disease.  Eventually  most, 
if  not  all,  of  these  patients  will  have  new 
manifestations  of  lymphoma  and  then 
require  chemotherapy. 

For  the  remaining  90%  or  so  of  patients 
with  documented  systemic  nodular  lym- 
phoma, several  therapeutic  options  appear 


Table  1 

Staging  Procedures  Employed  in  Evaluating  the  NHL* 

Essential  Staging  Procedures 

1.  Careful  history  with  attention  to  the  presence  of  night  sweats,  unexplained  fever, 
weight  loss,  or  gastrointestinal  (GI)  symptoms. 

2.  Careful  physical  examination  with  particular  attention  to  all  lymph  node  chains  (the 
epitrochlear,  femoral,  infraclavicular,  and  submental  regions  are  frequently  overl(X)ked), 
Waldeyer’s  ring  (tonsils,  pharynx,  nasopharynx),  and  abdomen  (mesenteric  nodes, 
abdominal  masses,  enlargement  of  the  liver  or  spleen) 

3.  Routine  laboratory  testing:  CBC,  liver  function  tests,  calcium,  and  uric  acid. 

4.  Core  needle  biopsy  of  bone  marrow  (?  bilateral  iliac  crest  biopsies) 

5.  Cytologic  examination  of  any  effusions 

6.  Chest  x-ray  and  lymphangiogram 

Useful  Procedures  in  Certain  Patients 

1.  Additional  laboratory  tests:  sedimentation  rate,  Coombs’  test,  serum  protein 
electrophoresis 

2.  Chest  tomograms  if  any  abnormality  is  observed  on  plain  x-ray  films 

3.  Intravenous  pyelogram  if  bulky  retroperitoneal  nodes  are  present  or  if  abdominal 
radiation  therapy  is  planned 

4.  Roentgenographic  examination  of  the  gastrointestinal  tract  if  the  patient  has  GI 
symptoms  or  signs 

5.  Radioisotopic  evaluation  as  needed  of  liver,  bone,  brain;  scan  with  gallium  67  citrate 
or  indium-1 11-labeled  bleomycin 

6.  Abdominal  and  pelvic  sonography 

7.  Percutaneous  liver  biopsy  or  laparoscopy  with  liver  biopsy  {/the  bone  marrow  biopsy 
specimen  is  normal  (particularly  in  the  lymphocs^tic  lymphomas) 

8.  Immunologic  evaluation:  skin  tests  (Varidase,  mumps,  Candida);  immunization  with 
neoantigens  (DNCB,  KLH);  peripheral  blood  lymphocyte  typing  (particularly  if  neoplastic 
cells  are  present  in  the  bone  marrow  or  peripheral  blood);  serum  immunoglobulins 

9.  Finally  (in  highly  selected  patients):  exploratory  laparotomy  with  splenectomy, 
wedge  biopsy  of  liver,  and  biopsies  of  para-aortic,  mesenteric,  portal,  and  splenic  hilar 
lymph  nodes,  if  the  results  might  influence  choice  of  therapy 

*Many  of  these  procedures  are  also  used  for  Hodgkin’s  disease,  but  the  order  in  which  they 
should  be  performed  is  quite  different. 


Table  2 

Procedures  to  be  Used  in  Restaging  Patients  in  Apparent  Complete  Remission 

1.  Careful  physical  examination 

2.  Biopsy  of  any  residual  enlarged  lymph  nodes,  particularly  if  the  region  was  involved 
initially 

3.  Routine  laboratory  tests:  CBC,  liver  function  studies,  etc. 

4.  Chest  x-ray  (with  whole-lung  tomograms  if  initially  abnormal) 

5.  Bone  marrow  core  biopsy  (?  bilateral  biopsies) 

6.  Repeat  other  initially  abnormal  studies: 

a)  lymphangiogram  (or  followup  abdominal  x-ray  if  dye  persists) 

b)  liver-spleen  scan 

c)  abdominal  and  pelvic  sonography 

d)  percutaneous  liver  biopsy 

e)  laparoscopy  with  liver  biopsy 

7.  Consider  exploratory  laparotomy  in  highly  selected  cases 

8.  New  techniques  (unproven) 

a)  computed  axial  tomography 

b)  skin  biopsies  of  previously  involved  dermal  sites  with  electron  microscopy 

c)  in  vitro  techniques  for  detecting  small  numbers  of  residual  tumor  cells 


equiveilent  in  terms  of  survival  and,  hence, 
would  appear  to  be  reasonable  forms  of 
initial  therapy: 

No  treatment  — There  is  a group  of 
patients  (the  exact  percentage  is  as  yet 
imdefined  but  would  appear  to  be  in  the 
order  of  10%-25%  of  those  with  predom- 
inantly nodular  lymphoma)  who  appear  to 
have  more  indolent  disease.  In  these  pa- 


tients, observation  without  specific  treat- 
ment may  be  valid.  However,  most  of  these 
patients  will  eventually  have  progression 
of  disease  (increasing  adenopathy  or  or- 
ganomegaly, the  development  of  consti- 
tutional symptoms,  etc.)  and  then  will 
require  one  of  the  following  types  of 
systemic  therapy. 

Single-agent  chemotherapy  — A control- 
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led  trial  of  daily  oral  cyclophosphamide  or 
chlorambucil  at  Stanford  suggests  that  this 
form  of  treatment  adequately  controls 
disease  in  many  patients  with  favorable 
lymphomas  and  is  not  inferior  in  terms  of 
survival  to  more  aggressive  combination 
programs.  The  long-term  relative  merits  or 
hazards  (?  leukemogenesis)  of  continuous 
single-agent  treatment  in  comparison  to 
other  forms  of  therapy  still  need  to  be 
defined.  However,  this  is  an  well-tolerated 
and  easily  administered  form  of  treatment. 

Total-body  irradiation  (TBI)  — Rekind- 
ling of  interest  in  this  old  technique  of 
administering  systemic  irradiation  and 
recent  comparative  trials  of  TBI  vs.  com- 
bination chemotherapy  indicate  that  TBI  is 
an  effective  form  of  treatment,  especially  in 
patients  with  nodular  lymphoma  and  those 
with  diffuse,  well-differentiated,  lympho- 
cytic lymphoma.  Thrombocytopenia  has 
been  a problem  in  some  patients  and  others 
have  required  “boosts”  of  irradiation  to 
sites  of  bulky  disease  which  do  not 
completely  regress  with  courses  of  TBI. 
This  form  of  treatment  has  not  been 
particularly  useful  in  relapsing  patients 
and  should  probably  be  considered  only  as 
one  type  of  initial  treatment. 

Combination  chemotherapy  — There  are 
several  schedules  combining  cyclophospha- 
mide, vincristine,  and  prednisone  (“CVP” 
or  “COP”)  for  use  in  patients  with  NHL.  At 
this  time,  none  of  the  newer  combinations 
of  agents  appear  to  be  superior  to  CVP, 
although  several  other  combinations  show 
promise.  A combination  of  adriamycin, 
bleomycin,  and  prednisone  (“ABP”),  for 
example,  appears  to  be  a “non-cross- 
resistant”  combination  in  relation  to  CVP 
and  can  be  used  as  a second-line  treatment 
in  patients  failing  on  CVP. 

Duration  of  treatment  — In  patients  with 
nodular  lymphoma,  it  would  appear  reason- 
able to  discontinue  treatment  once  careful 
restaging  has  established  that  initially 
involved  sites  of  lymphoma  are  free  of 
residual  disease.  Most  of  the  above  forms  of 
treatment  can  induce  complete  remissions 
in  50%-80%  of  patients  with  nodular  lym- 
phoma, and  some  of  these  remissions 
persist  for  very  long  periods  of  time  without 
additional  therapy.  Although  many  of 
these  patients  will  eventually  relapse  while 
off  treatment,  re-treatment  can  frequently 
induce  another  remission. 


Diffuse  Lymphomas 
These  lymphomas  range  from  the  very 
favorable  well-differentiated  lymphocytic 
form  (which  resembles  chronic  lymphocytic 
leukemia  in  its  natural  history)  to  the  very 
malignant  American  Burkitt’s  or  undiffer- 
entiated lymphomas.  Historically,  the  diag- 
nosis of  diffuse  histiocytic  lymphoma  also 
carried  an  ominous  prognosis,  but  there  is 
mounting  evidence  to  suggest  that  histio- 
cytic lymphoma  may  be  the  only  type  of 


NHL  at  this  time  which  can  be  regarded 
as  potentially  curable. 

Localized  Disease:  After  careful  staging, 
one  third  of  patients  with  diffuse  lym- 
phoma will  be  found  to  have  localized 
(Stage  I or  II)  disease.  Stage  I disease  may 
be  appropriately  treated  with  high-dose 
local  irradiation  alone.  Although  some 
patients  with  Stage  II  disease  may  be  cured 
with  radiotherapy  alone,  combined  modal- 
ity program  are  currently  being  tested  to 
improve  the  results  obtained  with  radiation 
alone.  In  clinical  practice,  reasonable 
treatment  at  this  time  would  be  local 
irradiation  followed  by  adjuvant  chemo- 
therapy for  6-12  months. 

Advanced  Disease:  For  the  remaining 
two  thirds  of  patients — those  with  advanced 
stages  of  diffuse  lymphoma — chemother- 
apy appears  to  be  the  treatment  of  choice. 
Although  many  drug  programs  have  been 
evaluated,  it  is  not  yet  possible  to  define 
precisely  which  drug  program  may  be  the 
most  effective.  These  treatment  programs 
are  potentially  more  complicated  and  more 
toxic  than  those  mentioned  for  the  treat- 
ment of  nodular  lymphoma  and,  accord- 
ingly, they  should  only  be  administered  by, 
or  under  the  direction  of,  a physician 
experienced  in  their  use  and  side  effects. 

(A)  "CHOP”:  This  combination  of  adria- 
mycin, cyclophosphamide,  vincristine,  and 
prednisone  is  administered  at  3-4  week 
intervals  and  appears  to  be  superior  to 
adriamycin,  vincristine,  and  prednisone 
alone  (“HOP”).  Complete  remissions  are 
obtained  in  60%-70%  of  patients  with 
diffuse  lymphoma  who  are  treated  with 
“CHOP”. 

(B)  "C-MOPP”:  This  4-drug  program 
substitutes  cyclophosphamide  for  nitrogen 
mustard  (MOPP  is  used  most  often  in  the 
treatment  of  Hodgkin’s  disease)  in  com- 
bination with  procarbazine,  vincristine, 
and  prednisone.  This  regimen  has  produced 
documented  complete  remissions  in  about 
45%  of  patients  with  diffuse  histiocytic 
lymphoma. 

(C)  “COMA”:  This  combination  of  cyclo- 
phosphamide plus  cell-cycle-active  agents 
(vincristine,  methotrexate  with  citrovorum 
“rescue,”  and  cytosine  arabinoside)  also 
produces  a high  percentage  of  durable 
complete  remissions. 

Duration  of  treatment:  This  is  largely 
unknown  as  is  the  potential  value  of 
“meiintenance”  chemotherapy.  In  histio- 
cytic lymphoma,  a careful  re-evaluation 
which  fails  to  detect  persistent  disease  is  a 
clear  indication  to  stop  treatment.  About 
40%  of  patients  with  advanced  diffuse 
histiocytic  lymphoma  can  achieve  pro- 
longed, unmaintained,  complete  remissions 
with  chemotherapy  as  detailed  above. 
Patients  with  this  disease  tend  to  relapse 
rapidly  (e.g.,  within  1 year  after  treatment) 
or  not  at  all  when  treatment  is  stopped  and 
data  from  several  centers  now  support  the 
view  that  histiocytic  lymphoma  is  a 
potentially  curable  neoplasm. 


FUTURE  DIRECTIONS 
Many  aspects  of  these  diseases  are  sti 
not  well  understood.  Basic  research  into  th 


i 


lEi 


biologic  nature  of  the  malignant  cells  an 
the  search  for  etiologic  factors  mug 
continue.  More  information  on  the  clinics 
and  prognostic  value  of  immunologic  marl 
er  studies  is  needed.  The  National  Cance 
Insitiute  is  presently  launching  a niajoj, 
study  to  attempt  to  resolve  some  of  th' * 
differences  among  the  5 newly  propose'* 
schemes  of  histologic  classification,  i ® 
revised  staging  system  is  also  needed.  Th^ 
development  of  new  agents  (for  immune^® 
therapy  and  chemotherapy),  combination'* 
of  agents,  and  combined  modality  trea  ' 
ment  programs,  the  use  of  cell  kinetics,  an  i 


a consistent  approach  to  patient  manage 
ment  will,  we  hope,  lead  to  improve 
survival  as  well  as  improved  quality  of  lif 
for  patients  with  NHL. 
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DEVELOPMENT  OF  THE 
“MATERNAL  ROLE  ” 


SUZANNE  BARCLEY,  R.N. 
DONALD  J.  ZIEHM,  M.D.,  EDITOR 


Within  the  ever  expanding  field  o: 
“Perinatal  Medicine”,  as  in  any  rapidlj 
developing  specialty,  it  is  easy  for  healtl  D 
team  members  to  focus  on  the  most 
concrete  issues,  such  as  diagnostic  pro 
cedures,  new  equipment,  and  research 
Often  the  patient  as  an  individual. 


£ 


developing  mother,  is  neglected.  It  is  thu 
aspect  of  mothering,  it’s  relationship  to  th«  t 
high  risk  patient,  and  the  professional’j 
role  in  the  process  of  mother-infant  attach 
ment  that  will  be  presented. 


CONCEPT 
Maternal  role  taking  is  a process  that 
continues  throughout  life,  beginning  long 
before  pregnancy  occurs.  As  a child  sht 
begins  to  assume  a role  by  the  perception  o; 
that  particular  role  as  it  is  operating  in  hei' : 
environment.  Behaviors  and  actions  of  £ 
particular  role  are  acquired,  conditioned 
reinforced  learnings  and  are  culturallj 
determined.  Through  these  processes  th(; 
child  adapts  the  ways  of  others  in  hei 
environment.  She  begins  to  take  on  the  rol< 
of  mother  mainly  through  imaginatm 
processes  in  play-acting,  fantasy,  anc 
identification. 


Presented  at  the  Perinatal-Neonatal  Symposium,  Ap 
22,  1976. 

Reprint  requests  to  Dr.  Ziehm,  1728  W.  Glendale  A\ 
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Play-acting  is  an  overt  behavior  that 
jjermits  practice  of  a role.  This  gives  the 
ppportunity  to  try  different  behaviors. 

i,  fantasy  is  a covert  behavior  that  provides 
iji  silent  rehearsal  of  roles  in  real  or 
ijmagined  situations.  Identification  with 

j, he  qualities  and  feelings  of  another,  adds 
Lo  the  possibilities  of  role  acquisition. 

dentifying  with  the  female  sex  role  in  early 
jhildhood  is  the  beginning  of  the  maternal 
•ole.  And  as  the  child  grows  older,  she 
continues  this  process — mainly  identifying 
vith  her  own  mother  and  significant  other 
emales  in  her  environment.  Copying  the 
jehaviors  of  these  various  role  models 
•esults  from  this  identification. 

Throughout  the  pregnancy  cycle  specific 
behavioral  changes  can  be  observed.  The 
jehaviors  specific  to  each  phase  are  usually 
)een  in  all  women  going  through  the 
process  of  becoming  a mother.  However,  in 
khe  woman  labelled  “high  risk”  the  ex- 
[ipected  behaviors  may  be  replaced  by 
bthers. 

Rubin  and  Caplan  have  described  the 
Dehaviors  as  related  to  the  phases  of  the 
‘maternity  cycle”.  With  the  first  suspicion 
)f  pregnancy  she  begins  to  experience  a 
( ievelopmental  crisis.  Even  if  a pregnancy 
1.8  desired  and  conception  was  planned,  the 
dme,  for  one  reason  or  another,  is  not  right 
'low.  There  is  a resistance  to  the  idea  of 
pregnancy  and  the  woman  experiences  this 
as  an  unexpected  event.  An  initial  reaction 
af  rejection  and  anger  may  be  demonstrat- 
jd  by  the  physical  symptoms  of  hypereme- 
pis  or  extreme  fatigue.  The  conflict  is  the 
(pregnancy  itself,  not  the  fetus,  since  it  is 
bot  yet  a reality.  She  seeks  validation  of  her 
jaondition,  looking  for  changes  in  her 
eight,  appearance  and  bodily  functions, 
uring  this  first  trimester,  behavior  begins 
to  change,  and  she  may  begin  to  alienate 
berself  from  her  usual  activities,  interests 
and  relationships. 

[During  the  second  trimester  a significant 
lositive  sign  occurs — quickening.  This  fetal 
aovement  brings  with  it  a new  set  of 
lehaviors  and  attitudes.  Caplan  labels  this 
tage  as  one  of  developing  affiliative 
esponse  to  the  fetus.  The  mother  becomes 
introspective  and  fantasizes  about  what 
the  child  will  be,  what  it  will  look  like,  and 
how  she  will  be  as  a mother.  These  wish- 
fulfilling  ideas  are  significant  in  that  they 
attribute  to  the  fetus  a human  set  of 
personality  characteristics.  There  should 
be  outward  evidence  of  the  mother’s 
preparation  for  her  baby  (nest  building) 
through  choosing  names,  readying  clothes, 
space,  and  furniture  for  the  baby.  This  is  a 
time  during  which  the  mother,  although 
emotionally  invested  in  her  own  well-being, 
also  thinks  of  the  fetus  within  her  and 
develops  a sense  of  attachment  and  value 
toward  it.  During  this  phase  the  mother 
becomes  more  extroverted  and  seeks  new 
acquaintances,  preferably  pregnant  ones, 
'she  will  visit  people  who  have  children, 
asking  numerous  questions  about  the 


children  and  mothering  tasks,  and  may  test 
out  some  of  these  tasks  herself.  She  reads 
about  parenthood,  babies,  delivery,  and 
seeks  out  childbirth  education. 

During  the  third  trimester  the  questions 
of  “what  kind  of  mother  will  I be”  and  “will 
I like  motherhood”  appear.  She  becomes 
very  protective  of  the  unborn  baby  and 
remains  at  home  more  often.  Now  that  the 
plans  are  complete  she  is  ready  to  deliver 
her  baby. 

A new  set  of  behaviors  begins  with  the 
onset  of  labor.  As  labor  progresses  she 
becomes  introverted,  egocentric,  and  con- 
cerned only  with  what  is  going  on  inside 
her  body.  She  experiences  fear — produced 
by  her  feelings  of  loss  of  control  and  of 
giving  up  part  of  herself.  With  this  she  will 
begin  her  “grief  work.”  Described  by  Rubin, 
this  is  the  “letting  go”  of  a former  identity 
in  a role  mat  is  incompatable  with  the 
assumption  of  the  new  role — mother.  It  is  a 
review,  in  memory,  of  attachments  and 
events  of  a former  role  and  serves  to  loosen 
the  ties  with  the  former  self.  The  mother  is 
then  ready  to  set  aside  former  roles  and 
attachments  for  a new  role.  She  will  go  into 
great  detail  about  labor  and  delivery  in 
order  to  verify  her  experience.  As  in 
grieving  over  any  loss  she  will  remember 
mostly  the  pleasant  aspects  of  the  experi- 
ence. Opportunity  to  recall  these  events 
must  be  provided  in  order  to  move  on 
quickly  to  the  next  phase.  During  this  time 
the  mother  experiences  the  “maternal  time 
lag”  (Caplan).  She  is  making  the  adaptive 
step  from  a relationship  to  the  fetus  which 
is  fantasy-based  to  one  which  is  reality- 
based.  She  now  responds  to  the  infants’ 
appearance  and  reactive  patterns. 

The  next  phase  in  maternal  role-taking  is 
that  of  “taking  in.”  It  lasts  2-3  days  and  is  a 
time  of  primary  concern  for  the  immediate 
needs  (sleep  and  food).  She  is  generally 
passive,  dependent,  and  initiates  little 
activity.  Even  simple  decisions  are  difficult 
to  make.  For  this  reason  telling  her  to  do 
tasks  is  more  effective,  since  this  doesn’t 
involve  a decision  on  her  part.  The  mother 
is  extremely  talkative,  reviewing  labor  and 
delivery  in  order  to  put  it  all  together,  to 
absorb  the  experience,  and  to  make  it  part 
of  herself.  This  behavior  cannot  be  taken 
lightly.  Enthusiastic  listening  is  necessary 
to  give  meaning  to  the  whole  experience. 
The  listening  and  the  encouraging  words 
give  her  the  ego  support  so  greatly  needed 
as  she  prepares  to  enter  the  next  phase. 

The  “taking  hold”  phase,  in  which 
emphasis  is  on  the  present,  begins  about 
the  third  post  partum  day.  She  becomes 
impatient  and  is  driven  to  the  organized 
and  in  command  of  her  situation.  This 
independence  and  assertiveness  allow  her 
to  make  her  own  decisions.  She  is  regaining 
control  of  her  own  body  and  is  able  to  care 
for  another.  She  turns  from  self-concern  to 
that  of  maternal  concern  for  her  child. 
Mothering  tasks  take  a priority  and  she 
begins  to  assume  the  mothering  role.  She 


becomes  hypercritical  and  easily  frustrated 
with  the  least  failure.  For  this  reason  she 
must  be  praised  for  what  she  does,  provided 
with  opportunities  for  success,  and  be 
reassured  of  her  progress.  This  phase  will 
last  about  10  days  — 10  days  of  learning  to 
care  for  her  baby  and  of  adopting  the 
mothering  role. 

HIGH  RISK  PREGNANCY 

At  any  time  during  a pregnancy  a 
woman  may  be  labelled  “high  risk.”  What 
effect  can  her  learning  this  have  on 
establishing  the  mother-infant  relation- 
ship? The  initial  reaction  is  a preocupation 
with  herself — the  problems  that  designate 
her  as  “high  risk”,  her  ability  to  have  a 
baby,  fears  for  her  own  survival.  The  fetus 
becomes  secondary.  When  she  begins  to 
think  of  the  fetus  again  it  is  in  terms  of  the 
adverse  effect  they  may  be  having  on  each 
other,  angry  with  the  fetus  for  interfering 
with  her  well-being.  Thus  we  see  the 
beginning  of  maladaptive  behavior. 

Early  detection  of  compromising  factors 
that  could  influence  the  mother’s  capacity 
to  develop  a tie  with  the  infant  is  of  utmost 
importance.  Useful  signs  include:  1)  Be- 
havior after  the  first  trimester  which 
suggests  open  rejection;  2)  Excessive  or 
absent  physical  complaints;  3)  Extreme 
preoccupation  with  physical  appearance;  4) 
Excessive  mood  alterations;  5)  Absence  of 
emotional  response  to  quickening;  6)  Ab- 
sence of  preparatory  behavior,  especially 
during  the  last  trimester.  No  single  factor 
may  in  itself  indicate  beginning  me’ 
adaptive  behavior,  but  the  appearance  of  a 
cluster  of  such  behaviors  is  highly 
significant. 

The  first  fourteen  weeks  of  pregnancy  is 
the  initial  period  of  maternal  identity  with 
pregnancy  itself.  If  considered  “high  risk”, 
the  mother  must  realistically  face  and 
understand  the  problems  which  threaten 
her  and  the  pregnancy.  Before  the  profes- 
sional intervenes  he/she  must  realize  that 
the  woman  brings  with  her  ego  strengths, 
ability  to  adapt  to  change,  cultural  and 
religious  beliefs.  It  is  important  to  stress 
the  positive  aspects  of  the  pregnancy  and 
her  femininity.  Remain  optimistic,  but  real- 
istic. Facing  reality  early  serves  to  decrease 
the  many  fantasies  the  expectant  mother 
may  have.  She  must  be  helped  to  consider 
the  risks,  the  number  of  hospitalizations 
that  may  be  necessary,  the  care  required, 
and  the  financial  burden. 

The  second  fourteen  weeks  in  the  high 
risk  pregnancy  will  not  be  the  quiescent 
period  experienced  in  a normal  pregnancy. 
The  health  team  must  be  cognizant  of  the 
amount  of  concern  they  project  to  the 
patient,  for  this  is  directly  related  to  the 
amount  of  anxiety  experienced  by  the 
patient,  and  may  increase  her  negative 
feelings  toward  the  fetus.  The  problems 
must  be  discussed,  procedures  explained, 
and  an  attempt  made  to  equilibrate  interest 
in  herself  and  the  fetus. 
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During  the  last  phase  of  pregnancy  the 
“high  risk”  mother  does  not  fantasize 
totally  on  how  she  will  perform  as  a 
mother,  but  whether  she  will  be  a mother  at 
all.  She  may  even  grieve  away  the  baby  in 
an  effort  to  prepare  herself  for  disaster. 
Usually,  this  is  overtly  displayed  by  lack  of 
preparation  for  the  baby.  Recognizing 
these  feelings  and  accepting  them  as  real  is 
an  important  first  step  in  helping  the 
mother  to  face  the  fact  that  the  baby  is  real 
and  preparations  are  necessary. 

Consequently  it  may  take  longer  after 
delivery  W the  mother  to  identify  with  and 
claim  her  infant.  She  must  first  realize  that 
she  did,  in  fact,  complete  the  pregnancy 
and  the  baby  is  real.  Initially,  she  looks  and 
talks  more  than  she  touches  and  holds. 
Even  though  she  cares  for  the  baby, 
feelings  of  motherliness  often  require  more 
time  for  development.  Recognizing  these 
problems,  provisions  for  early  contact 
between  mother  and  baby  should  be  made, 
permitting  mother  to  go  at  her  own  rate. 
Providing  positive  experiences  and  praise 
of  maternal  tasks  are  important  when  the 
mother  has  delivered  a compromised  in- 
fant. Not  only  do  previous  feelings  and 
experiences  interfere  with  maternal  role- 
taking, but  also  the  fact  that  the  baby  is  ill 
or  premature.  In  many  ways  this  mother  is 
short  changed— short  changed  of  many 
days  and  weeks  of  physical  and  emotional 
preparation  for  the  baby,  not  having  the 
ideal  normal  baby  which  she  had  expected. 
She  is  denied  the  experiences  of  early 
contact  both  by  eyes  and  touch,  the 
opportunity  to  perform  tasks  associated 
with  mothering,  the  taking  home  of  her 
baby  at  the  time  of  discharge  and  the 
normal  processes  of  letting  go,  taking  in, 
and  taking  hold. 

The  “high  risk”  pregnancy  presents 
special  problems  and  challenges  in  the 
development  of  the  mother-infant  relation- 
ship. The  professional  staff  involved  in  the 
care  should  provide  continual  reassurance 
and  support.  Consistent,  honest,  day-to-day 
information  is  appreciated  and  demanded 
by  the  mother.  Early  contact  is  vital  and 
she  must  be  able  to  touch  her  baby,  talk  to 
him,  see  his  eyes,  and  perform  at  least  one 
maternal  task  for  him  or  order  to  stimulate 
maternal  claiming.  Frequent  visits  should 
be  encouraged.  The  understanding  of  the 
altered  aspects  in  maternal  role-taking  by 
the  “high  risk”  mother  by  physicians  and 
nurses  will  greatly  assist  her  to  make  the 
major  adjustments  that  are  necessary. 

Bibliography  available  upon  reque§t. 
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INFERTILITY 
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Continuing  with  the  present  issue  of 
Arizona  Medicine  is  the  series  of  articles 
entitled  “Seminars  in  Endocrinology 
and  Metabolism.”  The  purpose  of  these 
short  review  articles  is  twofold.  First, 
due  to  the  rapid  proliferation  of  new 
knowledge  in  the  field  of  endocrinology 
and  the  multiple  tests  available  for  their 
evaluation,  short,  clinically  oriented 
reviews  would  enable  the  physician  to 
keep  abreast  of  these  newer  develop- 
ments as  they  relate  to  their  practice.  In 
addition,  with  great  stress  being  placed 
on  voluntary  recertification  in  many 
subspecialities,  reviews  such  as  they 
could  serve  as  an  authoritative,  succinct 
teaching  forum.  The  editors  will  en- 
deavor to  accomplish  these  goals  by 
utilizing  the  talents  of  practicing  physi- 
cians as  guest  contributors  to  this 
series.  Feedback,  both  positive  and 
negative,  is  encouraged  in  order  to  help 
us  fulfill  these  objectives. 

Marshall  B.  Block,  M.D.,  Editor 


It  is  estimated  that  10%  of  couples  who 
wish  to  have  children  are  infertile  and  will 
seek  medical  help  for  this  problem.  Infertil- 
ity may  be  defined  as  the  inability  to 
conceive  during  the  course  of  normal 
sexual  activity.  It  is  generally  held  that  a 
marriage  should  not  be  considered  infertile 
until  a year  of  unprotected  coitus  has  been 
allowed  to  pass.  Two  basic  features  of  the 
problem  are  (1)  the  multiplicity  of  etio- 
logical factors  and  (2)  the  equal  responsi- 
bility of  male  and  female  partners. 

The  physicians’  need  for  sophistication 
in  the  causes  and  treatment  of  infertility  is 
much  greater  today  than  it  was  formerly. 
This  increased  need  is  not  only  due  to  the 
unavailability  of  babies  for  adoption  that 
exists  at  the  present  time,  but  more 
importantly,  is  the  result  of  what  appears 
to  be  an  increasing  incidence  of  infertility. 
The  trend  nowadays  is  to  delay  marriage 
and  subsequently  to  postpone  having 
children.  Many  couples  thus  have  passed 
the  age  of  optimal  fertility  (24  to  25  years) 

From:  St.  Joseph’s  Medical  Center,  350  W.  Thomas  Rd., 
Phoenix,  Dr.  Bums,  resident  in  Internal  Medicine. 
Reprint  requests:  Marshall  B.  Block,  M.D.,  3411  North 
Fifth  Avenue,  Phoenix,  Arizona  85013. 
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by  the  time  they  are  ready  to  have  childreii|  r;i 
and  therefore  encounter  problems.  Th€ 
increased  risk  of  prolonged  anovulation,  pj 
after  the  use  of  birth  control  pills  and  ol 
adnexal  infections  associated  with  the  usej^ 
of  intrauterine  devices  or  occurring  aftei 
therapeutic  abortions  are  possibly  addition 
al  causes  for  the  increased  incidence  ol  *■ 
infertility.  Also,  if  the  epidemic  of  veneral 
disease  that  has  been  reported  is  indeed  in 
progress,  a consequent  rise  in  sterility 
caused  by  obstructive  diseases  of  the  male 
and  female  reporductive  tracts  can  also  be* 
expected. 

A brief  review  of  the  complex  hormonal 
interactions  of  the  reproductive  tracts  is 
necessary  to  appreciate  the  many  factors 
which  may  cause  infertility. 

The  hypothalamic-pituitary-gonadal  axis 
is  the  system  which  stimulates  and  regu- 
lates the  production  of  the  hormones 
needed  for  normal  sexual  development  and 
function.  Both  the  testis  in  the  male  and  the 
ovary  in  the  female  control  and  are  under 
the  control  of  the  hypothalamus  through  a 
complex  system  of  positive  and  negative 
feedback.  The  hypothalamus  produces  lute-|^' 
ini  zing-hormone-releasing  hormone 
(LHRH)  that  stimulates  the  pituitary  glandf  t 
to  produce  and  release  two  gonadotrophic 
hormones,  follicle-stimulating  hormonei^ 
(FSH)  and  luteinizing-hormone  (LH). 

In  the  female,  the  action  of  this  hormonal 
system  is  cyclic.  Toward  the  end  of  thejii 
menstrual  cycle,  production  of  estrogen  and  i 
progesterone  by  the  corpus  luteum  de-  ‘’ 
creases.  As  a result,  the  negative  feedback 
effect  exerted  by  estrogen  on  the  production 
of  FSH  is  diminished  and  FSH  levels  beginjl’; 
to  rise.  When  estrogen  levels  reach  their 
lowest  point,  menstruation  occurs.  Simul- 
taneous with  menstruation,  FSH  and  LH 
levels  are  rising  gradually.  The  rise  of 
gonadotropins  stimulates  the  growth  of 
numerous  ovarian  follicles  which  in  turn 
produce  ever-increasing  levels  of  estrogenf 
in  response  to  the  rising  levels  of  LH  and 
FSH.  Of  the  many  follicles  that  begin  to 
mature,  only  one  normally  progresses  to 
become  a mature  graafian  follicle;  the 
others  degenerate  and  eventually  become 
atretic.  The  mechanism  for  the  maturation 
of  only  one  follicle  is  unknown.  As  the  cycle 
progresses,  estrogen  production  increases 
and  gonadotropins,  primarily  FSH,  become 
somewhat  depressed  as  a result  of  negative 
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trogen  feedback.  Estrogen  levels  continue 
rise  and  eventually  exert  a biphasic 
ositive)  feedback  on  the  h3T)othalamic- 
tuitary  system  that  results  in  a burst  of 
H and  a lesser  burst  of  FSH.  Approxi- 
I ately  24  hours  later,  an  ovum  is  extruded 
om  the  mature  graafian  follicle.  Follow- 
g ovulation,  the  remainder  of  the  gra- 
lan  follicle  begins  to  secrete  progesterone 
[id  contributes  to  the  production  of 
Urogen.  The  augmented  levels  of  these 
/o  hormones  then  sequentially  transform 
fe  endometrium  of  the  uterus  into  a 
•cretory  lining  in  preparation  for  preg- 
mcy.  If  pregnancy  does  not  occur,  the 
^rpus  luteum,  which  has  an  inherent 
fespan  of  approximately  14  days,  will 
'igin  to  decay.  Progesterone  and  estrogen 
oduction  will  begin  to  decrease  and 
'’entually  menses  will  ensue. 

In  the  male,  clinical  evidence  indicates 
|.at  FSH  and  LH  are  necessary  to  initiate 
iermatogenesis  through  their  action  on 
j.e  testis.  Once  spermatogenesis  has  be- 
,m,  however,  on  LH  is  needed  for  the 
•ocess  to  continue.  LH  controls  sperma- 
genesis  indirectly  through  the  action  of 
stosterone.  This  hormone,  which  is  essen- 
|il  for  spermatogenesis,  is  produced  by  the 
iydig  cells  of  the  testes  in  response  to 
imulation  by  LH.  Testosterone  also  plays 
major  role  in  the  development  of  secon- 
|iry  sex  characteristics.  When  the  amount 
' testosterone  in  the  body  reaches  a certain 
ivel,  it  exerts  a feedback  influence  on  the 
tuitary  gland  and  hypothalamus  to 
jduce  the  amount  of  LH  produced.  An- 
iher  testicular  substance,  known  as  in- 
bin (produced  by  the  Sertoli  cells)  exerts  a 
,edback  influence  on  the  hypothalamus  to- 
jgulate  the  production  of  FSH. 
iThe  fertility  of  a couple  depends  on  the 
formal  interaction  of  a number  of  factors; 

I he  male  must  be  able  to  produce  large 
umbers  of  healthy  sperm;  they  must 
averse  the  male  reproductive  system  and 
e discharged  at  ejaculation  into  the 

Inatomically  normal  reproductive  system 
F the  female.  The  sperm  must  penetrate  the 
jrvical  mucus  and  ascend  through  the 
fterus  to  the  fallopian  tubes  where  fertili- 
ition  will  occur.  Simultaneously,  the 
male,  who  must  have  an  intact  hypo- 
lalamic-pituitary-ovarian  axis,  must  have 
eveloped  and  released  the  ovum  at  the 
prrect  time.  The  expelled  ovum  must  have 
jtitered  the  patent  and  freely  mobile 
lillopian  tube  and  must  have  been  trans- 
jorted  to  the  area  in  the  tube  where 
;;rtilization  will  occur.  Following  fertili- 
|ation,  the  blastocyst  must  travel  toward 
le  endometrial  cavity  where  nidation 
lust  take  place  in  an  endometrium  which 
as  been  appropriately  prepared  by  hor- 
lone  action.  The  slightest  defect  in  these 
asic  events  in  either  partner  leads  to 
ifertility. 

Other  factors  which  directly  affect  fertil- 
,y  are  the  ages  of  the  couple,  the  length  of 
ime  that  the  couple  has  been  attempting  to 


conceive  and  the  frequency  of  intercourse. 
The  age  of  maximum  fertility  for  the  male 
and  female  is  approximately  25  years.  After 
that  age,  fertility  begins  to  decrease, 
especially  in  the  female,  in  whom  it 
declines  rapidly  after  the  age  of  30. 

The  diagnostic  investigation  of  the  in- 
fertile couple  begins  with  a complete 
history  and  physical  examination.  Because 
infertility  is  not,  as  commonly  thought, 
strictly  a “female  problem”,  motivation  as 
a couple  needs  to  be  emphasized.  The 
couple  should  be  encouraged  to  be  open  in 
their  communications  with  each  other  and 
with  the  physician.  Establishing  a trusting 
relationship  is  essential  in  infertility  stud- 
ies because  the  investigation  is  often  costly, 
time-consuming  and  emotionally  trying. 

The  examination  of  the  woman  should, 
as  usual,  begin  with  a complete  history. 
The  history  should  include  a thorough 
picture  of  her  menstrual  pattern,  symptoms 
of  ovulation,  (e.g.,  molimina,  mittelschmerz, 
increased  midcycle  discharge),  and  any 
apparent  hirsutism  or  galactorrhea.  Con- 
traceptive history,  circumstances  surround- 
ing a previous  pregnancy  loss  and  previous 
pregnancies  by  another  partner  are  essent- 
ial. Also  to  be  investigated  are  symptoms 
suggestive  of  endometriosis,  previous  intra- 
abdominal surgeries  or  pelvic  inflamma- 
tory disease.  The  couple’s  sexual  history 
should  be  established  in  terms  of  frequency 
of  coitus  and  coital  technique.  The  use  of 
artificial  lubrication,  various  massage  oils 
and  post-coital  douching  should  be  dis- 
couraged because  they  may  kill  sperm. 
Medications  that  may  impair  fertility,  (e.g. 
phenothiazines  producing  an  amenorrhea- 
galactorrhea  complex),  should  be  inquired 
about  and  discontinued  if  possible.  The 
physical  examination  should  include  an 
assessment  of  the  woman’s  general  health 
and  her  physical  ability  to  tolerate  the 
hoped-for  pregnancy.  Special  attention 
should  be  paid  to  endocrine  and  repro- 
ductive features.  Specifically,  findings  of 
thyroid  disease,  increased  intracranial  pres- 
sure (especially  in  oligomenorrheal  or 
amenorrheal  women),  galactorrhea,  ab- 
normal hair  distribution  or  clitoralmegaly 
should  be  noted.  A thorough  pelvic  exam- 
ination is  mandatory  to  delineate  con- 
genital anomalies  or  tumors. 

The  examination  of  the  male  should  also 
begin  with  a complete  history.  The  follow- 
ing categories  should  be  covered;  Age; 
occupation;  medical,  surgical,  urologic  and 
developmental  histories;  sexual  technique; 
exposure  to  toxins;  irradiation;  medica- 
tions; and  personal  habits.  The  afore- 
mentioned may  reveal  exposure  of  the 
scrotum  to  excess  heat,  (e.g.,  as  is  common 
in  cross-country  truck  drivers),  history  of 
mumps  after  adolescence  or  accident  dam- 
age to  the  testes  from  previous  cryptorchid 
or  hernia  repairs.  Previous  history  of  VD, 
orchitis,  epididymitis  and  medication  use 
(e.g.,  antihypertensives  and  tranquilizers) 
should  be  investigated.  It  is  also  important 
to  note  whether  the  patient  has  fathered 


other  children  with  a previous  sexual 
partner.  Finally,  the  patient  should  be 
questioned  about  pertinent  personal  habits 
such  as  alcohol  consumption,  the  kind  of 
underwear  worn  (tight  underwear  may 
raise  scrotal  temperature)  and  bathing 
habits  (hot  baths  and  saunas  may  also 
injure  sperm). 

A complete  physical  examination  of  the 
male  should  be  performed  with  emphasis 
on  endocrine  and  urological  factors;  Ab- 
normal hair  patterns,  gynecomastia,  visual 
field  defects,  decreased  smell  and  thorough 
genital  examination.  Important  to  note  is 
the  penis  size,  location  of  the  urethral 
meatus,  presence  or  absence  of  phimosis, 
the  size  and  consistency  of  each  testis,  vas 
deferens,  epididymis,  and  presence  of 
varicocele.  Rectal  examination  should  be 
performed  to  determine  the  size  and 
consistency  of  the  prostate  and  seminal 
vesicles.  Also,  the  prostate  should  be 
massaged  and  the  expressed  fluid  examin- 
ed for  white  cells. 

There  are  five  basic  infertility  screening 
procedures  which  will  define  the  general 
area  or  areas  in  which  problems  exist. 
These  are: 

1.  Basal  body  temperature  recordings 
which  are  used  for  detecting  ovulation  and 
for  timing  intercourse.  Temperature  record- 
ings may  also  detect  a luteal  phase 
deficiency.  If  pregnancy  occurs,  the  level  of 
progesterone  does  not  drop,  the  tempera- 
ture remains  elevated  and  the  menses  do 
not  occur. 

2.  Further  evaluation  of  ovulatory  func- 
tion is  required  even  though  basal  body 
temperature  may  suggest  that  ovulation 
has  occurred.  A secretory  endometrium 
obtained  by  biopsy  is  further  presumptive 
evidence  of  ovulation.  Plasma  progesterone 
concentration  offers  a noninvasive  meas- 
ure of  ovulation.  A plasma  progesterone 
concentration  of  3 mg./ml.  or  greater 
suggests  ovulation. 

3.  The  semen  analysis  is  the  most 
important  initial  diagnostic  study  of  the 
male  and,  if  it  is  normal,  further  investi- 
gation of  the  male  can  be  stopped  tem- 
porarily. Optimum  results  are  obtained 
after  two  days  of  abstinence.  The  semen 
analysis  can  provide  information  about 
sperm  mobility  and  morphology  as  well  as 
the  absolute  number  of  sperm  present.  As 
the  sperm  number,  semen  volume  and 
percentages  of  normal  and  motile  forms 
decrease,  the  ability  to  impregnate  de- 
creases. 

4.  Tubal  patency  is  confirmed  with  either 
tubal  insufflafion  with  carbon  dioxide 
(Rubin’s  tes'  or  hysterosalpingography. 
The  hysterosalpingogram  is  preferred,  in 
that  it  not  only  provides  information  about 
tubal  patency,  but  also  reveals  distortion  of 
the  endometrial  cavity  such  as  that  caused 
by  uterine  anomalies,  fibromyomas  and 
synechiae.  In  addition,  if  the  dye  remains 
confined  to  the  areas  adjacent  to  the 
fimbriae  of  the  tubes,  peritubal  adhesions 
may  be  suspected.  Hysterosalpingography 
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may  also  have  a therapeutic  effect.  Preg- 
nancy is  frequently  achieved  within  the 
first  three  cycles  following  the  test.  This 
effect  may  be  the  result  of  flushing  of 
debris,  breaking  of  adhesions  or  induction 
of  peristalsis. 


5.  The  post-coital  examination  (Sims- 
Huhner  test)  is  performed  one  to  two  days 
prior  to  the  expected  date  of  ovulation.  The 
couple  is  asked  to  have  intercourse  two  to 
four  hours  prior  to  being  seen.  The 
examination  consists  of  evaluating  the 


cervical  mucus  and  the  number  ai 
motility  of  sperm  present  in  the  endocervi 
The  mucus  should  be  examined  for  femii 


and  spinnbarkeit,  both  of  which  increase  ^ 
the  time  of  ovulation  and  increase  the  ra^ 


of  sperm  survival. 
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In  1954,  hydralazine  was  first  linked  to 
drug-inducec  systemic  lupus  erythematos- 
us (SLE).i'2  ® i.^ach  year  the  list  of  impli- 
cated drugs  grows  longer  (see  Table  I). 
Evidence  for  incrimination  of  many  of 
these  drugs  is  sketchy,  indeed,  some  drugs 
on  the  list  may  not  belong  there. 

Lee  and  Chase  revieweo  all  indicated 
drugs  and  attempted  to  assi,  n a relative 
degree  of  associated  risk.  Hydralazine, 
procainamide,  practolol  and  D-  penicilla- 
mine were  considered  to  be  high  risk  drugs. 
Drugs  of  moderate  capability  included 
isoniazid,  diphenylhydantoin,  the  thioura- 
cils,  and  trimethadione.  The  same  authors 
felt  that  sulfonamides  and  oral  contra- 
ceptives have  been  falsely  accused.'' 


Numerous  clinical  studies  attest  to  the 
hazards  of  highrisk  drugs.  In  one  hydra- 
lazine-treated series,  for  example,  the  anti- 
nuclear antibody  (ANA)  test  was  positive 
in  27%  of  patients,  and  12%  of  all  treated 
patients  developed  SLE.s  another  group 
of  patients  treated  with  procainamide,  83% 
developed  a positive  ANA  titer,  and  29%  of 
these  exhibited  clinical  evidence  of  SLE.® 
Thus  it  can  be  seen  that  this  poorly 
understood  phenomenon  poses  a poten- 
tially serious  problem  in  medical  thera- 
peutics. 

Criteria  for  diagnosis  of  drug-induced 
SLE  are  the  same  as  those  for  spontaneous 
SLE.'*’’'  Clinical  manifestations  include 
fever,  arthralgias,  myalgias,  pleuritis, 
pleural  effusion,  pericarditis,  anemia,  and 
all  other  recognized  manifestations  of  SLE. 
The  following  case  report  illustrates  a 
fairly  typical  complication  of  procainamide 
therapy. 


Table  1 


Drugs  Implicated  in  Systemic  Lupi 
Erythematosus 


Procainamide 


Hydralazine 

Penicillin 


Sulfonamides 

Tetracycline 

Streptomycin 

Aminosalicylic  acid 

Griseoful’vin 

Phenylbutazone 

Methyl  Thiouracil 

Propyl  Thiouracil 

Reserpine*:^ 

Methyldopa 

Oral  Contraceptives 


Guanoxan 
Isoquinazepan 
Quinidine 
Diphenylhydanto 
Mephenytoin 
Trimethadione 
Primidone 
Ethosuximide 
Nitrofurantoin 
Phenobarbital 
Practolol 
Chlorpromazine 
Isoniazid 


ic 
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CASE  REPORT 

B.F.,  a 67-year-old  retired  Caucasian 
male,  had  noted  vague  aching  anterior 
chest  pains  for  approximately  two  months 
prior  to  the  initial  examination.  He  stated 
that  the  pain  was  accentuated  by  recum- 
bency and  deep  inspiration.  The  patient 
had  known  rheumatic  heart  disease  and 
had  experienced  lifelong  recurrent  arth- 
ralgias, for  which  he  took  aspirin  frequent- 
ly. Other  medications  included  digoxin  0.25 
mg  daily  and  procainamide  375  mg,  q.i.d.; 
the  latter  had  been  initiated  three  months 
earlier  for  control  of  ventricular  premature 
contractions.  He  was  a nonsmoker.  He  had 
dyspnea  with  exertion  but  not  at  rest.  There 
was  no  associated  history  of  cough,  fever, 
hemoptysis,  orthopnea,  or  pedal  edema. 

Positive  physical  findings  were  limited  to 
the  thorax.  Borderline  cardiomegaly  was 
present,  with  the  left  border  of  cardiac 
dullness  in  the  sixth  interspace,  one 
centimeter  lateral  to  the  midclavicular  line. 
Rhythm  was  normal  sinus  with  occasional 
premature  ventricular  contractions.  There 
was  a grade  3/6  holosystolic  murmur 
audible  at  the  apex.  The  blood  pressure  was 
140/80.  Neither  pleural  nor  pericardial 
friction  rubs  were  discemable.  The  lungs 
were  clear  to  auscultation  and  percussion. 

A chest  roentgenogram  showed  only 
borderline  cardiomegaly.  No  parenchymal 
or  pleural  densities  were  present. 

Supporting  evidence  for  drug-induced 
pleuritis  and  pericarditis  was  provided  by 
initial  laboratory  studies.  The  erythrocyte 
sedimentation  rate  (ESR)  was  80  mm/hr. 
(Westergren).  An  LE  preparation  was 
positive.  Both  the  ANA  and  the  rheumatoid 


( ■ 


(latex)  factor  were  positive;  titers  were  n, 
determined.  Serum  digoxin  level  was  le 
than  0.5  mg/ml. 

Initial  therapy  of  indomethacin  25  n j 
t.i.d.  proved  inadequate.  Despite  cessath  . 
of  procainamide,  the  patient  noted  progrt 
sion  of  anterior  chest  pain  with  extensi(| 
into  the  neck  two  weeks  later.  Prednisor, 
20  mg/day,  was  begun  at  that  time  a: 
prompt  relief  of  symptoms  followed.  Sb 
oids  were  tapered  and  discontinued  with 
six  weeks. 

The  ESR  declined  rapidly  with  initiatii 
of  steroid  therapy;  it  dropped  to  4 mm  at  tl 
time  steroids  were  discontinued.  The  1 
preparation  was  then  still  positive,  b 
reverted  to  negative  two  months  later. 
ANA  remained  positive  for  approximate 
four  months  following  procainamide  wi 
drawal,  after  which  time  it,  too,  bee 
negative. 

Approximately  three  months  after  s 
oids  were  stopped,  there  was  a transie 
exacerbation.  The  patient  experienced  fe; 
er,  increased  pleuritic  chest  pain  ar 
arthralgias  for  one  week.  The  ESR  increa 
ed  to  53  mm  per  hour  and  the  AN: 
remained  positive  (1:160).  With  resumptic 
of  indomethacin  therapy  (50  mg  t.i.d.),  £ 
excellent  response  was  noted.  The  ind 
methacin  was  discontinued  approximate 
one  month  later. 

The  patient  has  since  remained  asympt 
mafic  except  for  previously  noted  arthn 
gias.  Most  recent  laboratory  studies  sho 
ed  a normal  hemogram,  ESR  25  mm/hj: 
and  positive  ANA  (1:40).  At  no  time  did  tl 
chest  roentgenogram  show  evidence  hj 
pleural  effusion  or  parenchymal  infiltrate 

Pulmonary  sequelae  associated  wii 
drug-induced  SLE  include  pleural  thic 
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^ling,  pleural  effusion,  diffuse  interstitial 
yieumonitis,  migratory  pneumonitis,  seg- 
Fental  atelectasis,  elevated  diaphragm 
nd  pulmonary  fibrosis.®'®  *® 

I Procainamide  appears  to  have  a special 
redilection  towards  pulmonary  manifes- 
itions  of  drug-induced  lupus.  Harpey 
sported  pleuro-pulmonary  manifestations 
“i  30%  of  procainamide-induced  SUE 
atients.® 

1 Fries  and  Holman  believe  pleurisy  to  be  a 
[gnpost  of  active  SLE  and  a harbinger  of 
otential  renal  disease.*®  Whether  this 
Ending  applies  to  drug-induced  SLE  is  not 
inown. 

I:  Controversy  exists  regarding  renal  mani- 
festations of  drug-induced  lupus.  Most 
uthors  feel  that  drug-induced  lupus 
[spares  the  kidney”.'*  *®  Alarcon-Segovia, 
-owever,  observed  evidence  of  renal  compil- 
ations in  20%  of  hydralazine-induced 
;ipus.**  Renal  biopsies  obtained  from  a 
roup  of  patients  not  exhibiting  urinary 
^iment  abnormalities  showed  definite 
llthough  mild  glomerular  changes.*® 

It  has  been  speculated  that  potential 
mal  complications  do  not  have  adequate 
me  to  develop  in  most  patients,  because 
le  offending  drug  is  stopped  relatively 
arly  in  the  course  of  the  disease.  Serum 
implement  levels,  however,  tend  to  be 
ormal  in  drug-induced  SLE  and  antibody 
) deoxynucleic  acid  (DNA)  is  exceptional, 
VO  observations  associated  with  renal 
athology  in  spontaneous  SLE.®  *® 

It  is  generally  believed  that  drug-induced 
LE  is  a more  benign  disease  than 
pontaneous  SLE.  Fatalities  are  rare, 
approvement  usually  follows  cessation  of 
ae  offending  drug  and  is  an  important 
iagnostic  consideration.'*  Signs  and  symp- 
jms  of  disease  may  persist  for  many  years 
allowing  drug  cessation,  however.*®  Some 
atients  require  steroidal  or  other  anti- 
iflammatory  drug  support  for  relief  of 
ymptoms. 

Unlike  spontaneous  SLE,  there  does  not 
ppear  to  be  a definite  sex  predilection, 
'atients  with  drug-induced  syndromes  tend 
a be  considerably  older  than  those  with 
pontaneous  SLE.  Undoubtedly,  this  re- 
lects  the  fact  that  most  patients  taking 
nplicated  drugs  are  in  older  age  groups.'* 
Minimal  doses  of  a drug  administration 
aay  lead  to  the  development  of  drug- 
nduced  lupus.  As  little  as  500  mg  pro- 
ainamide/day  has  been  associated  with 
he  clinically  recognized  syndrome.  Dura- 
ion  of  drug  therapy  also  can  be  short; 
nanifestations  have  been  observed  after  as 
ew  as  two  to  three  weeks."* 

In  long-term  studies  of  patients  taking 
irocainamide  and  hydralazine,  serologic 
•ositivity  always  precedes  clinical  illness, 
rhese  observations  have  strengthened  the 
ase  for  an  immunologic  basis  for  this 
lisease. 

For  practical  purposes,  a negative  ANA 
sxcludes  the  diagnosis  of  drug-induced 
5LE.  Following  cessation  of  drug  admin- 


istration, the  ANA  may  either  revert  to 
negative  or  remain  positive  for  years.'*'®  *® 

The  laboratory  diagnosis  of  drug-induced 
SLE  is  essentially  the  same  as  that  of 
spontaneous  SLE.  The  LE  preparation  may 
be  positive,  depending  on  the  stage  of  the 
illness.  The  ESR  is  usually,  but  not 
invariably,  elevated;  it  generally  parallels 
the  clinical  course  of  the  disease. 

Proteinuria,  elevated  creatinine  and  other 
manifestations  of  renal  disease  are  not 
observed  in  most  patients.  As  mentioned 
previously,  this  may  result  from  actual 
renal  sparing  or  simply  reflect  early 
detection  of  the  disease  before  kidneys  are 
seriously  damaged. 

Hematologic  abnormalities  include  leu- 
kopenia, anemia,  and  thrombocytopenia; 
these  and  other  laboratory  findings  are 
summarized  in  the  excellent  monograph  by 
Fries  and  Holman.*® 

Because  serologic  testing  remains  the 
foundation  of  clinical  diagnosis,  a better 
understanding  of  these  examinations  is 
essential  for  differentiation  of  this  disease. 
Fluorescent  ANA,  antibody  to  native  DNA 
and  extractable  nuclear  antigen  (ENA) 
provide  this  information. 

Nucleoproteins  derived  from  dying  cells 
give  rise  to  antinuclear  antibodies  which 
are  measured  by  a fluorescent  technique. 
Four  patterns  of  fluorescence  have  been 
observed:  (1)  peripheral  (or  ring),  (2) 
homogenous  (or  diffuse),  (3)  speckled  (or 
reticular)  and  (4)  nucleolar.  More  than  one 
pattern  may  be  exhibited  in  some  sera. 
Both  the  titer  and  the  associated  pattern 
should  be  reported;  they  help  to  differen- 
tiate the  various  types  of  collagen  disease. 
Tlie  diffuse  pattern  of  fluorescence,  for 
example,  is  most  commonly  seen  in  SLE 
and  rheumatoid  arthritis.  The  speckled 
pattern  is  commonly  observed  in  sclero- 
derma and  the  mixed  connective  tissue 
disease  syndrome.*® 

It  should  be  mentioned,  however,  that 
fluorescent  ANA  titer  does  not  correlate 
with  clinical  actmty  in  SLE.  Clinical 
remission  has  been  observed  in  the  pres- 
ence of  continuing  high  fluorescent  ANA 
titers. 

More  esoteric  serologic  tests  are  on  the 
clinical  horizon.  These  include  detection  of 
antibodies  to  double  stranded  (native)  DNA 
and  extractable  nuclear  antigen  (ENA). 

Some  investigators  feel  that  antibody  to 
native  DNA  is  a sine  qua  non  for  SLE, 
because  there  appears  to  be  good  correla- 
tion with  its  presence  and  spontaneous 
SLE.  It  is  rarely  observed  in  drug-induced 
SLE.*®  Earlier  reports  indicated  antibody  to 
DNA  was  common  in  hydralazine-induced 
SLE,  but  these  studies  have  been  criticized. 
In  summary,  antibody  to  DNA  may 
represent  a useful  means  of  distinguishing 
between  spontaneous  SLE  and  drug- 
induced  SLE.  Antibody  to  native  DNA 
appears  to  possess  considerable  prognostic 
value,  unlike  fluorescent  ANA.*® 

Detection  of  antibody  to  extractable 


nuclear  antigen  (ENA)  is  not  widely 
available.  It,  too,  may  be  of  value  in 
delineating  drug-induced  SLE  from  spon- 
taneous SLE.  In  a comparison  of  these  two 
groups  by  Fries  and  Holman,  drug-induced 
SLE  patients  had  little  antibody  to  ENA 
whereas  spontaneous  SLE  patients  had 
significantly  higher  titers.*®  The  clinical 
applicability  of  this  differentiation  is 
uncertain. 

Serum  complement  is  another  means  for 
assessing  the  status  of  SLE;  it  appears  to 
have  both  diagnostic  and  prognostic  value. 
Low  complement  levels  are  associated  with 
exacerbation  of  disease,  particularly  renal 
manifestations.  It  is  postulated  that  serum 
complement  is  consumed  in  the  production 
of  immune  complexes.  Serum  complement 
values  tend  to  remain  normal  in  drug- 
induced  SLE,  perhaps  corroborating  the 
more  benign  clinical  course  of  this 
disease.’*® 

Many  investigators  have  attempted  un- 
successfully to  define  the  pathogenesis  of 
SLE.  Most  have  sought  an  immunologic 
basis  because  of  the  widely  recognized 
serologic  abnormalities  preceding  the  onset 
of  clinical  disease. 

Early  studies  with  hydralazine  and 
isoniazid  implicated  acetylation  of  these 
drugs  as  a possible  etiologic  factor  in  the 
genesis  of  drug-induced  SLE.®  Two  groups 
of  patients  were  identified;  slow  acetylators 
and  rapid  acetylators.  Most  of  the  drug- 
induced  SLE  cases  were  observed  to  fall  in 
the  slow  acetylation  group.  This  led  to  a 
recommendation  that  patients  receiving 
these  drugs  be  screened  according  to 
vulnerability  based  upon  their  capacity  for 
drug  acetylation.  Many  drugs  associated 
with  drug-induced  SLE  do  not  undergo 
acetylation,  however.  Procainamide,  frequ- 
ently implicated  in  drug-induced  SLE,  is 
excreted  mostly  unchanged  while  smaller 
amounts  are  hyrolyzed  and  excreted  as 
para-amino  benzoic  acid.'*  Antibodies  to 
procainamide  have  been  detected,  but  only 
6%  of  patients  with  procainamide-induced 
SLE  showed  such  antibodies.*® 

The  formation  of  complexes  between 
certain  drugs  and  DNA  has  led  to  the 
hypothesis  that  this  may  be  part  of 
underlying  immunologic  mechanism  in 
drug-induced  SLE.  In  vitro,  procainamide 
binds  to  DNA,  in  the  presence  of  a 
photodynamic  molecule  and  visible  light.* 
This  complex  has  been  shown  to  have 
antigenic  properties  in  experimental 
animals. 

Raftery  and  Denman'*  linked  the  beta- 
blocking agent  practolol  to  drug-induced 
SLE  in  three  patients.  They  postulated  that 
practolol  may  selectively  inactivate  T- 
lymphocyte  populations  which  normally 
control  the  emergence  of  lymphocytes  with 
autoimmune  propensities  and  thus  trigger 
the  SLE  syndrome.  DNA  antibodies  were 
not  found  in  their  series.  Serum  comple- 
ment was  within  normal  limits.  Lympho- 
cyte transformation  was  not  demonstrated 
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but  lymphocytes  from  all  three  patients 
responded  abnormally  to  mitogens  in 
vitro. 

Various  authors  have  postulated  a “lupus 
diathesis”  but  evidence  for  this  has  never 
been  very  convincing. ® Obviously, 
much  needs  to  be  learned  about  the 
immunogenesis  of  SLE  before  such  entities 
can  be  established  with  confidence. 

SUMMARY 

A case  of  drug-induced  lupus  erythema- 
tosus associated  with  procainamide  ther- 
apy was  presented  for  illustrative  purposes. 
The  administration  of  procainamide  alone 


is  associated  with  positive  fluorescent 
antinuclear  antibodies  in  more  than  50%  of 
patients.  Most  of  these  never  develop 
clinical  sequelae.  Nevertheless,  procaina- 
mide, hydralazine,  and  anti-convulsants 
appear  to  be  frequent  causes  of  drug- 
induced  SLE.  The  pathogenetic  mechan- 
ism appears  to  be  immunologic  in  nature 
but  has  not  yet  been  defined  precisely. 

Any  patient  with  pleuritis,  pericarditis, 
arthralgias,  and  fever,  who  is  taking 
procainamide  or  other  implicated  drugs, 
should  have  drug-induced  SLE  considered 
in  the  differential  diagnosis. 


1.  Dustan,  HP,  Taylor  RD,  Corcoran,  AC,  and  Page,  I 
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SMALL  INTESTINE 
Diabetics  have  a higher  intestinal  ab- 
sorptive rate  of  glucose  by  up  to  twofold. 
Diabetic  animals  absorb  more  amino 
acids  than  normal  controls.  This  is  not 
related  to  the  presence  of  insulin.  Intestinal 
analyses  for  sucrase,  maltase,  and  lactase 
are  normal. The  reason  for  the  increased 
absorption  is  unknown. 

Diabetic  patients  have  a decreased  incL 
dence  of  duodenal  ulcer,  and  this  may  be 
related  to  their  decreased  acid  secretion. 
Complications  of  duodenal  ulcer,  however, 
are  more  frequent  in  diabetics.  The  in- 
cidence of  gastric  ulcer  is  the  same  as  in 
controls. 

Diarrhea  is  a complication  affecting  a 
small  number  of  patients  with  diabetes.  It 
has  been  reported  from  as  low  as  0.001%  to 
7%.  Of  300  diabetics  who  had  GI  com- 
plaints, 33  had  diarrhea,  14  were  found  to 
have  normal  stool  fat,  19  steatorrhea.  One 
of  these  19  had  total  villous  atrophy  on 
jejunal  biopsy,  the  remainder  were  normal.^ 
The  diarrhea  is  usually  brown,  watery, 
voluminous  and  may  be  associated  with 
tenesmus.'®  It  can  occur  either  during  the 
day  or  at  night,  but  at  night  may  present  as 
incontinence.  The  typical  patient  is  more 
often  male  than  female  (the  reverse  of  the 
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incidence  of  diabetes  per  se),  aged  25-40, 
has  had  diabetes  for  ten  years  or  more,  with 
poor  control  for  several  years.  He  is  of 
normal  weight  or  obese  and  has  other 
evidence  of  visceral  and  peripheral 
neuropathy.  Borborygmus  may  be  prom- 
inent. Most  are  impotent.  The  diarrhea  is 
episodic  with  bouts  lasting  days  to  weeks, 
during  which  time  weight  loss  occurs  to  be 
followed  by  an  interval  of  weeks  to  months 
of  normal  bowel  habits  or  constipation, 
during  which  the  weight  loss  is  regained. 
These  episodes  recur  periodically,  are  often 
associated  with  emotional  upset,  but  tend 
to  become  less  severe  as  time  proceeds.  The 
diarrhea  is  often  precipitated  by  eating. 

The  etiology  in  unclear.  Most  have 
normal  exocrine  pancreatic  function  as 
determined  by  a secretin  test,  normal 
electrolyte  and  d-xylose  absorption  and 
vitamin  B12  levels.  Serum  carotene  is 
normal  or  elevated.  Of  those  patients 
without  steatorrhea,  small  bowel  histology 
is  normal.  Occasionally  a mild  lymphocytic 
infiltrate  is  present  in  the  lamina  propria. 
About  50%  of  patients  with  diarrhea  have 
steatorrhea  and  their  jejunal  biopsies  au'e 
usually  normal,  suggesting  that  the  differ- 
ence between  these  patients  and  those 
without  steatorrhea  is  one  of  degree,  rather 
than  of  pathogenesis.  These  patients  have 
normal  Schilling  tests.  Gastric  analysis  is 


not  different  from  diabetics  without  (|| 
arrhea.  Intestinal  transit  time  may 
either  rapid  or  delayed,  but  is  usually  slo'j 
Small  bowel  series  is  abnormal  in  25% 
less  Mucosal  swelling  with  coarse  folds,  sd 
mentation  and  variation  in  luminal  calib| 
can  be  present.  Gastric  emptying  may 
delayed.  Intestinal  perfusion  studies  ha^ 
revealed  impaired  water  absorption  in  t^ 
distal  small  bowel.'’' 

Abnormal  bacterial  cultures  are  found 
less  than  20%  of  patients.  E.  coli,  enter 
cocci,  aerobacter  and  staphylococi  may 
found  at  concentrations  of  10'  / ml.,  and 
few  patients  have  bacterial  overgrowth 
the  stomach  as  well.'®  In  patients  with  slo 
transit  this  behaves  like  a blind  loop.  Bi 
salt  deconjugation  may  play  a role.  Tho. 
patients  with  bacterial  overgrowth  gent 
ally  respond  to  antibiotics,  those  without  ( 
not.  They  do  not  respond  to  pancreat 
extracts,  anticholinergics  or  steroids.  Co 
trol  of  the  diabetes  and  use  of  cholineri 
therapy  may  benefit  the  diarrhea  in  a sm£| 
percentage. 

A small  group  of  patients  with  diarrhl 
are  thin,  show  marked  weight  loss,  hal 
steatorrhea,  and  usually  well  controUl 
diabetes.  Their  jejunal  biopsies  are  flat,  ail 
they  show  an  excellent  response  to  glut! 
withdrawal  or  steroids.  They  are  consil 


t 


I 

(d  to  have  adult  celiac  disease.'®  The 

idence  of  the  two  diseases  occurring 

|i  ether  is  4-5  times  greater  than  would  be 

j>ected  by  chance  alone,  but  one  series  of 

I patients  with  sprue  failed  to  show  a 

||gle  case  of  diabetes.  So,  whether  the  two 

Jeases  occur  more  frequently  together,  or 

j ether  there  is  coincidence  in  their 

I >earance  remains  to  be  resolved.  As  the 
1 

ilabsorption  improves  with  therapy,  the 
lulin  requirement  often  increases. 

^ summary,  diarrhea  without  steator- 
f^a  requires  supportive  therapy.  If  bac- 
lial  overgrowth  is  demonstrated,  anti- 
jtics  may  be  beneficial.  If  steatorrhea  is 
i sent,  a jejunal  biopsy  should  be  done.  If 
lihows  villous  atrophy,  gluten  restriction 
Duld  be  instituted. 

I 

LARGE  INTESTINE 
iJonstipation  is  a frequent  complaint 
!)ong  diabetics,  and  may  be  the  only  one. 
[is  usually  seen  in  patients  with  neuro- 
:^hy  peripherally,  and  the  barium  enema 
c'.y  reveal  a dilated  colon  filled  with  stool, 
lirocoral  ulcers  may  develop. 

Hudies  of  the  anal  sphincter  reveal 
rrmal  tone  and  strength.  It  has  been 
p jtulated  that  afferent  impulses  from  this 
3 !a  and  the  rectum  are  defective  and  that 
tise  may  be  involved  in  the  constipation 
BU  the  nocturnal  incontinence. 

GALLBLADDER 

leveral  large  series  of  autopsied  patients 
|ve  shown  a higher  incidence  of  gall- 


stones in  diabetics  than  in  non-diabetics  by 
a factor  of  1 1/2  to  2.  Representative  figures 
are  31%  vs.  21%  and  39%  vs.  22%.'  This  has 
not  been  verified  by  other  studies,  ano 
patients  with  proven  gallstones  are  not 
found  to  have  a higher  incidence  of 
diabetes  than  patients  without  stones. 

The  gallbladders  of  diabetics  tend  to  be 
larger  in  size  than  those  of  non-diabetics.^® 
They  contract  less  vigorously,  as  shown  by 
measuring  the  size  of  the  gallbladder  on  x- 
ray  before  and  after  a fatty  meal.  Vagal 
neuropathy  has  been  proposed  as  a mech- 
anism for  this. 

Acute  cholecystitis  carries  a poor  prog- 
nosis in  the  diabetic,  with  a 22%  mortality 
and  a 51%  mortality  rate  from  emergency 
surgery.  Failure  to  localize  the  infection, 
and  the  occurrence  of  emphysematous 
cholecystitis  with  organisms  such  as  Cl. 
Welchii  and  occasionally,  E.  coli,  are  two 
possible  mechanisms.  Twenty  per  cent  of 
diabetics  with  acute  cholecystitis  have 
perforation  of  the  gallbladder  or  it  is 
gangrenous.  Elective  surgery  carries  no 
greater  morbidity  and  mortality  for  dia- 
betics than  non-diabetics,  and  this  is 
recommended  for  any  diabetic  with  proven 
gallstones.  Some  have  suggested  yearly 
cholecystograms  as  an  aid  in  detecting 
gallstones. 

ETIOLOGY 

The  cause  of  these  gastrointestinal  mani- 
festations is  unknown.  Most  authors  attrib- 
ute visceral  neuropathy  as  being  respons- 


ible, yet  the  evidence  is  mostly  by  analogy. 
The  gastric  and  gallbladder  changes  of  the 
diabetic  are  similar  to  those  of  patients  who 
have  had  a vagotomy,  yet  numerous  biopsy 
and  autopsy  studies  have  failed  to  show 
any  abnormalities  in  Meissner’s  and  Auer- 
bach’s plexi.  'The  brain,  vagal  motor  nuclei, 
and  cervical  vagus  nerves  are  also  normal. 
Giant  sympathetic  neurons  are  found  in  the 
pre-  and  paravertebral  ganglia.^'  Swelling 
of  dendrites  of  postganglionic  neurons 
within  dendritic  glomeruli  are  seen  in  pre- 
and  paravertebral  ganglia  at  a much 
higher  frequency  in  diabetics.  This  is  the 
first  described  finding  of  a potential 
neuroanatomic  correlate  to  the  GI  dys- 
function. However,  denervation  hypersensi- 
tivity to  Mecholyl  is  not  found,  and  the 
response  to  bethanechol  is  variable  and 
usually  ineffective.  The  diabetic  with  diar- 
rhea tends  to  improve  with  time,  suggest- 
ing that  a progressive  neurologic 
degeneration  is  not  a major  pathophysio- 
logic factor  in  this  group. 

A second  possible  etiologic  factor  is 
diabetic  micro-angiopathy.^®  The  histologic 
appearance  of  blood  vessels  from  biopsies 
at  any  level  of  the  GI  tract,  however,  is  not 
different  in  diabetics  than  controls.  At 
autopsy,  atherosclerotic  changes  may  be 
more  prominent  in  diabetics,  but  a pre- 
terminal acceleration  of  lipid  deposits  in 
the  vascular  wall  has  been  suggested  for 
this  observation,  as  no  difference  is  seen  in 
biopsies  taken  during  life  from  diabetics 
and  controls. 


Radiology 
Case  of  the  Month 


CASE  NO.  20 


HAROLD  TRIEF,  M.D. 
JOHN  C.  BJELLAND,  M.D. 
DAVID  L.  LILEN,  M.D. 


The  patient  is  a sixty-one  year  old  male 
who  had  noted  dyspnea  on  exertion,  night 
sweats  and  slight  dysphagia  for  several 
weeks  previous  to  admission.  Physical 
exam  revealed  a nodular  thyroid,  plethoric 
facies  and  distended  neck  veins.  Chest 
radiographs  showed  the  above  abnormality 
(Figs.  1 and  2).  A radionuclide  superior 
vena  cavagram  was  positive  for  SVC 
obstruction.  Barium  swallow  and  tomo- 
grams confirmed  extrinsic  pressure  on  the 
trachea  and  esophagus  (Figs.  3 and  4).  A 
radionuclide  thyroid  scan  was  consistent 
with  multinodular  goiter  and  showed  slight 
uptake  below  the  suprasternal  notch  sug- 
gestive of  substemal  extension  of  thyroid. 
Could  thyroid  pathology  alone  be  respons- 
ible for  the  etiology  of  the  patient’s 
problem? 


From:  Arizona  Health  Sciences  Center,  Dept,  of  Radi- 
ology, Tucson,  AZ  85724. 
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MULTINODULAR  GOITER  WITH  SUBSTERNAL 
COMPONENT  CAUSING  SUPERIOR 
VENA  CAVA  OBSTRUCTION 


Figure  3 
Barium  Swallow 


Mediastinoscopy  and  biopsy  indeed  con- 
firmed the  existence  of  a substemal  goiter. 
The  patient  was  treated  with  30  millicuries 
of  radioactive  iodine  and  his  sympto- 
mology  showed  progressive  improvement. 

Substemal  or  intrathoracic  goiter  as 
described  by  DeGroot  and  Stanbury  is  a 
“pronounced  prolongation  of  the  lower  pole 
or  downward  growth  of  the  nodule  from  a 
lower  pole,  below  the  level  of  the  top  of  the 
manubrial  notch.”  It  is  considered  an 
acquired,  not  embryologic  abnormality 
with  substemal  thyroids  being  reported  as 
low  as  the  diaphragm.  Typically  it  is  found 
in  older  individuals  who  have  a higher 
incidence  of  kyphosis,  stooped  posture  and 
increased  anterior-posterior  chest  diameter. 

Symptoms  are  generally  due  to  mechan- 
ical factors.  Characteristically  dyspnea 
may  be  produced  by  changes  in  head 
position.  Also  frequently  associated  mild 
dysphagia  of  an  insidious  nature  has  been 
reported.  On  physical  exam  some  patients 
present  with  prominent  dilated  veins  ac- 


Figure  4 

10  cm  tomogram 


cross  the  chest  presumably  secondary  to 
minor  venous  obstmction  but  SVC  ob- 
struction is  a rare  complication. 

Lesavoy  reported  that  SVC  obstruction 
was  caused  by  neoplasma  at  least  85  to  90% 
of  the  time.  Mahajan  reported  16  cases  due 
to  benign  causes  with  two  secondary  to 
substemal  thyroids.  Other  more  common 
causes  include: 

1.  Aneurysm  of  aorta  or  great  arteries 

2.  lymphadenopathy 

3.  mediastinal  fibrosis  (histoplasmosis, 
irradiation,  idiopathic)  Other  more  un- 
common causes  include: 

1.  mediastinal  emphysema,  severe 

2.  pericarditis,  severe 

3.  thrombosis  of  the  superior  vena  cava 

Sparagna  reported  a similar  case  to  ours 

in  which  the  patient  went  to  necropsy.  A 
retrosternal  thyroid  was  found  causing 
extrinsic  pressure  on  the  jugular  and 
superior  vena  cava  without  evidence  of 
thrombosis.  Retrosternal  thyroid  should  be 
considered  when  a patient  presents  with  a 
superior  mediastinal  mass  and  SVC  syn- 
drome, especially  since  it  is  a curable 
condition. 


1.  Mikkelsen,  W.J.:  Varices  of  the  Upper  Esophagus  in 
Superior  Vena  Caval  Obstruction.  Radiology  81:945-948, 
1963. 
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INTRODUCTION  “I 

In  1912,  Adler  reported  on  the  world 
experience  with  bronchogenic  carcinom:  ^ 
The  total  number  of  cases  at  that  time  w£  " 
374.  By  1956  cancer  of  the  lung  accounte  ? 
for  29,000  deaths  in  the  United  Statt^ 
alone.  This  figure  had  nearly  doubled  tF 
1966  and  the  projection  of  the  America] 
Cancer  Society  is  for  85,000  deaths  due  i “ 
lung  cancer  in  1980.  Even  allowing  fe 
greater  efficiency  in  case  finding  an 
diagnosis,  and  taking  into  account  increa  ' 
ing  populations  and  increasing  proportiorlF! 
of  the  population  in  high  risk  categoric  ^ 
these  figures  indicate  an  epidemic  < ^ 
alarming  proportions. 

While  diagnostic  accuracy  and  efficient  ^ 
have  steadily  improved  through  the  year  p 
therapeutic  techniques  have  unfortunate! 
not  kept  pace.  The  overall  5-year  survivi 
rates  of  5-10%  reported  in  the  1940’s  an 
1950’s  have  changed  little  up  to  the  preset 
time.  While  radiotherapy,  chemotheraF 
and  more  recently  immunotherapy  ha\ 
provided  significant  gains  in  prolongin 
useful  life,  relieving  disabling  sympton 
and  occasionally  providing  for  long  ten 
survival,  surgical  resection  remains  t> 
only  therapeutic  modality  which  consi 
tently  offers  the  opportunity  for  long  ten 
survival  in  carefully  selected  patients. 

From:  Arizona  Health  Sciences  Center.  University 
Arizona  College  of  Medicine,  Veterans  Administrati 
Hospital,  Tucson,  Arizona,  | 
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In  the  fall  of  1976  a medical  audit  of  all 
ses  of  bronchogenic  carcinoma  seen  at 
|e  TV  AH  in  1974  revealed  that  17%  of  all 
tients  had  delays  of  more  than  two 
onths  from  the  date  of  the  first  detected 
mormality  on  chest  x-ray  to  the  time  of 
^gnosis.  In  addition  17  of  35  patients 
?re  judged  by  the  audit  committee  to  have 
id  inadequate  preoperative  evaluation. 

6 patients  this  resulted  in  attempted 
rgical  resection  when  more  thorough 
aluation  would  have  very  likely  revealed 
•idence  of  non-resectability.  It  was  felt 
at  the  approach  taken  to  diagnosis  and 
iging  of  lung  cancer  suspects  was,  at 
nes,  without  clear  direction,  organization 
goals. 

|We  feel  that  for  patients  suspected  of 
*ving  carcinoma  of  the  lung  an  organized, 
ethodical  approach  to  diagnosis,  pre- 
^rative  evaluation  and  treatment  will 
ovide  significant  advantages  to  the 
itient.  A systematic  approach  should 
:omote  diagnostic  efficiency,  staging  ac- 
jracy  and  provide  the  best  information  for 
e selection  of  the  most  appropriate  mode 
therapy  in  the  individual  patient.  Most 
iportantly,  it  should  allow  the  gathering 
this  information  with  the  least  delay  and 
e greatest  accuracy  at  the  least  risk, 
scomfort,  and  expense  to  the  patient. 
Here  is  such  an  approach.  (Figure  1 .) 

DIAGNOSIS 

The  investigation  of  a patient  with 
ispected  carcinoma  of  the  lung  should 
igin  with  a careful,  detailed  history  and 
lysical  examination.  The  history  of  to- 
icco  smoking,  as  well  as  of  industrial  or 
ivironmental  exposure  to  other  potential 
rcinogens,  should  be  elicited.  The  nature 
id  duration  of  respiratory  s3Tnptoms 
irticularly  cough,  hemoptysis,  chest  pain 
id  dyspnea  can  provide  information 
neful  in  diagnosis  and  in  assessing 
ognosis.  Hoarseness,  weight  loss,  extra- 
oracic  pain  or  neurological  symptoms 
ay  indicate  the  presence  of  disseminated 
sease.  Prior  history  of  lung  disease, 
jilmonary  infection  or  thoracic  surgery 
iin  sugget  the  possibility  of  alternative 
agnoses: 

'Physical  examination  of  the  head  and 
Kck  may  reveal  Homer’s  syndrome  associ- 
^.ed  with  a superior  sulcus  tumor,  superior 
|ma  caval  obstruction  or  signs  of  central 
fervous  system  involvement  by  tumor.  The 
^orax  should  be  examined  for  signs  of 
pstructive  atelectasis,  localized  wheezing, 
Iddence  of  pleural  effusion,  or  tenderness 
|iggesting  chest  wall  or  rib  invasion, 
galpable  lymphadenopathy,  particularly  in 
jie  supraclavicular  or  axillary  regions,  and 
fepatomegaly  suggest  extra-thoracic  ex- 
'J^nsion  as  well  as  provide  easily  accessible 
j)urces  of  potentially  diagnostic  tissue.  'The 
ktremities  should  be  examined  for  cyan- 
osis, clubbing  or  cutaneous  metastases. 
j Clinical  analysis  of  the  peripheral  blood 


may  aid  particularly  in  the  diagnosis  of 
extra-thoracic  disease.  Elevation  of  alka- 
line phosphatase  and  SGOT  suggests 
possible  liver  metastasis.  Alkaline  phos- 
phatase may  be  increased  also  in  the  pres- 
ence of  skeletal  metastasis.  Hypercalcemia 
and  hypophosphatemia  may  herald  bony 
lesions.  Electrolyte  abnormalities  suggest 
the  possibility  of  ectopic  hormone  produc- 
tion by  the  tumor,  for  instance,  hyper- 
adrenocorticism  or  the  syndrome  of  in- 
appropriate anti-diuretic  hormone.  (Such 
extra-pulmonary  manifestations  of  lung 
cancer  as  ectopic  hormone  production  and 
hypertrophic  pulmonary  osteoarthropathy 
do  not  indicate  dissemination  and  do  not  of 
themselves  preclude  resection.) 

Skin  tests  for  delayed  hypersensitivity  to 
PPD,  histoplasmin,  and  particularly  in 
areas  endemic  for  coccidioidomycosis,  coc- 
cidioidin  and  spherulin  are  helpful  in 
evaluating  possible  infectious  etiologies  for 
the  observed  abnormalities.  Serclogic  tests 
for  coccidioidomycosis  would  be  helpful  in 
the  same  regard. 

Sputum  examination  for  the  presence  of 
microorganisms,  including  bacteria,  myco- 
bacteria and  fungi,  offer  more  concrete 
support  for  an  active  infectious  process 
than  the  above  mentioned  dermal  and 
serological  tests.  Cytologic  examination  of 
coughed  early  morning  sputum  on  3 
consecutive  days  provides  a diagnosis  of 
malignancy  in  up  to  70-75%  of  cases.  An 
accurate  histologic  diagnosis  can  be  made 
in  as  many  as  80%  of  these.  While  this 
procedure  is  rapid,  painless,  poses  no  risk  to 
the  patient,  and  provides  a reasonable 
diagnostic  yield,  cytologic  diagnosis  is  time 
consuming,  requires  a competent  cyto- 
pathologist,  and  fails  to  allow  histologic 
characterization  in  significant  numbers  of 
cases.  Therefore,  where  at  all  possible 
histologic  confirmation  of  a cytologic 
diagnosis  of  cancer  should  be  obtained. 

The  chest  radiograph  is  a very  sensitive 
instrument  in  the  diagnosis  of  lung  cancer. 
Patients  with  significant  symptoms  due  to 
lung  cancer  only  rarely  present  with 
negative  chest  x-rays.  On  the  other  hand, 
the  chest  radiograph  is  usually  nonspecific 
and  of  only  modest  value  in  differential 
diagnosis.  Certain  radiographic  presenta- 
tions such  as  an  opacified  hemithorax  with 
pleural  fluid  and  ipsilateral  mediastinal 
shift  are  nearly  pathognomonic  of  broncho- 
genic carcinoma,  but  other  presentations, 
such  as  the  solitary  pulmonary  nodule,  are 
seldom  distinctive  enough  to  allow  such 
certainty. 

Examination  of  previous  x-rays  can 
provide  a wealth  of  information.  Lesions 
which  may  be  partially  obscured  by  hilar 
structures  become  much  more  evident  when 
the  configuration  of  the  normal  hilum  is 
observed.  A pulmonary  nodule  which  can 
be  confirmed  to  have  been  present  and 
unchanged  for  two  years  or  more  is  unlikely 
to  be  malignant. 


Tomography  can  better  define  the  nature 
and  extent  of  lung  shadows.  The  margins 
of  a lesion,  the  presence  of  satellite  lesions, 
and  the  presence  and  nature  of  calcification 
can  be  of  great  value  in  assessing  these 
lesions.  Tomography  of  the  mediastinum 
can  be  an  important  aid  in  evaluating  the 
extension  to  regional  lymph  nodes.  James 
and  Ellwood  report  a 76%  correlation  of 
positive  mediastinoscopy  with  abnormal 
tomography;  more  importantly,  mediastin- 
al biopsy  was  negative  in  95%  of  those  with 
negative  tomograms. 

Bronchography  may  provide  useful  in- 
formation in  selected  cases.  Infiltrative- 
appearing  lesions  pose  particular  problems 
in  interpretation  and  the  bronchographic 
appearance  can  be  especially  helpful  in  this 
circumstance. 

Following  the  initial  investigation  and 
radiographic  evaluation,  efforts  are  di- 
rected toward  obtaining  tissue  confirmation 
and  histologic  classification  of  the  diag- 
nosis. 

Bronchoscopy  can  provide  access  to 
diagnostic  material  and  information  re- 
garding thoracic  extension  of  disease  in  a 
significant  number  of  patients.  Rigid  bron- 
choscopy can  provide  tissue  confirmation 
of  bronchogenic  carcinoma  in  up  to  50%  of 
cases  and  the  addition  of  bronchial  as- 
piration and  postbronchoscopy  sputum 
cytology  can  add  to  that  number.  How- 
ever, the  fact  that  up  to  65%  of  tumors  arise 
in  the  upper  lobes,  which  are  relatively 
inaccessible,  limits  the  diagnostic  potential 
of  rigid  bronchoscopy.  The  development  of 
the  flexible  fiberoptic  bronchoscope  has 
extended  the  visual  range  of  the  broncho- 
scopist  to  include  the  upper  lobes  as  well  as 
segmental  and  subsegmental  levels  of  the 
middle  and  lower  lobes.  When  combined 
with  bronchoscopic  brush  biopsy  and 
transbronchial  biopsy  under  fluoroscopic 
guidance,  diagnostic  accuracy  in  lung 
cancer  as  high  as  92%  has  been  reported. 
Additionally,  visualization  of  the  vocal 
cords,  trachea,  and  examination  of  the 
Carina  and  of  carinal  mobility  provides 
important  information  regarding  re- 
sectability. 

Biopsy  of  palpable  lymph  nodes  in  the 
supraclavicular  or  axillary  areas  can  pro- 
vide tissue  for  diagnosis  and  histologic 
classification  in  a significant  number  of 
patients.  Biopsy  of  scalene  lymph  nodes  in 
the  absence  of  palpable  lesions  provides 
diagnostic  material  in  fewer  than  10-20%  of 
cases  and  is  rarely  indicated.  Mediastino- 
scopy, particularly  in  patients  with  radio- 
graphic  evidence  of  mediastinal  involve- 
ment, is  also  a useful  technique.  Indica- 
tions for  and  yields  from  mediastinoscopy 
will  be  discussed  in  a later  section. 

In  carefully  selected  individuals,  per- 
cutaneous lung  biopsy,  either  by  aspiration 
or  tissue  core  techniques,  has  a high 
diagnostic  yield.  Complications  include 
pneumothorax  in  up  to  30%,  of  which 
approximately  one  third  will  require  chest 
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GUIDELINES  FOR  THE  MANAGEMENT  OF 


LUNG  CANCER 


I.  Diagnosis 
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Figure  I - a 
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II.  Pre-operative  Evaluation 


III.  Treatme 


Primary  Tumor  Mass 
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Additional  Diagnoses 
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Brain  Scan  (if  Liver  Scan  (if 
indicated)  indicated) 


Liver  Biopsy 


Peritoneoscopy 


Figure  I - b 


Clinical  Stage 


ube  therapy,  and  hemoptysis  in  10%, 
isually  of  a self-limited  nature  but  poten- 
ially  fatal.  In  rare  instances  implantation 
•f  tumor  along  the  needle  track  has  also 
)een  reported.  Enthusiasm  for  these  pro- 
cedures should  be  tempered  by  the  realiza- 
•ion  that  non-specific  or  negative  biopsies 
ire  of  limited  significance  and  that  positive 
tiop.sies  usually  result  in  therapeutic  thor- 
icotomies.  However,  in  patients  for  whom 
.horacotomy  is  contraindicated,  either  be- 
cause of  excessive  operative  risk  or  because 
if  evidence  of  widespread  disease,  per- 
:utaneous  biopsy  may  be  the  best  available 
source  of  diagnostic  tissue.  Bone  or  bone 
marrow  biopsy,  thoracentesis  and  pleural 
biopsy,  liver  biopsy,  or  biopsy  of  cutaneous 
metastases  in  selected  individuals  may  also 
yield  diagnostic  material.  Rarely,  tissue 
obtained  from  cranial  metastases  can 
be  the  source  of  a diagnosis  of  lung 
cancer. 

Utilizing  the  above  techniques,  it  is 
possible  to  make  a positive  diagnosis  of 
lung  cancer  as  much  as  95%  of  the  time,  but 
the  persistence  required  to  do  so  may  have 
an  unfavorable  cost-benefit  ratio  in  a given 
case.  Diagnostic  delay,  added  risk,  dis- 
comfort and  expense  to  the  patient  as  well 
as  the  likelihood  of  subsequent  surgery 


anyway  may  cause  these  procedures  to  be 
bypassed  and  thoractomy  performed  earli- 
er int  he  course. 

In  selected  instances  thoractomy  may  be 
delayed  and  the  lesion  closely  observed.  For 
instance,  in  an  asymptomatic  30-35  year 
old,  non-smoking  female  with  a small, 
smooth  nodule  and  delayed  hypersensi- 
tivity to  tuberculin  or  coccidioidin,  the  risks 
of  cancer  are  small  and  the  hazards  of 
delayed  diagnosis  and  treatment  may  be 
outweighed  by  the  risks  of  thoractomy. 
Careful  radiographic  observation  would 
then  be  justified.  However,  since  early 
diagnosis  and  surgical  resection  offers  the 
greatest  potential  for  cure,  such  an  ap- 
proach should  be  taken  only  with  great 
caution. 

Histologic  classification  at  the  Tucson 
Veterans  Administration  Hospital  utilizes 
the  WHO  Classification  of  Pulmonary 
Neoplasms  as  the  basic  nomenclature  for 
diagnostic  purposes.  Histologic  classifica- 
tion has  a major  impact  on  the  natural 
course  and  prognosis  of  lung  cancer  and  is 
a major  factor  in  the  selection  of  optimal 
therapy.  In  particular  the  classification  of  a 
tumor  as  a small  cell  carcinoma  is  con- 
sidered an  indication  of  nonresectability 
and  further  management  should  proceed  as 


outlined  in  Figure  II.  Patients  with  diag- 
noses of  epidermoid  carcinoma,  adenocar- 
cinoma, large  cell  undifferentiated  car- 
cinoma, or  mixed  types  should  undergo 
further  procedures  to  determine  operability 
and  resectability. 

PREOPERATIVE  EVALUATION 

The  purpose  of  preoperative  evaluation  in 
the  patient  with  bronchogenic  carcinoma  is 
two-fold:  first,  to  assess  the  potential 
morbidity  and  mortality  of  thoractomy  and 
the  possible  resection  of  functioning  lung 
tissue,  and  second,  to  assess  the  possibility 
of  complete  surgical  excision  of  the  tumor 
and  its  metastases. 

The  assessment  of  operative  risk  requires 
a clinical  judgement  based  on  an  analysis 
of  multiple  factors.  Higgins  and  Beebe 
found  in  a retrospective  analysis  of  933 
patients  selected  for  operative  treatment  of 
lung  cancer  that  age  (greater  than  60 
years),  heavy  smoking  history,  presence  of 
other  significant  pulmonary  disease,  the 
site  and  extent  of  pulmonary  resection  (i.e., 
right  pneumonectomy)  and  the  presence  of 
intrathoracic  extension  of  the  disease  were 
all  associated  with  increased  operative 
mortality. 
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In  addition  to  these  factors  the  presence 
of  significant  cardiovascular,  hepatic  or 
renal  disease  may  also  contribute  to 
operative  risk.  For  example,  Tarhan  and 
Associates,  reported  on  a group  of  patients 
undergoing  general  anesthesia  within  3 
months  following  a myocardial  infarction. 
Thirty-seven  percent  of  the  patients  suf- 
fered a recurrent  infarction  within  the  first 
postoperative  week  with  a mortality  rate  of 
54%. 

Preoperative  evaluation  of  pulmonary 
function  also  plays  a major  role  in  the 
assessment  of  operability.  While  a large 
variety  of  physiologic  parameters  have 
been  evaluated,  no  single  test  has  demon- 
strated a clear  superiority  in  predicting  the 
rate  of  postoperative  pulmonary  compli- 
cations. The  test  with  the  highest  cor- 
relation in  a number  of  series  has  been  the 
maximum  voluntary  ventilation  or  MW 
which  measures  the  amount  of  air  a patient 
is  able  to  move  by  breathing  as  deeply  and 
rapidly  as  possible  for  approximately  12 
seconds.  Gaensler,  in  one  series  reported 
that  of  13  post-operative  deaths  12  patients 
had  MW^’s  of  less  than  50%  of  predicted. 
Mittman  observed  45%  cardio-respiratory 
mortality  in  a group  of  patients  with  MW 
of  less  than  50%  of  predicted,  but  only  9%  if 
the  MW  was  greater  than  50%. 

In  instances  where  preliminary  ventila- 
tory function  studies  reveal  borderline 
pulmonary  reserve  efforts  to  evaluate 
regional  pulmonary  function  have  been 


made.  Bronchospirometry  and  radioiso- 
topic analysis  of  ventilation-perfusion  re- 
lationships require  sophisticated  equip- 
ment and/or  specific  technical  skills.  More 
recently  Olsen  et  al  have  analyzed  a 
simpler  technique.  They  studied  56  patients 
who  were  judged  by  pulmonary  function 
data  to  have  excessive  operative  risk.  By 
quantitative  macroaggregate  perfusion 
lung  scanning  they  were  able  to  predict 
postoperative  (preoperative  FEV*-" 

X % perfusion  to  non-resected  lung).  If  this 
prediction  was  greater  than  0.8  L the 


patient  was  offered  resection.  Operati\ 
mortality  was  8%  for  lobectomy  and  18%  fc 
pneumonectomy,  figures  that  they  coi 
sidered  justified  in  view  of  the  otherwis 
poor  prognosis. 

If  a patient  is  considered  an  acceptab) 
candidate  for  operative  treatment  furth« 
evaluation  of  the  extent  of  disease  i 
indicated. 

Information  gathered  during  the  dia{ 
nostic  evaluation  may  provide  evidence  c 
non-resectability.  Superior  vena  caval  syi 
drome,  hoarseness  with  a paralyzed  voc£ 
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Sta^e  Description 

0 Occult  carcinoma:  malignant  cells  in  sputum, 

no  evidence  of  primary  or  metastases. 

1 Tumor  ^3  cm  in  diameter  with  ipsilateral 
hilar  nodes,  or  tumor  _>  3 cm  without  nodes. 

2 Tumor>3  cm  with  ipsilateral  hilar  nodes, 

3 Tumor  larger  than  Stage  2,  or  any  tumor  with 
mediastinal  or  distant  metastases. 

Table  1. 


3rd,  extra  thoracic  lymph  node  involve- 
lent,  small  cell  histology,  and  extension  of 
imor  across  the  carina  or  into  the  trachea 
re  all  considered  contraindications  to 
lUrgical  therapy. 

Pleural  effusion  is  not  specifically  a sign 
f extended  disease.  However,  many  auth- 
rs  consider  hemorrhagic  pleural  effusion  a 
ontraindication  to  surgery.  Cytologic  ex- 
.mination  of  the  fluid  and  pleural  biopsy 
Till  confirm  metastatic  pleural  involve- 
lent  in  60-75%  of  patients. 

The  value  of  mediastinoscopy  in  the 
lanagement  of  lung  cancer  remains  con- 
roversial.  Mediastinoscopy  is  a relatively 
afe  procedure,  1.5%  morbidity  and  0.09% 
nortality.  The  diagnostic  yield  in  un- 
elected patients  is  in  the  range  of  30  to 
|0'5!i.  By  careful  selection  of  patients 
ccording  to  tumor  location,  tumor  his- 
ology  and  radiographic  findings  the  diag- 
lOStic  yield  of  mediastinoscopy  can  be 
nade  still  higher.  The  addition  of  left 
'.■arastemal  mediastinotomy  for  left  upper 
.jbe  lesions  will  further  decrease  the 
incidence  of  false  negative  procedures. 

While  mediastinoscopy  and  mediastino- 
nmy  are  safe  and  effective  methods  to 
ssess  mediastinal  nodal  involvement  in 
ing  cancer  controversy  centers  around  the 
Significance  of  this  finding,  b'osburg  et  al 
|onsider  abnormal  findings  at  mediastino- 
jcopy  a contraindication  to  subsequent 
ihoracotomy.  But  Kirsh  and  his  group 
teport  five  year  survival  in  squamous  cell 
jarcinoma  of  34%  in  patients  with  medias- 
jinal  metastases  treated  by  resection  fol- 
pwed  by  post-operative  irradiation.  With 
jdenocarcinoma,  however,  only  12%  of 
fatients  with  mediastinal  involvement 
urvived  five  years.  Clearly,  resolution  of 
bis  conflict  awaits  further  data  from 
arefully  staged  and  uniformly  treated 
atients. 

Bronchogenic  carcinoma  metastasizes 
arly  to  a wide  variety  of  organs.  This  is 
learly  reflected  in  the  disappointing  long- 
^rm  survival  statistics  in  patients  who 
/ere  considered  to  have  undergone  “cura- 
ive  resections”.  Careful  search  for  such 
istant  metastases  will  help  to  avoid 
ointless  surgical  procedures. 

The  liver  is  the  most  common  site  of 
letastasis  from  bronchogenic  cancer,  be- 
|ig  involved  in  42%  of  necropsy  cases, 
iespite  this  frequency,  in  the  absence  of 
linical  suspicion  of  liver  involvement, 
ither  by  abnormal  physical  examination 
r abnormal  liver  function  tests,  liver  scan 
evealed  liver  metastasis  in  only  3 out  of  64 
atients.  Conversely,  in  the  presence  of 
linical  evidence  of  liver  involvement  13  of 
9 liver  scans  were  positive.  Because  of 
he  lack  of  specificity  of  chemical  tests  and 
ver  scans  histologic  confirmation  by  liver 
iopsy  should  be  obtained.  If  percutaneous 
iver  biopsy  is  negative,  peritoneoscopy  will 
requently  confirm  the  diagnosis  of  meta- 
tatic  liver  disease. 

Central  nervous  system  metastases  are 


found  in  20-40%  of  patients  at  autopsy.  Not 
infrequently  CNS  symptoms  are  the  first 
manifestation  of  lung  cancer.  Headaches, 
dizziness,  unexplained  vomiting,  seizure 
disorders  and  personality  changes  are 
frequent  signs  Of  cerebral  metatasis  of 
bronchogenic  carcinoma.  As  with  liver 
scan  the  yield  is  low,  3 out  of  80  patients, 
when  employed  as  a routine  screening  tool. 
However,  in  the  presence  of  suspicious 
neurological  symptoms  12  of  26  brain  scans 
were  positive. 

The  skeletal  system  is  the  other  major 
site  of  metastasis  in  lung  cancer.  In  fact 
due  to  deficiencies  in  sampling  techniques 
autopsy  series  have  undoubtedly  long 
underestimated  the  incidence  of  skeletal 
matastasis  in  a variety  of  tumors.  Two 
recent  large  series  of  more  than  1.500 
bone  scans  each  revealed  64  and  42%, 
respectively,  incidences  of  skeletal  meta- 
stases and  their  dire  import,  and  because  of 
the  frequent  lack  of  clinical,  chemical  or 
radiographic  findings  in  the  presence  of 
skeletal  metastasis,  we  feel  that  a bone 
scan  should  be  a routine  part  of  every  pre- 
operative evaluation  for  lung  cancer.  Cer- 
tain patterns  of  abnormality  on  bone  scan 
are  considered  so  typical  of  metastatic 
disease  that  further  confirmation  is  not  felt 
to  be  necessary.  In  equivocal  cases  radio- 
graphic  or  tomographic  examination  of 
abnormal  areas  may  resolve  the  issue.  If 
uncertainty  persists,  bone  biopsy  should 
provide  histologic  confirmation. 

TREATMENT 

The  choice  of  treatment  modalities  and 
an  assessment  of  prognosis  in  lung  cancer 
depend  on  a careful  analysis  of  the 
information  made  available  by  the  pre- 
vious procedures. 

Clinical  staging  in  lung  cancer  is  design- 
ed to  classify  patients  into  homogeneous 
groups  on  the  basis  of  those  measurements 
of  extent  of  disease  which  are  available 
from  the  diagnostic  and  pre-operative 
studies  previously  undertaken.  Mountain, 
Carr  and  Anderson  have  adapted  the 
widely  used  TNM  classification  for  lung 
cancer.  The  letter  T represents  the  primary 
tumor  with  subscripts  used  to  designate 


size  or  involvement  by  direct  extension. 
The  letter  N represents  regional  lymph 
node  involvement.  The  letter  M is  used  to 
designate  presence  or  absence  and  extent  of 
distant  metastasis.  The  various  T,  N,  M 
categories  are  then  grouped  to  create  a 
staging  classification  for  the  disease  as 
shown  in  Table  I. 

Such  a system  affords  rational  choice  of 
treatment  and  is  strongly  correlated  with 
outcome.  In  addition,  it  provides  the  means 
to  compare  the  success  of  a variety  of 
treatment  modalities  in  relatively  homo- 
geneous groups  of  patients. 

Surgical  resection  of  lung  cancer  con- 
tinues to  offer  the  greatest  hope  of  longterm 
survival.  The  success  of  operative  manage- 
ment, however,  continues  to  be  frustrated 
by  the  fact  that  the  majority  of  patients  are 
judged  to  be  inoperable  during  the  initial 
evaluation  and  of  those  selected  for  opera- 
tive therapy  many  are  found  to  be  unre- 
sectable  at  thoracotomy.  Survival  rates 
following  resection  in  collected  series  vary 
from  29%  to  56%. 

Mountain  provided  the  following  per- 
spective on  operative  treatment  of  lung 
cancer: 

Of  every  100  lung  cancer  patients 
who  are  diagnosed,  approximately  50 
will  be  selected  for  thoracotomy  in  the 
average  institution.  Fifteen  of  these 
will  undergo  surgery  for  diagnostic 
reasons  only,  whereas  five  will  under- 
go a deliberate  palliative  resection. 
The  remaining  30  patients  will  under- 
go resection  with  some  hope  of  long- 
term survival.  Seven  or  eight  patients 
of  the  total  group  will  win  the  battle 
and  three  will  die  in  the  attempt. 
Radiotherapy  alone  in  lung  cancer  does 
not  significantly  alter  survival  in  most 
series.  However,  enhanced  survival  has 
frequently  been  seen  with  the  use  of  post- 
operative irradiation  to  areas  of  regional 
metastasis.  In  addition,  palliation  of  local 
effects  of  lung  cancer  such  as  pain,  superior 
vena  caval  obstruction,  obstructive 
atalectasis  and  cerebral  metastasis  pro- 
vides a major  role  for  the  radiation 
oncologist  in  the  management  of  broncho- 
genic carcinoma. 
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The  role  of  chemotherapy  in  carcinoma  of 
the  lung  is  evolving.  Many  agents  are 
active  as  “single”  drugs  for  each  histologic 
type.  Non-small  cell  carcinoma  chemo- 
therapy needs  improvement.  Still  20-30%  of 
squamous  adenocarcinoma  needing  palli- 
ation will  respond  to  a variety  of  regimens. 
Multi-drug  regimens  are  very  effective  for 
small  cell  carcinoma  (70%  response  rate). 
Remission  duration  and  survival  time  are 
clearly  prolonged.  Drug  treatment  of  small 
cell  carcinoma  should  be  coupled  with 
prophylactic  whole  brain  radiation  since 
the  inevitable  brain  metastases  are  pro- 
tected from  drugs  by  the  blood-brain 
barrier. 

Recent  information  suggests  that  im- 
munotherapy in  the  form  of  intrapleural 
postoperative  BCG  and/or  systemic  im- 
muno-enhancement  with  the  antihelmin- 
thic agent  levamisole  improves  survival  in 
resected  non-small  cell  carcinoma  of  the 
lung.  BCG  by  scarification  and  C.  Parvum 
by  innoculation  also  appear  to  prolong 
remission  duration  in  patients  whose  “tu- 
mor burden”  has  been  markedly  reduced  by 
surgery,  radiation  or  chemotherapy. 

The  optimal  treatment  of  bronchogenic 
carcinoma  requires  an  organized  multi- 


Drug Therapy 
Problems 


ROBERT  E.  PEARSON,  M.S.,  R.Ph. 

Most  practitioners  rely  upon  their 
own  reading  plus  other  external  sources 
to  assist  them  in  their  quest  to  remain 
abreast  of  the  biomedical  literature. 
This  feature  is  intended  to  provide  finite 
information,  to  answer  some  questions, 
and  to  stimulate  awareness  of  the 
availability  of  an  unbiased  source  of 
biomedical  information.  The  format  will 
include:  questions  and  answers,  with 
the  questions  being  provided  by  the 
readers  and/or  users  of  our  service; 
abstracts  from  the  literature;  brief 
descriptions  of  newly-marketed  items; 
brief  discussions  of  new  innovations  in 
therapy;  and  short  exercises  regarding 
specific  drug  products. 


Address  all  communications  to  the  author.  Mr.  Pearsoa- 
is  Education  Research  Associate  with  David  Wastchak 
& Associates.  Inc.,  Pharmaceutical  Consultants.  1818 
Grand  Avenue,  Phoenix,  Arizona  85007.  <602)  253*9d20. 


disciplinary  approach.  Combination  pro- 
grams of  surgery,  radiation  therapy, 
chemotherapy  and  immunotherapy  offer 
the  best  hope  for  advances  against  the 
ravages  of  lung  cancer.  Furthermore  these 
regimens  must  be  strictly  standardized  and 
applied  to  patients  who  have  undergone 
thorough  and  accurate  clinical  staging 
procedures  to  assure  the  evolution  of 
maximal  therapeutic  regimens  in  the  future. 

SUMMARY 

The  incidence  of  carcinoma  of  the  lung 
continues  to  rise  at  an  alarming  rate.  One 
out  of  four  cancer  deaths  in  males  and  one  of 
seven  in  females  is  currently  due  to  lung 
cancer.  Despite  massive  efforts  directed 
towards  earlier  diagnosis  and  improved 
methods  of  treatment  fewer  than  10%  of 
patients  can  expect  to  be  alive  5 years  after 
diagnosis. 

Despite  these  gloomy  statistics  the  out- 
look is  far  from  hopeless  and  there  is  much 
that  physicians  can  do  to  benefit  these 
unfortunate  patients.  We  feel  that  an 
organized  systematic  approach  to  diag- 
nosis, staging  and  treatment  of  patients 
with  bronchogenic  carcinoma  will  provide 
significant  benefits.  The  approach  outlined 
in  this  presentation  should  allow  diagnosis 


Q.  Do  you  have  any  data  regarding  the 
success  or  failure  rates  of  analgesics?  In 
particular  rates  for  patients  with  neoplastic 
disease. 

A.  The  recently  published  book  edited  by 
Miller  and  Greenblatt  contains  just  such 
information  for  a wide  range  of  analgesics. 
The  following  is  a list  of  drugs  with  their 
failure  rates  in  patients  with  a primary 
diagnosis  of  neoplastic  disease  and  failure 
rates  in  patients  with  other  primary 
diagnoses: 

a)  aspirin— 36%/13% 

b)  oral  codeine— 27%/ 12% 

c)  parenteral  codeine — 25%/13% 

d)  oral  meperidine — 29%/ll% 

e)  parenteral  meperidine — 12%/5% 

f)  morphine  sulfate — 9%/4% 

g)  PercodanR— 29%/14% 

h)  oral  pentazocine— 36%/ 16% 

i)  parenteral  pentazocine — 25%/10% 

j)  propoxjq)hene— 34%/14% 

k)  Darvon  CompoundR — 30%/ 13% 

In  each  case  the  failure  rate  was  defined 
as  the  percentage  of  unsatisfactory  ex- 
posures among  all  drug  exposures  for 
which  an  efficacy  rating  was  recorded. 
Data  are  the  results  of  physician’s  judg- 
ments within  the  Boston  Collaborative 
Drug  Surveillance  Program. 

(Miller,  R.  R.,  and  Greenblatt,  D.  J.,  Eds. 
Drug  Effects  in  Hospitalized  Patients,  New 
York:  Wiley  Biomedical,  1976,  133-164) 

ABSTRACT  OF  INTERST:  Juhl,  E., 
Christensen,  E.,  and  Tygstrup,  N.:  The 
Epidemiology  of  the  Gastrointestinal  Ran- 


and staging  to  be  accomplished  accuratelj 
and  with  the  least  possible  delay,  dis 
comfort  and  risk  to  the  patient. 

Based  on  the  information  thus  obtainec^ 
the  best  possible  therapeutic  regimen  car'  ' 
be  selected  for  the  individual  patient 
Furthermore,  analysis  of  treatment  resulh*  * 
in  carefully  staged  and  homogeneoushi 
grouped  patients  can  provide  data  fo^ 
future  refinements  and  improvements  irjj 
the  management  of  this  most  difficuH/* 
clinical  problem.  ' ^ 
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domized  Clinical  Trial,  N Eng  J Med  296  ipv 
20-22,  1977. 

The  authors  report  the  results  of  a review 
of  the  literature  regarding  gastroenterologj 
for  the  years  1964  to  1974.  The  authors  used 
medlars  as  the  main  source  for  generating 
citations  to  be  analyzed  for  acceptability  at 
randomized  clinical  trials.  The  search 
reviewed  1,976,561  citations  with  35,228 
meeting  the  first  two  criteria  of  relating  tc 
gastroenterology  and  to  therapy.  Furthei 
screening  brought  the  total  of  randomized 
clinical  trials  down  to  306  or  0.9%  of  all 
citations  on  gastroenterology  for  the  ten 
year  study  period.  Distribution  of  the 
studies  by  organ  shows  the  following:  a) 
esophagus,  4;  b)  stomach  and  duodenum, 
103;  c)  bile  ducts,  5;  d)  liver,  25;  3)  pancreas, 
12;  f)  small  intestine,  17;  g)  appendix,  3;  h)  ^ 
hernia,  3;  i)  colon  and  rectum,  94;  and  j) 
multiple  organs,  40.  It  is  stated  that  if 
randomized  clinical  trials  continue  to 
increase  from  this  reported  level  exponen- 
tially all  trials  will  be  so  by  2010,  or  if  the 
increase  is  linear  it  will  take  about  700 
years  to  reach  the  100%  level. 


ABSTRACT  OF  INTEREST:  Wright,  J. 
M.,  McLeod,  P.  J.,  and  McCullough,  W.: 
Antihypertensive  Efficacy  of  a Single 
Bedtime  Dose  of  Methyldopa,  Clin  Pharm 
acol  Ther  20;  733-737,  1976. 

Seventeen  hypertensive  patients  entered 
a double-blind  crossover-study  comparing 
the  efficacy  of  the  antihypertensive  effect 
of  methyldopa  when  the  same  total  dosage 
was  given  three  times  daily  or  in  a single 
dose  at  bedtime.  Three  patients  dropped  out 
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if  the  study.  One  because  of  non-compli- 
ice;  another  because  of  an  elevated  SCOT 
j i initial  blood  determination;  and  the  third 
^icause  of  side  effects.  The  trial  patients 
i ere  randomly  allocated  to  two  schedules 
j ,e.,  TID  dosing  for  12  weeks  followed  by 
, S dosing  and  vice-versa)  and  were 
lilocated  to  three  dosing  levels:  375mg, 
iiOmg,  or  ISOOmg  daily.  The  dosing  level 
as  chosen  to  most  closely  approximate  the 
i atient’s  previous  therapy.  Placebo  tablets 
* lade  identical  to  methyldopa  were  used  to 
I isure  that  patients  always  received  the 
3t^e  number  of  tablets  per  day.  All  of  the 
'latients  were  allowed  to  continue  their 
revious  diuretic  therapy  throughout  the 
■ial.  Chlorthalidone  (13  patients)  and 
pironolactone  (1  patient)  were  the  di- 
retics.  All  patients  had  been  receiving 
lethyldopa  for  3 months  prior  to  the  start 
f the  study  and  were  judged  to  be  “stable.” 
'atients  were  reviewed  at  4 week  intervals. 
Results  indicate  no  clinically  significant 
ifferences  in  hypertensive  control  between 
le  two  regimens.  On  bedtime  dosing  the 
Bcumbent  and  erect  systolic  pressures  were 
lightly  lower  at  8 a.m.  than  on  TID  dosing 
? 0.05).  Systolic  and  diastolic  pressures 

/ere  slightly  higher  at  8 p.m.  than  at  8 a.m. 
n the  bedtime  regimen  (P  <C  0.05).  The 
uthors  suggest  that  patients  may  be  safely 
witched  from  divided  dose  methyldopa 
herapy  to  single  total  dose  bedtime  ther- 
ipy  with  no  loss  of  blood  pressure  control 
ind  no  increase  in  side  effects. 
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Plasma  fibrinogen  and  thromboem- 
boli  after  myocardial  infarction. 

R.  M.  Fulton,  K.  Duckett  (Stepping  Hill 
Hospital,  Stockport,  Cheshire)  Lancet  2: 
1161-1164  (November  27)  1976. 

Out  of  120  patients  hospitalized  with 
acute  myocardial  infarction,  10  patients 
experienced  acute  thromboembolic  episodes 
(cerebrovascular  accidents,  pulmonary  in- 
farcts, peripheral  emboli),  occurring  from  3 
to  13  days  after  the  onset  of  the  acute  M.I. 
Patients  over  75  years  of  age,  patients  who 
suffe’'ed  from  diabetes,  renal  or  hepatic 
failure,  patients  who  underwent  surgery 
within  the  past  2 months  and  patients  who 
died  within  24  hours  after  admission,  were 
excluded  from  this  study.  Factors  which 
might  encourage  formation  of  emboli  and 
thrombosis  (hypotension,  arrhythmias, 
poor  cardiac  output,  haemoconcentration) 
were  not  more  common  in  patients  with 


thromboemboli  than  in  the  other  patients, 
ten  patients  died  and  in  the  1 10  survivors  all 
10  cases  of  thromboembolism  occured  in  a 
group  of  51  patients  with  a peak  plasma 
fibrinogen  value  of  750  mg./dl.  or  more. 
While  in  the  other  59  patients  with  a plasma 
fibrinogen  level  less  than  750  mg./dl.,  no 
thromboembolic  phenomena  occurred. 
Plasma  fibrinogen  level  was  usually  meas- 
ured daily  for  the  first  6 days  and  thereafter 
every  2-3  days,  until  discharge.  Increased 
plasma  fibrinogen  correlates  with  increas- 
ed plasma  viscosity  and  after  an  acute  M.I., 
also  correlates  with  an  increase  in  thrombo- 
plastin generation,  an  increased  rate  of 
platelets  utilization  and  an  increase  in 
thrombin/thromboplastin  activity.  While 
high  serum  enzymes  levels  (presumably 
reflecting  large  infarcts),  also  indicate  a 
high  risk  of  possible  thromboembolism,  a 
high  plasma  fibrinogen  seems  to  be  a better 
indicator.  As  a result  of  this  study  the 
authors  give  every  patient  with  acute  M.I. 
10,000u.  Heparin  S.C.  twice  a day  for  6 days 
and  a loading  dose  of  Warfarin  on  the  4th 
day,  unless  there  is  a contraindication  for 
anticoagulation.  If  plasma  fibrinogen  level 
starts  to  drop  without  reaching  750  mg./dl, 
the  anticoagulants  are  stopped.  If  it  reaches 
750  mg./dl.  (or  more),  anticoagulation  with 
Warfarin  is  maintained  for  6 weeks. 


Cardiovascular  disease  mortality 
trends  and  oral  contraceptive  use  in 
young  women. 

V.  Beral  (London  School  of  Hygiene  and 
Tropical  Medicine)  Lancet  2:1047-1052  (No- 
vember 13)  1976. 

Analysis  of  data  on  cardiovascular  mor- 
tality in  21  countries  indicate  a definite 
increased  risk  among  women  of  repro- 
ductive age  (15-44  years  old)  using  oral 
contraceptives.  The  data  was  obtained 
from  World  Health  Organization  reports. 
Women  using  oral  contraceptives  were 
compared  with  non  users  and  showed  a 5:1 
increased  relative  risk  for  heart  disease  and 
hypertension,  a 2:1  increased  relative  risk 
for  cerebrovascular  disease  and  a 3:1 
increased  relative  risk  for  all  cardiovas- 
cular diseases.  Other  factors,  like  changes 
in  diagnostic  fashion,  changes  in  smoking 
habits  and  recent  changes  in  lifestyle  were 
reviewed  and  seemed  unlikely  to  have 
contributed  to  the  increased  female  cardio- 
vascular mortality.  The  risks  of  cardio- 
vascular disease  and  death  also  seem  to 
apply  to  the  newer  “lower  dose”  contra- 
ceptive pills. 


Preoperative  prediction  of  postoper- 
ative deep  vein  thrombosis. 

J.  K.  Clayton  et  al  (University  of  Leeds, 
Leeds)  Br  Med  J 2:910-911  (October  16) 
1976. 

A prognostic  index  for  predicting  which 
patients  would  develop  postoperative  deep 
vein  thrombosis  was  devised  using  the 


clinical  and  laboratory  data,  obtained 
before  operation  in  124  women  about  to 
undergo  major  gynecological  surgery,  both 
abdominal  and  vaginal.  The  following 
clinical  data  were  obtained:  age,  weight, 
height,  pre-hospital  length  of  stay,  smoking 
habits,  presence  of  varicose  veins,  past 
history  of  thrombophlebitis,  the  nature  of 
the  operation  and  whether  surgery  was  for 
benign  or  malignant  disease.  The  following 
laboratory  tests  were  used:  preoperative 
hemoglobin,  platelets  count,  platelet  factor 
III  release,  fibrinogen  level,  antithrombin 
III,  factor  VIII,  plasminogen,  antiplasmin, 
euglobulin  lysis  time,  serum  fibrin  related 
antigen,  activated  partial  thromboplastin 
time,  thrombin  time  and  platelet  aggrega- 
tion. Preoperative  isotopic  scanning  of  the 
legs  with  i^sj.fiijrinogen  showed  that  no 
patient  had  evidence  of  deep  vein  throm- 
bosis. After  operation  20  of  the  124  patients 
developed  deep  vein  thrombosis  of  the  legs, 
confirmed  by  isotopic  scanning  and/or 
ascending  venography.  The  five  variables 
with  the  best  predictive  power  were: 
increased  age,  overweight,  presence  of 
varicose  veins,  increased  euglobulin  lysis 
time,  increased  serum  fibrin  related  anti- 
gen. Ninety  five  percent  of  those  who 
developed  deep  vein  thrombosis  of  the  legs 
were  identified  this  way,  while  28%  of  those 
who  did  not  develop  thrombosis  also 
showed  “false  positive”  results.  It  is  known 
that  low  dose  heparin  or  perioperative 
Dextran  70  can  decrease  the  incidence  of 
postoperative  deep  vein  thrombosis;  how- 
ever, they  may  significantly  increase  the 
bleeding  problems  at  the  time  of  surgery.  In 
view  of  this  fact  the  use  of  the  five  clinical 
and  laboratory  predictive  factors  as  criteria 
for  selection  of  the  possible  high  risk  group 
seems  a better  alternative  than  the  uni- 
versal prophylaxis  with  low  dose  heparin 
or  Dextran  70. 

Hyperactive  as  young  adults;  pre- 
liminary report 

L.  Hechtmen  et  al  (Montreal  Children’s 
Hospital,  Montreal,  Canada)  Can  Med 
Assoc  J 2:625-630  (October)  1976. 

Thirty  five  individuals,  (34  men,  1 
woman)  17  to  24  years  old  (mean  age  19 
years)  diagnosed  10  years  before  as  suf- 
fering from  severe  chronic  hyperactivity 
were  studied  together  with  25  watched 
controls  (24  men,  1 woman;  mean  age  18 
years  8 months).  When  the  study  was 
started  10  years  ago,  the  hyperactive 
subjects  were  free  of  epilepsy,  cerebral 
palsy  and  psychosis.  They  lived  at  home 
with  at  least  one  parent.  They  were 
matched  with  the  control  group  for  IQ,  sex 
and  socioeconomic  class.  At  the  conclusion 
of  the  study,  they  had  not  had  any  specific 
treatment  for  any  length  of  time.  The  two 
groups  did  not  differ  significantly  in  mean 
height  or  weight  or  in  electroencephalo- 
graphic  findings.  Cognitive  style  test  in- 
dicated that  the  hyperactive  individuals 
continued  to  have  more  difficulty  in 
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reflection,  but  they  were  not  more  impulsive 
than  the  controls.  As  many  hyperactive 
individuals  as  controls  attended  school,  but 
the  incidence  of  expulsion  from  high  school 
was  higher  for  the  hyperactive  group. 
There  was  no  significant  difference  be- 
tween the  two  groups  in  the  number  of 
individuals  working  full  time,  their  relative 
job  satisfaction  and  their  employment 
status.  More  hyperactive  individuals  had 
committed  thefts,  while  more  controls  had 
committed  drug  related  offenses.  There  was 
no  difference  between  the  two  groups  for 
traffic  violation,  disturbing  the  peace,  or 
offenses  involving  aggression.  Neither 
group  showed  unusual  prevalence  of  per- 
sonality disorder  or  psychosis.  The  hyper- 
active subjects  seemed  to  show  more 
tension  and  they  scored  lower  on  “social- 
ization” and  “sense  of  well  being”.  There 
was  no  significant  difference  between  the 
two  groups  concerning  psychiatric  treat- 
ments (type,  duration)  for  the  last  5 years. 


Topics  Of 
Current 

Medical  Interest 


OF  CURRENT  INTEREST 


JOHN  W.  KENNEDY,  M.D. 


More  than  half  the  medical  malpractice 
cases  that  have  been  screened  by  the  new 
Massachusetts  Tribunal  were  judged  to 
contain  no  physician  blame,  according  to 
the  states  special  commission  report  in  the 
Boston  Globe,  December  8,  1976. 

Fewer  than  one-quarter  of  the  sixty-three 
unsuccessful  claimants  posted  the  $2,000 
bond  necessary  to  allow  them  to  proceed  to 
trial,  despite  the  tribunals  unfavorable 
ruling.  Because  of  this  record  it  was  urged 
by  members  of  the  Legislature  that  the 
State  Insurance  Commissioner  freeze  the 
current  malpractice  insurance  rates.  The 
insurance  companies  have  applied  for  an 
increase  of  rate  of  forty  to  fifty  percent 
which  have  been  frozen  at  that  level  in 
1975.  The  insurance  commissioner  will  rule 
on  this  in  a month  or  so. 

In  a county  by  county  survey  it  was 
reported  by  the  commission  on  malpractice 
that  277  medical  malpractice  cases  were 
filed  in  the  first  eleven  months  of  1976.  No 
figures  were  available  in  prior  years.  This 
is  in  keeping  with  the  findings  in  most 
states  that  there  is  no  central  area  where 
malpractice  cases  are  filed  and  many  times 
the  insurance  companies  are  extremely 
reluctant  to  supply  them. 


NEW  PRODUCTS 

For  the  handicapped — There  has  been 
announced  a system  which  allows  control 
of  four  to  eight  appliances  from  a single 
location. 

For  example  a patient  confined  to  bed  or 
a wheelchair  can  turn  off  and  on  a light,  a 
TV,  a radio,  a tape  recorder,  and  other 
appliances,  through  the  use  of  a single 
control  switch.  Solo  Products,  2455  Front 
Street,  West  Sacramento,  CA. 


Book  Review 

J 


Prepared  by 

RALPH  L.  GORRELL,  M.D. 

THE  HEART  DOES  NOT 
SPEAK  ENGLISH 


The  Heart  Does  Not  Speak  English.  By 
William  B.  McGrath,  M.D.,  Phoenix,  Az.: 
O’Sullivan  Woodside  & Co.  In  cooperation 
with  Camelback  Hospital.  1975. 

Three  years  ago,  I would  have  agreed 
with  teachers  of  English  and  lovers  of  the 
great  language  that  the  day  of  the  essay 
and  the  essayist  was  past.  A master 
essayist  must  be  at  once  stimulation, 
entertaining,  informative,  thoughtful,  per- 
ceptive. Who  could  be  all  these,  and  a 
physician,  too? 

When  I read  my  first  essay  by  Bill 
McGrath,  I was  hooked.  I even  subscribed 
to  Arizona  Medicine  just  to  read  them,  to 
cut  them  out,  to  preserve  them  for  re- 
reading. They  were,  and  are,  marvelous. 
Look  at  some  of  the  headings:  Hippie  Post 
Mortem,  Please  Turn  Down  the  Lights, 
latrogenics  with  a Grain  of  Salt,  Papier- 
mache  Physician,  Unreality  of  Relation- 
ships, Wisdom,  neurosis  — The  Effort  to 
Save  Face  Patients  who  want  you  to  Fail 
(this  is  worth  the  price  of  the  book,  alone, 
if  it  saves  you  from  a few,  insatiable  pa- 
tients who  don’t  dare  let  their  “crippling 
illness”  improve,  so  blame  everything  on 
you),  and  so  on.  You  just  can’t  put  the 
darn  thing  down. 

These  essays  help  you  to  face  life,  to 
understand  yourself  (if  you  really  want  to), 
to  treat  patients  more  intelligently  (and 
god  knows,  we  need  lots  of  that).  There  are 
50  separate  entities.  You  will  enjoy  reading 
them,  doctor  or  no  doctor! 


OLD  PEOPLE:  NEW  BOOK: 
“ADVOCACY  AND  AGE” 

When  Americans  become  interested  in  a j 
“Cause”,  they  (1)  want  a law  passed,  (2) 
want  a group  formed  with  this  interest 
especially  in  mind,  (3)  want  money  from  i 
the  government,  any  branch  of  govern- 1 
ment,  (4)  talk  about  it,  (5)  write  about  it— 
books,  letters,  newspapers,  (6)  start  a fund ' 
raising  campaign.  Not  necessarily  in  this : 
order,  because  they  must  still  form  a 
committee  and  have  a meeting,  all  com- 
plete with  recorded  speeches  for  later 
publication. 

Occasionally,  such  a process  can  have 
good  results,  as  witness  “Advocacy  and 
Age”  a delightful,  yellow-covered,  paper- 
back with  academic  overtones.* 

It  is  published  by  the  famous  Andrus 
Gerontology  Center  at  University  of  South- 
ern California,  under  the  editorship  of  Paul 
A.  Kerschner.  This  center  may  be  address- 
ed at  U.S.C.  at  University  Park,  Ca.  90007, 
if  you  want  the  book,  have  any  questions  or 
need  any  help. 

As  any  physician  who  goes  to  any 
medical  meetings  knows,  he  and  his  | 
colleagues  are  rapidly  heading  for  the  aging 
process.  For  his  own  good  and  that  of  his 
patients,  he  should  leaf  through  this  small, 
compact  volume. 

The  material  is  divided  into  three  sec- 
tions: Issues,  Experiences,  Strategies.  These 
concern  themselves  with  what  the  great 
points  at  issue  really  are,  then  with  actual, 
personal  experiences  of  those  who  have 
worked  in  the  field  and  finally,  the  technics 
of  what  to  do  about  the  whole  thing,  i.e. 
legal  services  and  organizations  which  will 
act  as  advocates  for  the  elderly  and  be  able 
to  gain  publication  in  various  media  of 
civilization. 

For  example.,  Paul  Kerschner  writing 
under  the  chapter  heading,  “Power,  Plural- 
ism and  the  Aged”  (an  attention  getting 
title,  no?)  talks  about  propositions,  i.e.  older 
adults  may  identify  with  characteristics 
and  values  other  than  age,  that  is  a 70  year 
old  Indian  woman  may  be  an  Indian  first,  a 
woman  second  and  perhaps  aged,  last.  If 
aging  groups  identify  issues  of  major 
political  and  public  poloicy  implication,  the 
issues  and  perhaps  the  groups  will  be  co- 
opted by  one  or  both  of  the  major  parties: 
Medicare  or  nutrition. 

There  are  quoteable  quotes  throughout 
the  text.  You  must  see  it  to  believe  it. 

‘Advocacy  and  Age.  Edited  by  Paul  A.  Kerschner. 
Los  Angeles,  Ca.:  Ethel  Percy  Andrus  Geron- 
tology Center,  University  of  Southern  California, 
University  Park,  L.A.  90007.  1976. 
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PROGRAM 


TUESDAY,  APRIL  26,  1977 

7:00  AM  Executive  Committee  Breakfast Russell  C 

BOARD  OF  DIRECTORS 

9:00  AM  Board  Meeting Borein  A & B 

12  Noon  Board  Luncheon Hugos 

HOUSE  OF  DELEGATES 

1:00  PM  First  General  Session Remington  & Russell 


Call  to  Order 

Robert  A.  Price,  M.D.,  Speaker 


Call  to  Order 

Robert  A.  Price,  M.D.,  Speaker 

Invocation  and  Memorial  Service 
The  Reverend  Harry  G.  Seeker 
All  Saints  Episcopal  Church 

Welcome 

Neil  0.  Ward,  M.D.,  President 
Maricopa  County  Medical  Society 

Introduction  of  Distinguished  Guests 
Ms.  Sandy  Bender,  President,  Arizona  Chapter 
American  Association  of  Medical  Assistants 
Mrs.  Norman  H.  Gardner,  President 
American  Medical  Association  Auxiliary 
Mrs.  George  L Hoffman,  President 
Arizona  Medical  Association  Auxiliary 
Richard  E.  Palmer,  M.D.,  President 
American  Medical  Association 

Introduction  of  Incoming  President 
Edward  Sattenspiel,  M.D. 

Presidential  Address 
John  F.  Kahle,  M.D. 

Regular  Business  of  the  House 
Refer  to  the  AGENDA  section  of  the  Delegates  Manual 


WEDNESDAY,  APRIL  27,  1977 


8:00  AM  Resolutions  Reference  Committe Curtis  B 

all  members  are  welcome  to  participate 

8:00  AM  Amendments  Reference  Committee Curtis  A 

all  members  are  welcome  to  participate 

12  Noon  Past-President’s  Luncheon  Remington  A&B 


SPORTS 

12:30  PM  Annual  Tennis  Tournament 
Tempe  Racquet  & Swim  Club 
2140  E.  Broadway  Road,  Tempe 
Entry  Fee:  $4.00  per  person 
—registration  at  the  convention  required 

12:30  PM  Annual  Golf  Tournament 
Arizona  Biltmore 
24th  Street  & Missouri  Avenue 
Greens  & Cart  Fee  $21.00 
— registration  at  the  convention  required 

7:00  PM  International  Reception  and  Buffet Atrium  Level 

Exciting  foods  from  nine  countries  to  please  your  palet:  Swedish, 

Chinese,  Japanese,  Italian,  Mexican,  American,  Greek,  Dutch  and  French. 

Dress:  Casual  and  relaxed.  Good  food,  beverages  and  the  beautiful  music 
of  Tommy  Reeds  Orchestra 


i 


THURSDAY,  APRIL  28,  1977 

7:00  AM  Breakfast 

7:30  AM  Breakfast  Program  for  Members  and  Spouses 
to  Title:  Continuing  Medical  Education 

8:45  AM  Speaker:  John  N.  Lein,  M.D. 

Moderator:  Robert  E.  T.  Stark,  M.D. 


Remington  & Russell 


) 


I 


PHOENIX  A PHOENIX  B BOREIN  A & B ROOM  326 

ATRIUM  LEVEL  (169)  ATRIUM  LEVEL  (169)  ATRIUM  LEVEL  (104)  THIRD  FLOOR  TERRACE 


IMMUNOLOGIC  ASPECT  OF 
CANCER 

Alex  Fefer,  M.D. 

Moderator;  Boyden  L.  Crouch,  M.D. 


MALIGNANT  MELANOMA  OF 
THE  HEAD  AND  NECK 

Paul  T.  Lenio,  M.D. 

Moderator:  Boyden  L.  Crouch,  M.D. 


CURRENT  CONCEPTS  IN  THE 
TREATMENT  OF  SHOCK 

James  Carrico,  M.D. 

Moderator:  Boyden  L.  Crouch,  M.D. 


RECESS  - VISIT  EXHIBITS 


SUICIDE 

David  Raskin,  M.D. 

Moderators:  Thomas  E.  Bittker,  M.D. 


ALCOHOLISM 
Murray  Raskind,  M.D. 

Moderator:  Thomas  E.  Bittker,  M.D. 


SECONDARY  AMENORRHEA  - 
EVALUATION  AND 
MANAGEMENT 

Leon  Spadoni,  M.D. 

Moderator:  William  E.  Crisp,  M.D. 


SELECTED  SEXUALLY 
TRANSMITTED  DISEASES;  AN 
OVERVIEW  AND  UPDATE 

Paul  J.  Wiesner,  M.D.,  Presenter 

Ronald  K.  St.  John,  Co-Author 

Moderator:  William  E.  Crisp,  M.D. 


HIGH  RISK  PREGNANCY 
Kent  Ueland,  M.D. 

Moderator:  William  E.  Crisp.  M.D. 


RECESS  — VISIT  EXHIBITS 


ESTROGEN  - FEMININE 
FOREVER  OR  FEMME  FATAL? 

James  A.  Austin,  M.D.,  Presenter 
Joseph  Boxer,  M.D.,  Co-Author 

Moderator:  Eugene  Leibsohn,  M.D. 


USE  OF  ESTROGEN  IN  POST 
MENOPAUSAL  WOMEN 

Leon  Spadoni,  M.D. 

Moderator;  Eugene  I^eibsohn,  M.D. 


HEPATIC  VENO-OCCLUSIVE 
DISEASE  DUE  TO  SENECIO 
: POISONING  IN  ARIZONA 

Alfred  E.  Stillman,  M.D.,  Presenter 
Ryan  Huxtable,  Ph.D.,  Co-Author 
Paul  Consroe,  Ph.D.,  Co-Author 
I Paul  Kohnen,  M.D.,  Co-Author 
Sandra  Smith,  M.D.,  Co-Author 

Moderator:  Efren  N.  Hufana,  M.D. 


WHAT  IS  NEW  IN  CARDIAC 
PACING 

Ravi  Koopot,  M.D.,  Presenter 
Co-Authors: 

Edward  B.  Diethrich,  M.D. 

Sam  A.  Kinard,  M.D. 

Robert  M.  Payne,  M.D. 

Moderator:  Efren  N.  Hufana,  M.D. 


RISK  FACTORS  IN  CORONARY 
ARTERY  SURGERY.  REPORT  OF 
100  CONSECUTIVE 
AORTOCORONARY  BYPASS 
OPERATIONS 

Lee  B.  Brown,  M.D.,  Presenter 
A.  Benchimol,  M.D.,  Co-Author 

Moderator:  Efren  N.  Hufana,  M.D. 


RECESS  - VISIT  EXHIBITS 


METASTASIZING 

KERATOACANTHOMAS 

Paul  L.  Schnur,  M.D.,  Presenter 

Co-Authors: 

Louis  R.  Akerman,  M.D. 

Paul  D.  Bozzo,  M.D. 

B.  R.  Burkhardt,  M.D. 

Moderator: 

Merrill  M.  Abeshaus,  M.D. 


TOTAL  ELBOW  REPIJ\CEMENT 
UTILIZING  THE  MODIFIED 
SCHLEIN  ELBOW 
REPiJitCEMENT 

Joseph  A.  Dupont,  M.D.,  Presenter 
Co-Author: 

Robert  M.  Lumsden,  II,  M.D. 
Moderator: 

Merrill  M.  Abeshaus,  M.D. 


INFECTIOUS  DISEASE 

A six-hour  post-graduate  course. 
Advance  registration  required 

GEORGE  RAY,  M.D. 

ASSOCIATE  PROFESSOR 
DEPARTMENT  OF  PATHOLOGY 

Starts  at  8:00  a.m. 

Concludes  at  5:00  p.m. 


INFECTIOUS  DISEASE 

A six-hour  post-graduate  course. 
Advance  registration  required. 

GEORGE  RAY,  M.D. 

ASSOCIATE  PROFESSOR 
DEPARTMENT  OF  PATHOLOGY 

Starts  at  8:00  a.m. 

Concludes  at  5:00  p.m. 


PROGRAM 


12  Noon  Specialty  Society  Luncheons 
to 

2:00  PM  Arizona  Chapter,  American  College  of 

Obstetricians  and  Gynecologists Remington  A & B 

Arizona  Urological  Society Remington  C 

Arizona  Society  of  Physical  Medicine  and 

Medical  Rehabilitation Russell  A 

Arizona  Academy  of  Family  Physicians Russell  B & C 

2:00  PM  Maternal  Mortality  Committee  Meeting Room  327 


PHOENIX  A 
ATRIUM  LEVEL  (169) 

PHOENIX  B 
ATRIUM  LEVEL  (169) 

BOREIN  A & B 
ATRIUM  LEVEL  (104) 

ROOM  326 

THIRD  FLOOR  TERE 

P.M. 

2-2:30 

THE  MYTH  OF  RESPONSIBIUTY: 
A CASE  FOR  CONSCIOUSNESS 

James  E.  Campbell,  M.D. 

Moderator:  John  T.  Clymer,  M.D. 

THE  USE  OF  BIOFEEDBACK  AND 
GUIDED  IMAGERY  IN  THE 
ARTHRITIC 

Elliot  I.  Wyloge,  M.D.,  Presentor 
Ronald  Sanders,  D.P.M.,  Co-Author 

Moderator:  Wayne  Beck,  M.D. 

DECEPTIVE  PAIN  - 
CONFUSING  CAUSES 

Michael  H.  Weiss,  D.D.S. 

Moderator:  James  M.  Hurley,  M.D. 

INFECTIOUS  DISEASE 

A six-hour  post-graduate  cc 
Advance  registration  requii 

GEORGE  RAY,  M.D. 
ASSOCIATE  PROFESSOR 
DEPARTMENT  OF  PATH 

2:30-3 

THE  TREATMENT  OF  DRUG 
OVERDOSES 

PREVENTION  OF  PREMATURE 
LABOR 

RHEUMATOLOGY  REACTION 
PATTERN  SCURVEY 

Starts  at  8:00  a.m. 
Concludes  at  5:00  p.m. 

Michael  K.  Compass,  11,  M.D. 

Kent  Ueland,  M.D. 

Harold  Udelman,  M.D.,  Presentor 

Moderator:  John  T.  Clymer,  M.D. 

Moderator:  Wayne  Beck,  M.D. 

Donna  Lou  Udelman,  Co-Author 

Moderator:  James  M.  Hurley,  M.D. 

3-3:30 

RECESS  - VISIT  EXHIBITS 

RECESS  - VISIT  EXHIBITS 

RECESS  - VISIT  EXHIBITS 

P.M. 

3:30-4 

DEMENTIA 

Murray  Raskind,  M.D. 

Moderator: 

Timothy  R.  Harrington,  M.D. 

INFERTIUTY 
Leon  Spadoni,  M.D. 

Moderator:  Thomas  S.  Henry,  M.D. 

UNDERSTANDING  THE 
TEENAGER 

Discussants: 

George  D.  Comerci,  M.D. 
Robert  Cottor,  M.D. 
Michael  W.  Choen,  M.D. 

INFECTIOUS  DISEASE 

A six-hour  post-graduate  cc 
Advance  registration  requii 

GEORGE  RAY,  M.D. 
ASSOCIATE  PROFESSOR 
DEPARTMENT  OF  PATH 

Moderator: 

Mrs.  Julie  Hoffmann 

Starts  at  8:00  a.m. 
Concludes  at  5:00  p.m. 

4-4:30 

MEDICAL  MANAGEMENT  OF 
DEPRESSION 

David  Raskin,  M.D. 

A HOME  EXERCISE  PROGRAM 
FOR  RHEUMATOID  DISEASE  OF 
THE  SHOULDERS 

Arnold  J.  Arem,  M.D.,  Presentor 
John  W.  Madden,  M.D.,  Co-Author 
Gloria  Devore,  Co-Author 

Moderator: 

Timothy  R.  Harrington,  M.D. 

Moderator:  Thomas  S.  Henry,  M.D. 

4:30-5 

INITIAL  EVALUATION  OF  A 
TRAUMATIZED  PATIENT 

USE  OF  PROSTAGLANDIS  IN 
INDUCTION  OF  LABOR 

James  Carrico,  M.D. 

Kent  Ueland,  M.D. 

Moderator: 

Timothy  R.  Harrington,  M.D. 

Moderator:  Thomas  S.  Henry,  M.D. 

5:30  PM 
7:00  PM 
8:00  PM 


Maricopa  County  Medical  Society  Caucus Curtis  B 

ArMPAC  Reception Remington  & Russell 

ArMPAC  Annual  Banquet Remington  & Russell 


Guest  Speaker:  Representative  Diane  B.  McCarthy 
Chairwoman  — Health  Committee 
Arizona  House  of  Representatives 


7:00  AM 
7:30  AM 
7:30  AM  to 
8:45  AM 


FRIDAY,  APRIL  29,  1977 

Breakfast Remington  & Russell 

Breakfast  Program  for  Members  and  Spouses 

Title:  The  Final  Illness  of  President  George  Washington 

Speaker:  William  C.  Weese,  M.D. 

Moderator:  Edward  Sattenspiel,  M.D. 


PHOENIX  A 
ATRIUM  LEVEL  (169) 

PHOENIX  B 
ATRIUM  LEVEL  (169) 

BOREIN  A & B 
ATRIUM  LEVEL  (104) 

ROOM  326 

THIRD  FLOOR  TERRACE 

ABNORMAL  SEXUAL 
MATURATION  IN  CHILDREN 

Vincent  C.  Kelley,  M.D. 

Moderator;  Philip  Levy,  M.D. 

THE  COMATOSE  PATIENT 
Michael  K.  Copass  II,  M.D. 
Moderator:  Laurence  M.  Haas,  M.D. 

REGIONALIZED  MEDICAL 
EDUCATION 

John  N.  Lein,  M.D. 

Moderator:  Wilbur  C.  Voss,  M.D. 

PAIN 

A six-hour  post-graduate  course. 
Advance  registration  required. 

JOHN  D.  LOESER,  M.D. 
ASSOCIATE  PROFESSOR 
DEPARTMENT  OF 

NEUROLOGICAL  SURGERY 

CURRENT  STATUS  OF 
TERATOGENIC  AGENTS  IN 
HUMANS 

Ronald  J.  Lemire,  M.D. 

NEW  DEVELOPMENTS  IN  THE 
MANAGEMENT  OF  BRONCHIAL 
ASTHMA 

Paul  P.  VanArsdel,  Jr.,  M.D. 

ACROMEGALY:  CLINICAL 
PRESENTATION,  DIAGNOSIS 
AND  TREATMENT 

Marshall  B.  Block,  M.D.,  Presenter 
John  P.  Heileman,  M.D.,  Co-Author 
Laurance  B.  Nilsen,  M.D.,  Co-Author 

Starts  at  8:00  a.m. 
Concludes  at  5:00  p.m. 

Moderator:  Philip  Levy,  M.D. 

Moderator;  Laurence  M.  Haas,  M.D. 

Moderator:  Wilbur  C.  Voss,  M.D. 

MANAGEMENT  OF  ADRENAL 
DISORDERS 

COMPUTED  TOMOGRAPHY  OI 
THE  BODY:  THE  EXPERIENCE 
AT  SCOTTSDALE  MEMORIAL 
HOSPITAL 

A RATIONAL  APPROACH  TO 
STRESS  TESTING 

Vincent  C.  Kelley,  M.D. 
Moderator:  Philip  Levy,  M.D. 

Jonathan  M.  Levy,  M.D.,  Presenter 
Co-Authors 

Paul  W.  Nykamp,  M.D. 

M.  Herbert  Nathan,  M.D. 

Howard  J.  Reuben,  M.D.,  Presenter 
Co-Author 

Christine  Mulligan,  R.N. 

Moderator: 

Laurence  M.  Haas,  M.D. 

Moderator:  Wilbur  C.  Voss,  M.D. 

RECESS  - VISIT  EXHIBITS 

RECESS  - VISIT  EXHIBITS 

RECESS  - VISIT  EXHIBITS 

CUNICAL  DIAGNOSIS  OF 
MASSES  APPEARING  OVER  THE 
SPINES  IN  CHILDREN 

THE  IMMEDIATE  CARE  OF  SICK 
AND  INJURED 

URTICARIA  ANGIO  EDEMA 

Ronald  J.  Lemire,  M.D. 

Michael  K.  Copass  II,  M.D. 

Paul  P.  VanArsdel,  Jr.,  M.D. 

Moderator:  W.  Scott  Chisholm,  M.D. 

Moderator:  Suresh  C.  Anand,  M.D. 

Moderator;  Neopito  L.  Robles,  M.D. 

PROGRAM 


11:30-12 


12-2 


2-2:30 


2:30-3 


3-3:30 


3:30-4 


4-4:30 


PHOENIX  A 
ATRIUM  LEVEL  (169) 

PHOENIX  B 
ATRIUM  LEVEL  (169) 

BOREIN  A & B 
ATRIUM  LEVEL  (104) 

ROOM  326 

THIRD  FLOOR  TERRA 

MANAGEMENT  OF  GROWTH 
RETARDED  CHILDREN 

CURRENT  STATUS  OF 
CHEMOTHERAPY  OF  CANCER 

STANDARDIZATION  OF 
MAXIMAL  TREADMILL 
EXERCISE  TESTING  IN 
CHILDREN 

PAIN 

A six-hour  post-graduate  co 
Advance  registration  requir 

Vincent  C.  Kelley,  M.D. 

Moderator:  W.  Scott  Chisholm,  M.D. 

Alex  Fefer,  M.D. 

Moderator:  Suresh  C.  Anand,  M.D. 

R.  L.  Williams,  M.D.,  Presenter 
L.  L.  Rhonemus,  Co-Author 
D.  L.  Dever,  Co-Author 

Moderator:  Neopito  L.  Robles,  M.D. 

JOHN  D.  LOESER,  M.D. 
ASSOCIATE  PROFESSOR 
DEPARTMENT  OF 
NEUROLOGICAL  SURGE! 

Starts  at  8:00  a.m. 

Concludes  at  5:00  p.m. 

1 

12  Noon  Specialty  Society  Luncheons 

2:00  PM  Arizona  State  Allergy  Society  Remington  A 

Arizona  Chapter,  American  College  of  Surgeons Remington  B & C 

Arizona  Pediatric  Society  Russell  A & B 

CONICAL  ASSESSMENT  OF 
ABNORMAL  HEADS  IN  INFANCY 

Ronald  J.  Lemire,  M.D. 

Moderator: 

Marvin  C.  Schneider,  M.D. 

CORONARY  ARTERY  DISEASE 
IN  INFANTS  AND  CHILDREN 

Lee  B.  Brown,  M.D.,  Presenter 
Dudley  Halpe,  Co-Author 
Marian  Molthan,  Co-Author 
Jane  Todd,  Co-Author 

Moderator:  Arthur  V.  Dudley,  M.D. 

SPORTS  INJURIES 

— The  Female  Athlete 
—Early  Recognition  and  manage- 
ment of  the  commonest  musculo- 
skeletal problems  in  athletes 
—A  System  of  Injury  Recognition 
a model  for  use  by  the  coach 

James  Garrick,  M.D. 

MYCOBACTERIAL  DISEASE 
IN  CHILDREN  IN  ARIZONA: 
SPECTRUM,  DIAGNOSIS  AND 
MANAGEMENT 

DRUG  ALLERGY 

William  E.  Larter,  M.D.,  Presenter 
Otto  F.  Sieber,  Jr.,  M.D.,  Co-Author 

Paul  P.  Van  Arsdel,  Jr.,  M.D. 
Moderator:  Arthur  V.  Dudley,  M.D. 

Moderator: 

Marvin  C.  Schneider,  M.D. 

RECESS  - VISIT  EXHIBITS 

RECESS  - VISIT  EXHIBITS 

THE  HYPERACTIVE  CHILD 
GROWN  UP 

Harris  D.  Murley,  M.D.,  Presenter 
Co-Authors 

Warren  F.  Gorman,  M.D.,  FACP 
Donald  R.  Milam,  Ph.D. 

Moderator:  Thomas  C.  Hartley,  M.D. 

THE  USE  OF 

ULTRASONOGRAPHY  FOR 
EARLY  DIAGNOSIS  OF 
CHOLELITHIASIS  AND  THE 
DECISION  TO  OPERATE 

Ismar  Cintora,  M.D.,  Presenter 
Co-Authors 

Roy  A.  MacNeil,  M.D. 

Avi  Ben-Ora,  M.D. 

Robert  B.  Gilsdorf,  M.D. 

Moderator:  Jerome  Gerendasy,  M.D. 

AGING 

PERITONEOSCOPY  IN  THE 
EVALUATION  OF  LIVER 
DISEASE 

Murray  Raskind,  M.D. 

George  E.  Burdick,  M.D. 

Moderator:  Thomas  C.  Hartley,  M.D. 

Moderator:  Jerome  Gerendasy,  M.D. 

PHOENIX  A 
ATRIUM  LEVEL  (169) 

PHOENIX  B 
ATRIUM  LEVEL  (169) 

BOREIN  A & B 
ATRIUM  LEVEL  (104) 

ROOM  326 

THIRD  FLOOR  TERRACE 

TREATMENT  OF  INSOMNIA 

SYSTEMS  FOR  MONITORING 
THE  SEVERELY  INJURED 

SPORTS  INJURIES 

PAIN 

David  Raskin,  M.D. 

PATIENT 

— The  Female  Athlete 
— Early  Recognition  and  manage- 

A six-hour  post-graduate  course. 
Advance  registration  required. 

Moderator:  Thomas  C.  Hartley,  M.D. 

James  Carrico,  M.D. 

ment  of  the  commonest  musculo 
skeletal  problems  in  athletes 

JOHN  D.  LOESER,  M.D. 

Moderator:  Jerome  Gerendasy,  M.D. 

— A System  of  Injury  Recognition 
a model  for  use  by  the  coach 

James  Garrick,  M.D. 

Moderator: 

William  C.  Brainard,  M.D. 

Starts  at  2:00  p.m. 

Concludes  at  5:00  p.m. 

ASSOCIATE  PROFESSOR 
DEPARTMENT  OF 
NEUROLOGICAL  SURGERY 

Starts  at  8:00  a.m. 

Concludes  at  5:00  p.m. 

7:00  PM  President’s  Reception Regency  Ballroom  Foyer 

8:00  PM  President’s  Banquet  Regency  Ballroom 

Guest  Speaker:  James  S.  Todd,  M.D. 

AMA  Delegate,  New  Jersey 

Special  Feature:  Antonio  Mendoza,  master  of  classical  and  Flamenco  guitar 
entertainment  and  dancing 


SATURDAY,  APRIL  30,  1977 


6:00  AM  Pima  County  Medical  Society  Caucus  Breakfast Remington  A 

HOUSE  OF  DELEGATES 

8:00  AM  Second  General  Session Regency  Ballroom 

12  Noon  Board  of  Directors  Meeting  and  Luncheon  Borein  A & B 

12  Noon  Specialty  Society  Luncheons 

2:00  PM  Acupuncture  Association  of  Physicians  and  Surgeons Remington  A 

Arizona  Neurosurgical  Society  Remington  B 


Approved  for  14  1/2  required  hours  toward  the  ArMA  Certificate  in  Continuing  Medical 
Education. 


GUEST  SPEAKERS 


Visiting  faculty  from  the 

College  of  Medicine,  University  of  Washington 


ARNOLD  J.  AREM,  M.D. 

Tucson 

JAMES  A.  AUSTIN,  M.D. 
Phoenix 

MARSHALL  B.  BLOCK,  M.D. 
Phoenix 

LEE  B.  BROWN,  M.D. 
Phoenix 

GEORGE  E.  BURDICK,  M.D. 
Phoenix 

JAMES  E.  CAMPBELL,  M.D. 
Phoenix 

JAMES  CARRICO,  M.D. 
Professor  of  Surgery 
Dept,  of  Surgery,  U of  W 

ISMAR  CINTORA 
Phoenix 

GEORGE  COMERCI,  M.D. 
Tucson 

MICHAEL  K.  COPASS  II,  M.D. 

Assistant  Professor  of 
Medicine  (Neurology),  Department 
of  Medicine  (Neurology)  U of  W 


JOSEPH  A.  DUPONT,  M.D. 
Phoenix 

ALEXANDER  FEFER,  M.D. 
Professor  of  Medicine  — Medicine 
Division  of  Oncology  RK-25 
U of  W 

American  Cancer  Society  Professor 
of  Clinical  Oncology 

JAMES  G.  GARRICK,  M.D. 
Orthopedic  Surgery, 
Division  of  Sports  Medicine 
-U  of  W 

VINCENT  C.  KELLEY,  M.D. 
Professor  and  Head,  Division 
of  Endocrinology,  Metabolism 
and  Renal  Disease,  Dept,  of 
Pediatrics  — U of  W 


VINCENT  C.  KELLEY,  M.D. 

Professor  and  Head,  Division  of 
Endocrinology,  Metabolism  and 
Renal  Disease,  Dept  of  Pediatrics 
U of  W 

RAVI  KOOPUT,  M.D. 
Phoenix 

WILLIAM  E.  LARTER,  M.D. 

Tucson 

JOHN  N.  LEIN,  M.D. 

Associate  Dean  — Administrative 
School  of  Medicine 

PAUL  T.  LENIO,  M.D.,  FACS 
Sierra  Vista 


RONALD  J.  LEMIRE,  M.D. 

Associate  Professor  — Pediatrics 
U of  W 

JONATHAN  M.  LEVY,  M.D. 

Scottsdale 

JOHN  D.  LOESER,  M.D. 

Associate  Professor, 
Neurological  Surgery,  U of  W 

HARRIS  D.  MURLEY,  M.D. 

Phoenix 

DAVID  RASKIN,  M.D. 

Associate  Professor  of  Psychiatry, 
Dept,  of  Psychiatry,  U of  W 

MURRAY  A RASKIND,  M.D. 
Assistant  Professor  — Psychiatry 
and  Behavioral  Sciences  — U of  W 

C.  GEORGE  RAY,  M.D. 
Professor,  Pathology  and 
Pediatrics  — U of  A 

HOWARD  J.  REUBEN,  M.D. 
Phoenix 

PAUL  L.  SCHNUR,  M.D. 
Phoenix 

LEON  R.  SAPDONI,  M.D. 
Professor  & Acting  Chairman, 
Obstetrics,  and  Gynecology,  U of  W 

ALFRED  E.  STILLMAN,  M.D. 

Tucson 

RONALD  K.  ST.  JOHN 
Phoenix 

HAROLD  UDELMAN,  M.D. 
Phoenix 

KENT  UELAND,  M.D. 
Professor  of  Obstetrics  & 
Gynecology,  Director  of  OB/GYN 
University  Hospital,  Seattle  WA 

PAUL  P.  VAN  ARSDEL,  M.D. 
University  of  Washington 

WILLIAM  C.  WEESE,  M.D. 

Phoenix 

PAUL  J.  WEISNER,  M.D. 
Phoenix 

MICHAEL  H.  WEISS,  D.D.S. 
Phoenix 

R.  L.  WILLIAMS,  M.D. 

Phoenix 

ELLIOT  T.  WYLOGE,  M.D. 
Tempe 


ARMA  AUXILIARY 
47TH  ANNUAL  CONVENTION 

PROGRAM 


MRS.  JOSEPH  RENO  MRS.  GEORGE  L HOFFMANN  MRS.  RICHARD  L.  COLLINS 

President  1977-78  President  1976-77  Convention  Chairman  1976-77 


TUESDAY,  APRIL  26,  1977 

9:00  a.m.  — 4:00  p.m.  Registration  Lobby 

11:00  a.m.  — 4:00  p.m.  “Creative  Moments” Regency  Ballroom 

Arts  and  Crafts 

1:00  p.m.  ArMA  House  of  Delegates Russell  and  Remington 


ArMA  Auxiliary  President’s  Report 
Mrs.  George  L Hoffmann 
AMA  Auxiliary  President’s  Address 
Mrs.  Norman  H.  Gardner 


WEDNESDAY,  APRIL  27,  1977 

9:00  a.m.  — 4:00  p.m.  Registration  Lobby 

9:00  a.m.  — 4:00  p.m.  Hospitality  Center Atrium 

9:00  a.m.  — 4:00  p.m.  “Creative  Moments  (Arts  & Crafts) Regency 

Ballroom 

9:00  a.m.  — 4:00  p.m.  AMA-ERF  Booth Regency  Ballroom 

9:00  a.m.  — 4:00  p.m.  Community  Health Regency  Ballroom 

9:30  a.m.  — Pre-convention  Board  Meeting Borein  A & B 

All  state  officers,  chairmen  and 

County  Presidents 

Mrs.  George  L Hoffmann,  President 

10:45  a.m.  Brunch  Russell  A&B 

All  auxiliary  members 

11:30  a.m.  Mini-workshop Borein  A&B 

Conducted  by  Mrs.  Joseph  Reno 
All  Auxiliary  members 

12:30  p.m.  Legislative  Meeting  Arizona  State  Capitol 


Conducted  by  Mrs.  John  Clymer 
All  auxiliary  members 
12:30  p.m.  Gavel  Club  Luncheon 

Past  presidents  by  invitation 
7:00  p.m.  International  Reception 

and  Buffet Atrium  Level 

THURSDAY,  APRIL  28,  1977 

9:00  a.m.  — 4:00  p.m.  Registration  Lobby 

9:00  a.m.  — 4:00  p.m.  Hospitality  Center Atrium 

9:00  a.m.  — 4:00  p.m.  “Creative  Moments”  (Arts  & Crafts) Regency 

Ballroom 

9:00  a.m.  — 4:00  p.m.  AMA-ERF  Booth Regency 

Ballroom 

9:00  a.m.  — 4:00  p.m.  Community  Health Regency 

Ballroom 


9:00  a.m. 


10:00  a.m. 
3:30  p.m. 

7:00  p.m. 
8:00  p.m. 

FRIDAY, 

9:00  a.m.  - 
9:00  a.m.  - 
9:00  a.m.  - 

9:00  a.m.  - 

9:00  a.m.  - 

8:30  a.m. 
9:00  a.m. 


11:30  a.m 
Noon 


6:30  p.m. 

7:00  p.m. 
8:00  p.m. 


Breakfast Curtis  A 

In-coming  and  Out-going  State  Officers 
and  Chairmen  and  County  Presidents 
Purpose:  To  turn  over  books  and  materials 
Conducted  by  Mrs.  George  L Hoffmann 


Committee  Meetings 
Newsletter  Editors 
Nominating  Committee 

First  General  Session Curtis  A 

Election  of  Officers 

All  auxiliary  members  urged  to  attend 
Conducted  by  Mrs.  George  L Hoffmann 

Understanding  the  Teenager  Borein 

Panel:  George  Comerci,  M.D.  A and  B 

Michael  W.  Cohen,  M.D. 

Robert  Cottor,  M.D. 

Moderator:  Mrs.  George  L Hoffmann 

ArMPAC  Annual  Reception  Remington  and 

Russell 

ArMPAC  Annual  Dinner Remington  and 

Russell 


Guest  Speaker:  Representative  Diane  B.  McCarthy 


Chairwoman  — Health  Committee 
Arizona  House  of  Representatives 

APRIL  29,  1977 

- 11:00  a.m.  Registration  Lobby 

- 11:00  a.m.  Hospitality  Center Atrium 

- 11:00  a.m.  “Creative  Moments”  (Arts  & Crafts) Regency 

Ballroom 

- 11:00  a.m.  AMA-ERF  Booth Regency 

Ballroom 

- 11:00  a.m.  Community  Health Regency 

Ballroom 

Continental  Breakfast Curtis  A 

Second  General  Session Curtis  A 

Memorial  Service 


AMA  Auxiliary  President’s  Report 
Mrs.  Norman  H.  Gardner 
ArMA  Auxiliary  President’s  Report 
Mrs.  George  L Hoffmann 
All  Auxiliary  Members  urged  to  attend 

No  Host  Cocktails Adams  Hotel 

Luncheon 

ArMA  President’s  Address,  John  F.  Kahle,  M.D. 
Greetings  from  AMA  Auxiliary 
President,  Mrs.  Norman  H.  Gardner 
Installation  of  Officers 
Acceptance  Speech  by  Mrs.  Joseph  Reno 
Fashion  Show  by  Diamonds 
ArMA  Auxiliary  President’s  Reception 
Mrs.  Joseph  Reno 
By  invitation  only 

ArMA  President’s  Reception Regency 

Ballroom  Foyer 

ArMA  President’s  Banquet Regency  Ballroom 

Guest  Speaker:  James  S.  Todd,  M.D. 

AMA  Delegate,  New  Jersey 
Special  Feature:  Antonio  Mendoza, 
master  classical  and  Flamenco  guitar 
entertainment  and  dancing. 
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Editorial 


A GLASS  OF 
BILLIARDS  PLEASE 

PAUL  B.  JARRETT,  M.D. 

Like  the  cowboy  who  walked  into  the 
iloon  and  ordered  a glass  of  billiards,  we 
in  read  but  don’t  necessarily  understand, 
here  is  reluctance  to  admit  that  we  don’t 
imprehend  lest  someone  think  we  are 
icks.  Take  this  prize  example  of  intel- 
.•ctual  gobbledegook  which  should  be 
ominated  for  the  “obfuscation  of  the  year’’ 
ward: 

“The  Board  of  Registry,  through  the 
ommission  on  Medical  Laboratory  Per- 
mnel,  has  been  conducting  the  above 
lentioned  workshop  throughout  the 
United  States  for  those  interested  in  the 
redentialing  of  laboratory  personnel.’’ 
“The  objective  of  this  workshop  is  to 
itroduce  and  to  teach  the  participants  two 
pacific  techniques  involved  in  criterion- 
jferenced  testing.  At  the  conclusion  of  this 
'orkshop,  participants  should  have  a 
etter  understanding  of  the  ASCP  Board  of 
^gistry’s  approach  to  absolute  standard 
;sting.  'They  should  be  able  to  evaluate 
leir  own  efforts  in  examination  construc- 
on  and  should  be  able  to  compare  these 
nth  the  Board’s  procedures.  Major  topics 
iclude:  definition  and  explanation  of 
riterion-referenced  examinations  based  on 
bsolute  standards,  including  a compari- 
jn  of  these  to  norm  referenced  examina- 
ons  based  on  relative  standards;  the 
nticipated  evaluation  system  to  be  used  by 
le  Board  for  determining  pass/fail  cri- 
jria;  an  explanation  of  Bloom’s  taxonomy 
;vels,  definitions  and  stratifications,  in- 
luding  sample  questions  and  rationale; 
idependence  and  interdependence  of  dif- 
culty  with  taxonomy;  question  formats, 
onstruction  techniques  in  relation  to 
axonomy.’’ 

Four  of  us  (three  of  whom  are  consider- 
bly  smarter  than  I)  read  and  reread  this 
cholarly  jargon  and  we  don’t  know  what  it 
ays.  If  we  did  know  what  it  said,  we 
wouldn’t  need  the  workshop,  but  on  the 
asis  of  this  printed  inducement  to  attend, 
i'e  figured  we’d  feel  about  as  much  at  home 
ti  the  meeting  as  an  Arab  at  Passover 
ervices. 

This  is  the  same  t3T>e  of  snobbery  that 
rould  produce  a speech  to  the  Ladies’  Aid 
Society  entitled,  “Mixed  Mesodermal  Tu- 
nors  of  Mullerian  Origin”. 

What  we  require  is  a writer  whose  style  is 
lomewhere  between  the  Occupational 
iealth  and  Safety  Administration,  who 
nstructs  us  on  how  to  boil  water  by 


advising  that  first,  we  require  a source  of 
heat;  and  the  I.R.S.  who  haven’t  written 
anything  comprehensible  yet. 

“Credentialing”  isn’t  in  my  dictionary. 
“Independence  and  interdependence  of 
difficulty  with  taxonomy”?  “Criterion- 
referenced  examinations  based  on  absolute 
standards”?  “Bloom’s  Taxonomy  levels”? 
One  feels  like  the  man  who  viewed  the  mish 
mash  on  his  plate  and  said,  “Do  I or  did  I 
eat  it?” 

We  should  copy  the  rural  church  com- 
mittee who  fired  the  preacher.  They  allowed 
that  he  expostulated,  and  lauded  and 
magnified  real  good,  but  he  didn’t  tell  them 
“wherein”. 

If  the  purpose  of  scientific  papers  and 
notices  is  to  enlighten  and  communicate, 
this  sophisticated  garbage  misses  the 
mark.  It  does  one  thing  however,  it 
establishes  the  intellectual  pecking  order 
right  off  the  bat. 

Taking  a page  out  of  the  book  of  the 
A.S.C.P.,  I have  completed  the  first  para- 
graph of  my  up-coming  novel  which  you  are 
now  privileged  to  preview: 

“The  uxoriousness  of  this  fulsome,  flagi- 
tious, heinous  man  made  her  feel  perforce 
that  her  meretricious  role  was  inchoate. 
The  thought  of  continuing  in  this  ob- 
sequious state  was  invidious  and  lugubri- 
ous. 'Their  marriage  was  a parody,  a 
nugatory  experience  that  was  both  men- 
dacious and  saturnine.” 

You  can  see  by  this  sententious  intro- 
duction that  my  perspicacity  is  peremptory. 

I know  that  Bill  McGrath  will  under- 
stand it;  but  now,  who  do  you  suppose  is 
erudite  and  who  is  just  plain  ignorant? 

EXCHANGING  ONE 
PLAGUE  FOR  ANOTHER 

JOHN  W.  KENNEDY,  M.D. 

Not  too  many  years  ago  The  Microbe 
Hunters  was  a popular  rendition  of  the 
search  for  the  cause  and  control  of  world 
wide  diseases. 

We  have  learned  to  control  these  dis- 
eases, cholera,  rabies,  diphtheria,  typhoid, 
smallpox,  bubonic  plague,  malaria  and  a 
myriad  of  others,  at  least  we  know  what 
measures  are  necessairy  to  control  them, 
some  of  them  still  under  incomplete  ex- 


termination. But  for  them  we  have  sub- 
stituted a mjndad  of  chemical  plagues. 

Then  came  ‘Silent  Spring’,  and  this 
indicated  that  the  DDT  control  of  insects 
brought  with  it  a devastating  effect  upon 
the  ecology. 

One  partial  list  of  “life  threatening 
substances”  to  join  DDT  as  a substitute 
plague  is: 

1.  PCB  (Polychloranated  Biphenyl)  from 
industrial  waste  discharged  into  water 
ways,  hnked  to  cancer  and  birth  defects 
and  detected  in  the  milk  of  nursing 
mothers. 

2.  PBB  (Polybrominated  Biphenyl)  a fire 
retardant  which  was  accidentally  mixed 
with  animal  feed,  which  found  its  way  into 
the  food  chain  in  Michigan,  also  showing 
up  in  mother’s  milk. 

3.  Mirex,  the  carcinogen,  persistent  pesti- 
cide used  against  fire  ants  in  the  South 
which  has  leached  into  soil  and  water. 

4.  Kepone  another  pesticide  contamina- 
ting Virginia’s  James  River  and  the 
Chesapeake  Bay,  causing  tremors  and  liver 
disorders,  as  well  as  decreased  sperm 
production  in  men. 

5.  VC  (Vinyl  Chloride)  which  is  used  to 
manufacture  polyvinyl  chloride  plastic, 
carrying  as  threat  of  angiocarcinoma  of  the 
liver. 

6.  Dioxin,  the  teratogenic,  skin  burning 
compound  used  to  make  a bacteriacide  and 
herbicide,  which  spread  a poisonous  cloud 
over  the  Italian  town  of  Seveso  this 
summer  and  four  months  later  sent  a four 
year  old  girl  to  the  hospital. 

7.  Mercury  causing  the  devastating  Min- 
amata disease  affecting  the  nervous  system 
and  named  for  Minamata  Bay,  Japan,  into 
which  mercury  laden  industrial  waste  was 
discharged,  poisoning  fish  and  those  who 
ate  them  (Medical  World  News,  Dec.  1976). 

Very  recently  in  mid  October  President 
Ford  signed  into  a law  the  Toxic  Sub- 
stances Control  Act  which  is  thought  to  be 
the  first  step  to  aid  in  the  control  of  the  use 
of  chemical  agents  in  industry,  before  they 
are  widespread  in  the  environment,  and 
before  the  toxic  effects  have  been  explored. 

It  may  well  be  that  unless  the  industrial 
nations  of  the  world  take  some  prompt  and 
soul  searching  measures  to  control  the 
spread  of  these  new  toxic  chemicals,  it  may 
well  be  that  those  who  are  concerned  about 
the  Population  Explosion  are  overly  exer- 
cised about  this.  War,  famine  and  disease 
previously  controlled  populations,  now  we 
may  do  it  in  a more  subtle  but  devastating 
manner,  toxic  industrial  chemicals. 
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Letters  to  Editor 


Editor 

Arizona  Medicine 
Gentlemen, 

“ ‘The  time  has  come,’  the  walrus  said, 
‘To  speak  of  many  things: 

Of  ships,  and  shoes,  and  sealing  wax; 

Of  cabbages  and  kings; 

And  why  the  sea  is  boiling  hot. 

And  whether  pigs  have  wings.’  ” 

— Lewis  Carroll 

The  time  will  come,  this  spring,  to  speak 
of  many  things  when  the  House  of 
Delegates  of  ArMA  meets. 

Among  the  issues  involved  will  be 
mandatory/unified  membership  in  the 
AMA  for  ArMA  members. 

It  is  relatively  simple  to  speak  of  ships 
without  speaking  of  shoes,  because  the  two 
subjects  are  not  intimately  related. 

It  is  not  so  simple,  however,  to  speak 
about  mandatory/unified  AMA  member- 
ship without  speaking  about  related  issues, 
which  include: 

(a)  Is  the  AMA  a worthwhile  organi- 
zation? 

(b)  Does  the  medical  profession  in  Ameri- 
ca need  a strong  representing  organization? 

(c)  Is  the  AMA  in  favor  of  National 
Health  Insurance? 

I have  no  doubt  that  many  members  of 
the  House  of  Delegates  of  ArMA  will 
display  their  inability  to  exercise  the 
intellectual  dissection  necessary  to  confine 
their  remarks  to  the  issue  at  hand  without 
wandering  onto  related  issues. 

This  letter  is  a challenge  to  members  of 
our  House  of  Delegates:  If  we  want  to  talk 
about  ships,  let’s  disregard  shoes  for  the 
time  being. 

Sincerely, 

Howard  Hyde,  M.D. 

Editor 

Arizona  Medicine 

Dear  Dr.  Kennedy: 

Allow  me  to  commend  your  timely 
editorial  appearing  in  the  October  issue  of 
Arizona  Medicine  captioned  “Professional 
Courtesy  — A Dying  Amenity.’’ 

To  those  of  us  still  basking  in  the  twilight 
of  our  chosen  profession  we  find  the  present 
day  devious  approach  to  the  practice  of 
medicine  both  lamentable  and  alarming. 

I refer  not  only  to  the  dying  amenities 
which  you  so  vividly  depict,  but  likewise  to 
the  slow  death  of  our  long  accepted 
Hippocratic  oath  of  medical  practice. 

You  attribute  the  decadence  of  these 
amenities  to  the  more  recent  generations  in 
Medicine  and  I am  prone  to  agree.  Not  only 
have  these  last  few  generations  ushered  in 
the  exodus  of  professional  courtesy  but 
likewise  ushered  in  the  practice  of  medicine 
as  a lucrative  economic  business. 


I cannot  accept  your  premia  that  “under 
our  present  economic  circumstances  this 
had  to  change  and  most  of  us  feel  it  has 
changed  for  the  better.” 

Economically  — moneywise  — devious  — 
if  this  is  the  way  we  want  it — yes.  However, 

I still  believe  the  large  number  of  physi- 
cians practice  and  believe  in  the  art  of  the 
practice  of  medicine  and  in  medicine  as  an 
ethical  humanitarian  institution  rather 
than  a business. 

This  so  called  business  of  medicine  has 
gotten  sadly  and  rather  wickedly  in  the 
minds  of  a great  portion  of  the  lay  public. 

Unfortunately  the  daily  requirements  of 
our  social  demands,  escalated  living  and 
belly  needs  drain  our  purses  today  as  never 
before. 

Could  it  be  the  golden  bait  of  federal 
funding  so  casually  dangled  before  our 
eyes  dispairs  the  weaker  ones  among  us 
from  the  pathway  of  truth  and  honesty 
inciting  us  to  loiter  in  the  hall  of  money 
changers. 

Ours  is  a nobel  profession  not  a business. 
We  do  not  live  primarily  for  the  purpose  of 
making  money.  'The  most  successful  physi- 
cians and  the  happiest  do  not  strive  for 
excessive  competence.  Our  profit  and  loss 
should  not  be  measured  in  dividends.  Our 
duty  and  joy  are  to  discover  the  clinical 
truth  and  present  it  to  suffering  humanity 
from  which  we  seek  only  that  honorarium 
which  is  in  keeping  with  the  public  we 
serve. 

We  as  physicians  face  life  not  as  a 
beggard,  but  proudly  bearing  gifts  of 
clinical  wisdom  and  succor. 

'The  revered  and  great  physicians  of 
tomorrow  like  the  great  physicians  of 
yesterday  will  not  be  the  economist  physi- 
cian of  today  but  the  physician  who  gives 
of  his  time  and  himself  to  his  patient. 

But,  alas,  I hear  a cry  from  the  halls  of 
medicine  — “But  this  is  a different  era.” 
“'The  approach  to  diagnosis  and  therapy 
has  changed”.  “We  see  to  many  Patients.” 
“Not  time  enough  for  detailed  history  and 
examination.” 

I agree,  it  is  a different  era  — but  likewise 
in  the  past  the  day  of  the  physician  knew 
no  beginning  and  no  end. 

Our  now  mechanized  factories  of  health 
belie  the  art  of  medicine  — into  a ten 
minute  prescription  conglomerate  — usual- 
ly a tranquilizer. 

Yes,  unfortunately  in  our  present  era, 
this  is  the  way  it  is. 

Medicine  is  also  a glorious  profession. 

'The  humanitarian  and  noneconomic 
aspects  of  medicine  bring  out  the  very  best 
in  the  dedicated  physician.  'This  is  the  coin 
of  the  physicians  realm.  To  do  less  than 


this  will  kill  the  thing  he  loves  and  rapid 
ensure  the  continued  descent  upon  us  of  tl  ( 
practice  of  medicine  by  federal  edict.  ? 

Thanking  you.  Dr.  Kennedy  for  tla 
privilege  of  reading  your  editorial  whic 
prompted  me  to  amplify  your  prognosiii- 
with  thoughts  of  my  own.  f 

Most  Sincerely,  i 

Arbos  D.  Munger,  M.D.  i-' 

Riviera,  Arizona  ® 

it 
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NOT  SO  ANCIENT 
HISTORY 

OXYGEN  - TUCSON 
1932 

JOHN  W.  KENNEDY,  M.D. 


If  you  were  a medical  student  or  lowl 
house  officer,  in  the  early  30’s  you  ma 
have  had  the  additional  duty — check  th 
oxygen  tents. 

Often  as  not  the  oxygen  content,  in  th 
tent,  fell  far  below  the  40-50%  desired  1 
room  ambient  air  level.  So  you  sought  oi 
the  harried  nurse  — bedside  nursing  wa 
known  and  practiced  by  the  RN’s  at  th 
time,  and  together  you  remade  the  bet 
adjusted  rubber  sheeting  on  the  bed  an 
tucked  in  the  tent  properly  under  th 
mattress. 

Some  thought  this  “Oxygen  therapy 
lowered  the  mortality  from  pneumococci 
pneumionia,  but  true  believers  who  had  t 
type  the  sputum  and  give  the  specifi  ■■ 
rabbit  anti  serum,  doubted  such  heresy.  > 

The  January  25,  1932  Issue  of  Time,  juj  j 
delivered,  speaks  well  for  the  “new  rapi 
Postal  System”  and  describes  an  oxyge 
tent  crisis  in  the  Old  Pueblo,  1932  style. 

St.  Mary’s  Hospital  needed  anotht 
oxygen  tent  for  a child  in  extrem 
following  a mastoid  operation.  A canvas  ( 
the  ten  other  institutions  in  Tucson  n 
vealed  all  tents  in  use.  But  one  was  release 
by  a patient  recuperating. 

Another  chamber,  (super  tent)  was  orde 
ed  from  New  York,  and  departed  by  speeij 
plane  from  Curtis-Wright  Air.  This  ‘supe 
tent’  was  a “Doctor  Alvan  Le  Roy  Barac 
Collaposable  Oxygen  Chamber.”  Ba 
weather  and  strong  head  winds  forced  th 
pilot  to  take  three  days  to  reach  Tucsoi 
The  mastoid  patient  had  died. 
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Those  of  you  not  around  at  the  time,  may 
e amused  at  the  importance  attached  to 
icygen  therapy  at  the  time.  For  as  we  see 
ich  room  with  its  TV  and  oxygen  wall  jet, 
is  evident  the  oxygen  habit  is  well 
stablished. 

P.S.  — Both  the  patient  who  died  and  the 
atient  who  released  her  tent  were  depen- 
ants  of  out  of  town  newspaper  bigwigs.  I 
onder  what  fate  the  non-newsworth 
atients  met  — probably  the  same  — with 
r without  oxygen. 


lASE  OF  THE  CENTURY 


This  syndrome,  thought  to  be  no  longer 
idemic,  was  noticed  in  a patient  of  Dr. 
arence  Salsbury.  He  encountered  this 
zarre  case  while  serving  as  a medical 
issionary  on  the  Island  of  Hainan  off  the 
)uth  China  Coast,  (1915-1925).  All  the 
“inical  objective  signs  of  this  syndrome 
0 e demonstrated  on  the  photograph.  (Sorry 
1 ) credit  for  continuing  education  fans). 

“ Dr.  Salsbury  supplied  us  with  this 
hotograph,  clinical  history  and  a liberal 
■anslation  of  the  Chinese  apellation  of 
iis  condition  “Sans  Pinna”  without  ears, 
.t  that  time  it  was  still  a custom  to  sever 
le  ears  from  a wife  who  engaged  in 
itramarital  amourous  adventures. 

This  patient  was  brought  to  Dr.  Salsbury 
) have  the  ears  repinned,  but  alas  this  was 
ot  possible. 


AUXILIARY  HIGHLIGHTS 

JEAN  (MRS.  M.  W.)  PHILLIPS 
Auxiliary  Editor 

Members  at  large:  a very  special  entity  in 
any  organization,  but  a particularly  valu- 
able source  of  support  to  the  Arizona 
Medical  Auxiliary!  The  same  geographical 
distances  in  our  state  which  require  medi- 
cal services  to  be  delivered  in  far-away 
places,  create  outpost  locations  for  wives  of 
doctors  in  scattered  communities  which 
have  localized  needs  crying  to  be  met  by 
those  qualities  so  often  found  in  the  persons 
of  medical  wives. 

Spouses  of  physicians  located  in  counties 
other  than  the  six  now  having  organized 
Auxiliaries,  may  qualify  as  members-at- 
large  who  have  access  to  the  traditionally 
diversified  material  and  encouragement  of 
the  Auxiliary  program.  Oriented  to  health 


needs  in  the  community,  enrichment  of  the 
medical  individual  follows  as  a natural 
turn  of  Samaritan  activity. 

Auxiliary  membership  is  a demonstra- 
tion of  service  through  unified  concern  in 
countless  dimensions  ranging  from  health 
improvement  to  legislative  aspects.  Re- 
wards of  participation  in  the  worthwhile 
effort  enhance  our  own  lives  as  we  share 
the  vehicle  capable  of  reaching  community 
health  needs  known  to  each  in  our  own 
locale.  Climb  aboard  and  take  your  per- 
sonal expertise,  experience,  compassion, 
and  simple  willingness  to  follow-up  your 
awareness  of  problems  with  genuine 
response. 

The  Auxiliary  welcome  has  been  extend- 
ed through  Mrs.  James  (Carolyn)  Parsons, 
3161  N.  Pantano  Rd.,  Tucson  85715,  current 
membership  chairman.  Your  contact  is 
eagerly  awaited;  so  we  can  join  forces  in 
common  effort  and  especially  to  get  ac- 
quainted with  you. 


ArMA  Reports 

J 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE 
BEEN  EDITED  TO  CONSERVE  SPACE.  A COMPLETE 
COPY  OF  THE  MINUTES  OF  ANY  MEETING  WILL  BE 
MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


MEDICAL  EDUCATION  COMMITTEE 

Meeting  of  the  Medical  Education  Committee  of 
the  Arizona  Medical  Association,  held  Thursday, 
October  28,  1976,  at  810  West  Bethany  Home 
Road,  Phoenix,  convened  at  7:45  p.m.,  Robert  E. 
T.  Stark,  M.D.,  Cheurman,  presiding. 

PEER  REVIEW  AND  MEDICAL  AUDIT 

In  response  to  the  charge  given  to  the  Medical 
Education  Committee  by  the  Executive  Com- 
mittee in  September,  1975,  Dr.  Stark  reported  on 
the  Patient  Care  Audit  Program  developed  in 
California,  and  results  of  surveys  of  a random 
group  of  California  hospitals  and  of  all  Arizona 
hospitals.  Letter  of  August  11, 1976  to  Dr.  Brooks 
containing  summary  of  all  activities  to  that  date 
was  reviewed.  Dr.  Stark  asked  each  Committee 
member  present  to  report  on  his  experience  with 
medical  audit  in  his  present  hospital  affiliation(s). 
The  general  consensus  seemed  to  be  that,  so  far, 
medical  audit  is  not  very  effective  in  discovering 
deficiencies  in  patient  care  nor  as  an  educational 
tool. 

As  a response  to  the  Executive  Committee,  the 
following  motion  was  adopted; 

IT  WAS  MOVED  AND  CARRIED  THAT,  IN 
VIEW  OF  THE  FACT  THAT  THERE  APPEARS 
TO  BE  A GREAT  DEAL  OF  QUESTION  AS  TO 
THE  PRESENT  EFFECTIVENESS  AND  METH- 
ODOLOGY OF  MEDICAL  AUDIT,  THE  MEDI- 
CAL EDUCATION  COMMITTEE  FEELS  THAT 
IT  WOULD  NOT  BE  APPROPRIATE  AT  THIS 
TIME  TO  EMBARK  UPON  A LARGE-SCALE 
PROGRAM  OF  EDUCATION  IN  MEDICAL 
AUDIT. 

There  was  one  dissenting  vote  recorded  on  the 
above  motion.  A second  action  was  as  follows: 

IT  WAS  MOVED  AND  CARRIED  THAT  AN 
AD  HOC  COMMITTEE  BE  APPOINTED  BY 
THE  CHAIRMAN  TO  INSURE  CONTINUED 


STUDY  OF  THE  MEDICAL  AUDIT  SITUA- 
TION AS  IT  HAS  BEEN  DISCUSSED  AT  THIS 
MEETING. 

The  following  physicians  accepted  appoint- 
ments to  this  ad  hoc  committee: 

Robert  E.  Hastings,  M.D.,  Chairman 
Eric  G.  Ramsay,  M.D. 

Lawrence  Z.  Stem,  M.D. 

Charles  A.  Trahem,  M.D. 

CME  REPORTING  DATE 

It  was  suggested  that  the  reporting  period  be 
changed  to  the  calendar  year,  thereby  coinciding 
with  the  AAFP  reporting  period  and  eliminating 
some  confusion. 

IT  WAS  MOVED  AND  CARRIED  TO  RECOM- 
MEND TO  THE  BOARD  OF  DIRECTORS  THAT 
THE  REPORTING  PERIOD  FOR  CONTINU- 
ING MEDICAL  EDUCATION  ACTIVITIES  BE 
EXTENDED  TO  THE  31ST  OF  DECEMBER, 
THIS  CHANGE  TO  BECOME  EFFECTIVE  IN 
1977  AND  THAT  THE  DUE  DATE  FOR 
SUBMISSION  OF  APPUCATION  FOR  CON- 
TINUING MEDICAL  EDUCATION  CERTIFI- 
CATE BE  THE  FIRST  OF  APRIL  OF  THE 
YEAR  FOLLOWING  THE  END  OF  THE  RE- 
PORTING PERIOD. 

EXECUTIVE  COMMITTEE  OF  THE 
HOUSESTAFF  SECTION 

Meeting  of  the  Executive  Committee  of  the 
Housestaff  Section  of  the  Arizona  Medical 
Association,  held  Saturday,  November  6, 1976,  at 
the  Arizona  Center  for  Health  Sciences,  Tucson, 
convened  at  11:00  a.m.,  Alan  Engelberg,  M.D., 
Vice  Chairman,  presiding. 

THE  IMPAIRED  PHYSICIAN 

Copy  of  letter  dated  November  1, 1976,  from  H. 
G.  Butler,  M.D.,  concerning  methods  of  assisting 
physicians  with  psychological  or  other  problems 
was  reviewed  for  information. 

IT  WAS  MOVED  AND  CARRIED  TO  RE- 
QUEST APPOINTMENT  OF  A HOUSESTAFF 
MEMBER  TO  THE  PHYSICIAN  REHABIU- 
TATION  COMMITTEE  OF  ArMA. 

The  name  of  Neal  Bauer,  M.D.,  was  recom- 
mended. A letter  is  to  be  sent  to  the  President  of 
ArMA  requesting  Dr.  Bauer’s  appointment. 

BUDGET 

A recap  of  Committee  expenses  for  the  period 
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9/1/75  through  8/31/76  was  reviewed.  It  was 
determined  to  recommend  that  budget  amount  of 
$2,500.00  be  recommended  to  the  Board  of 
Directors. 

AMA  CLINICAL  MEETING 

Housestaff  representative  to  the  December 
meeting  in  Philadelphia  is  Halley  S.  Faust,  M.D., 
with  Wayne  Beck,  M.D.,  to  be  the  second 
representative  if  two  are  approved  by  ArMA.  If 
Dr.  Beck  is  funded  by  AMA,  the  second  ArMA 
representative  would  be  David  Van  Wyck,  M.D. 

RESOLUTIONS 

Resolutions  for  introduction  at  the  Resident 
Physicians  Section  Meeting  in  Philadelphia  were 
discussed. 

IT  WAS  MOVED  AND  CARRIED  TO  INTRO- 
DUCE RESOLUTIONS  ON  THE  FOLLOWING 
SUBJECTS; 

1.  Supporting  a one-year  rotation  to  primary 
care  post  medical  school, 

2.  Mandatory  participation  of  local  Housestaff 
in  residency  review  committee  inspections 
through  the  local  housestaff  association  or  some 
other  mechanism. 

3.  Supporting  the  American  Cancer  Society  in 
its  anti-smoking  campaign. 

Resolutions  are  to  be  drawn  up  in  proper  form 
and  submitted  to  ArMA  for  transmittal  to  AMA. 

ANNUAL  MEETING 

Date  of  the  annual  meeting  of  the  Housestaff 
Section  will  be  Saturday,  April  23, 1977,  to  be  held 
at  the  ArMA  headquarters  just  prior  to  the  ArMA 
Annual  Meeting.  Daniel  Asimus,  M.D.,  President 
of  PNHA,  and  Gaylord  Nordine,  M.D.,  Chairman 
of  the  Resident  Physician  Section,  are  to  be 
invited  to  participate  as  key  speakes.  Further 
planning  will  take  place  at  the  next  meeting  of 
this  group,  probably  in  January. 

“SCIENTIFIC  ASSEMBLY  COMMITTEE 

The  meeting  of  the  Scientific  Assembly  Com- 
mittee of  the  Arizona  Medical  Association,  Inc., 
held  Saturday,  December  11,  1976,  at  810  W. 
Bethany  Home  Road,  Phoenix,  Arizona  convened 
at  1:45  p.m.  Luis  S.  Tan,  M.D.,  Chairman 
presiding. 

1979  MEETING 

Mr.  Robinson  reported  that  the  Safari  Hotel 
and  the  Hyatt  Regency  Phoenix  have  given 
tentative  commitments  for  the  1979  meeting.  He 
pointed  out  that  the  Hyatt  Regency  Phoenix  has 
adopted  a new  policy,  effective  after  our  1977 
meeting,  of  not  using  the  ballroom  for  exhibits, 
which  means  that  we  would  have  to  split  the 
meeting  between  the  civic  center  and  the  hotel, 
which  would  increase  the  costs  of  conducting  the 
meeting. 

1978  MEETING 

The  chairman  announced  that  the  California 
College  of  Medicine,  University  of  California, 
Irvine  has  accepted  our  invitation  to  provide  the 
primary  faculty  for  our  1978  Annual  Meeting. 

LOCAL  PAPERS 

Following  extensive  review,  IT  WAS  MOVED 
AND  CARRIED  TO  SCHEDULE  THE  FOU 
LOWING  PAPERS; 

Marshall  B.  Block,  M.D. 

Acromegaley:  Clinical  Presdentation,  Diag- 
nosis and  Treatment 

James  E.  Campbell,  M.D. 

The  Myth  of  Responsibility;  A Case  for 
Consciousness 

Alfred  E.  Stillman,  M.D. 

Hepatic  Veno-Occlusive  Disease  due  to 
Senecio  Poisoning  in  Arizona 


James  A.  Austin,  M.D. 

Estrogen  — Feminine  Forever  or  Femme 
Fatal’? 

Elliot  I.  Wyloge,  M.D. 

The  Use  of  Biofeedback  and  Guided  Imagery 
in  the  Arthritic 

Jonathan  M.  Levy,  M.D. 

Computed  Tomography  of  the  Body:  The 
Experience  at  Scottsdale  Memorial  Hospital 

Paul  L.  Schnur,  M.D. 

Metastasizing  Keratoacanthomas 

Joseph  A.  Dupont,  M.D. 

Total  Elbow  Replacement  Utilizing  the 
Modified  Schlein  Elbow  Replacement 

Howard  J.  Reuben,  M.D. 

A Rational  Approach  to  Stress  Testing 

R.  L.  Williams,  M.D. 

Standardization  of  Maximal  Treadmill  Exer- 
cise Testing  in  Children 

Robert  B.  Gilsdorf,  M.D. 

The  Use  of  Ultrasonography  for  Early 
Diagnosis  of  Cholelithiasis  and  the  Decision 
to  Operate 

George  E.  Burdick,  M.D. 

Peritoneoscopy  in  the  Evaluation  of  Liver 
Disease. 

Warren  F.  Gorman,  M.D. 

The  Hyperactive  Child  Grown  Up 

Arnold  J.  Arem,  M.D. 

A Home  Exercise  Program  for  Rheumatoid 
Disease  of  the  Shoulders 

Mr.  Walter  Q.  Page 

Selected  Sexually  Transmitted  Diseases:  An 
Overview  and  Update. 

Edward  B.  Diethrich,  M.D. 

What  is  New  in  Cardiac  Pacing 
Paul  T.  Lenio,  M.D. 

Malignant  Melanoma  of  the  Head  and  Neck 
William  E.  Larter,  M.D. 

Mycobacterial  Disease  in  Children  in  Ari- 
zona: Spectrum,  Diagnosis  and  Management 
Lee  B.  Brown,  M.D. 

Risk  Factors  in  Coronary  Artery  Surgery: 
Report  of  100  Consecutive  Aortocoronary 
Bypass  Operations 

Michael  H.  Weiss,  D.D.S. 

Deceptive  Pain  — Confusing  Causes 
Harold  Udelman,  M.D. 

Rheumatology  Reaction  Pattern  Survey 

FRIDAY  BREAKFAST 
IT  WAS  MOVED  AND  CARRIED  TO  ASK 
WILLIAM  C.  WEESE,  M.D.  TO  PRESENT 
HIS  PAPER  “THE  FINAL  ILLNESS  OF 
PRESIDENT  GEORGE  WASHINGTON”  AT 
THE  FRIDAY  MORNING  BREAKFAST. 

SCIENTIFIC  EXHIBITS 
IT  WAS  MOVED  AND  CARRIED  TO  AP- 
PROVE THE  FOLLOWING  SCIENTIFIC  EX- 
HIBITS: 

Palmer  C.  Evans,  M.D. 

A Clinical  Study  of  Lactation  Suppression 
Robert  M.  Lumsden,  M.D. 

Flexible  (Silicone)  Implant  Arthroplasty 
George  Lastnick,  M.D. 

A One  Year  Myocardial  Infarction  Study  at 
Walter  O.  Boswell  Memorial  Hospital 
Fletcher  E.  Zirnpfer,  II,  M.D. 

Chemosurgery  in  the  Treatment  of  Skin 
Cancer 

Robert  B.  Gilsdorf,  M.D. 

Nursing  Care  of  the  Reservoir  (Kock  Pouch) 
Ileostomy  Patient 


David  D.  Dulaney,  M.D. 

Cataract  Surgery  Today  — The  Modem 
Rehabilitation  of  the  Cataract  Patient 
Robert  S.  Waldman,  M.D. 

Whole  Body  Computed  Tomographic  (CAT| 
Scanning  j 

R.  L.  Williams,  M.D.  j 

Diagnosis  and  Treatment  of  Symptomati(l 
Arrhythmias  with  Transtelephonic  Electro 
cardiog^ram 
Ms.  Shelley  Clarfield 
Education  and  Training  in  Rural  Health 

Steven  I.  Walsh,  M.D. 

Radiographic  Exhibit  of  Causes  of  GI 
Bleeding 

Edward  B.  Diethrich,  M.D. 

Clinical  Application  of  Intra-Aortic  Balloor 
Pump 

Belton  Meyer,  M.D. 

The  Personality  of  the  Newborn 
PAST  PRESIDENT’S  LUNCHEON 
Mr.  Robinson  explained  that  question  had  beer 
raised  as  to  whether  we  should  continue  thi 
tradition  of  having  a past  president’s  luncheon 

IT  WAS  MOVED  AND  CARRIED  TO  CON 
TINUE  THE  PAST  PRESIDENT’S  LUNCHEOh 

ON  WEDNESDAY  AS  IN  THE  PAST. 

EXECUTIVE  COMMITTEE 
The  meeting  of  the  Executive  Committee  of  th 
Arizona  Medical  Association,  Inc.  held  at  th 
Phoenix  Country  Club,  North  7th  Street  an 
Thomas  Road,  Phoenix,  AZ  on  Friday,  Decembe 
17,  1976,  convened  at  9:18  p.m.,  Edward  Satter 
spiel,  M.D.,  president  and  chairman,  presiding 
MEDICAL  AUDIT 

The  Medical  Education  Committee’s  letter  ( 
12/15/76  in  which  it  recommends  that  in  view  < 
the  fact  that  there  appears  to  be  a great  deal  ( 
question  as  to  the  present  effectiveness  an 
methodology  of  medical  audit,  that  it  would  not  h 
appropriate  at  this  time  to  embark  upon  a largi 
scale  program  of  education  in  medical  audit  ws 
received  for  information. 

It  was  noted  that  the  Medical  Educatio 
Committee  was  appointing  a sub-committee  i 
continue  study  of  this  matter. 

NATIONAL  HEALTH  SERVICE 
SEMINARS  IN  LONDON 
The  AMA’s  letter  of  12/2/76  inviting  us  to  ser  . 
representatives  to  London,  England  to  participa 
in  a seminar  on  National  Health  Insurance  c 
May  23-27,  1977  was  reviewed. 

It  was  determined,  that  due  to  our  attempts 
reduce  the  budget,  that  we  would  not  participa 
in  this  program. 

DEPARTMENT  OF  HEALTH  SERVICES 
Dr.  Dandoy  reported  that  the  department  wou 
not  be  providing  a monthly  page  for  Arizoi 
Medicine  in  the  future  as  they  will  have  to  utili 
their  present  resources  in  other  ways.  She  al  i 
reported  on  the  current  status  of  the  swine  1 ' 
immunization  program  and  other  activities  of  ti 
department. 

ARIZONA  TASK  FORCE  ON  MARRIAG 
AND  THE  FAMILY  ( 

Judge  Norman  S.  Fenton,  in  charge  of  t 
subject  task  force,  responded  to  our  offer  to  ass: 
the  task  force  and  advised  that  he  would  be 
touch  with  us  when  the  work  of  the  task  foi 
progresses. 

UNIFIED  MEMBERSHIP 
'The  committee  reviewed  the  eleven  letters  th 
were  critical  and  the  one  letter  that  w 
complimentary  of  the  House  of  Delegates  acti 
on  11/20/76  which  continued  the  unified  me 
bership  concept  with  the  A.M.A.  It  was  det 
mined  that  the  president  would  respond  to  eaij 
letter.  I 
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YOU  HAD  YOUR 


ff/  Hearing  losses 
y are  among  the  most 


TESTED  LATELY  A 


COMFORTABLE 


/ consistently  neglected 
y health  problems.  Many 
^ j — ^ people  with  them  won't  even 
O admit  it  to  themselves,  let  alone 

y others.  A little  encouragement  may 
y start  them  thinking  about  themselves 
T T 'p’  A 15  T ^y  rnore  realistically. 

That's  why  we're  offering  you  the  poster 
y shown  here.  You  can  hang  it  on  the  wall  or  stand 
/ it  on  a small  table.  It  comes  with  booklets  called  “As 
INVESTMENT  OF  A FEW  MI  precious  as  sight''  that  give  your  patients  some  basic 

^ facts  about  auditory  testing  and  hearing  losses  and  how 
^ easy  they  are  to  correct  in  many  cases. 

^ Write  to  us  for  your  free  poster  and  booklets.  They  just 

^ might  help  you  to  help  some  patients  who  aren't  hearing  as  well 
^ as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  it. 

Professional  Relations  Division,  Beltone  Electronics  Corporation 
4201  West  Victona  Street,  Chicago,  Illinois  60646,  an  Amencan  company 


WHEN 

BURNING  PAIN 
COMPLICATES 
. ACUTE 
CYSTITIS* 


TURN  IT  OFF  WITH 


AZO  GAt>rrANOL 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  10Qmg  phenazopyridine  HCI. 

FOR  THE  PAIN  FOR  THE  PATHOGENS 


■ Quickly  relieves  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency. 

■ Recommended  antibacterial  therapy:  up  to  3 days 
with  Azo  Gantanol,  then  11  days  with  Gantanol  (sulfa- 
methoxazole). 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  In  adults,  urinary  tract  infections  complicated  by 
pain  (primarily  pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella- Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  frequently,  Proteus  vulgaris)  in  the 
absence  of  obstructive  uropathy  or  foreign  bodies. 

Note:  Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response;  add  aminobenzoic  acid  to 
follow-up  culture  media.  The  increasing  frequency  of  resistant  organ- 
isms limits  the  usefulness  of  antibacterials  including  sulfonamides. 
Measure  sulfonamide  blood  levels  as  variations  may  occur; 

20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age  12;  sulfonamide  hyper- 
sensitivity; pregnancy  at  term  and  during  nursing  period;  because 
Azo  Gantanol  contains  phenazopyridine  hydrochloride  it  is  contrain- 
dicated in  glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  G.l.  disturbances. 

Warnings:  Safety  during  pregnancy  not  established.  Deaths  from 
hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias  have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indicate  serious  blood 
disorders.  Frequent  CBC  and  urinalysis  with  microscopic  examination 
are  recommended  during  sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose-6- 
phosphate  dehydrogenase-deficient  individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  aplastic 
anemia,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  purpura. 


■ Effectively  controls  susceptible  pathogens  such  as 
E.  coli,  Klebsiella- Aerobacter,  Staph,  aureus,  Proteus 
mirabilis  and,  less  frequently,  Proteus  vulgaris. 

♦nonobstructed;  due  to  susceptible  organisms 

hypoprothrombinemia  and  methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions,  Stevens-Johnson  syndrome, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis);  G./.  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
(headache,  peripheral. neuritis,  mental  depression,  convulsions, . 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneous 
reactions  (drug  fever,  chill's,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused 
rare  instances  of  goiter  production,  diuresis  and  hypoglycemia.- 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute,  painful  phase  of  ■ 
urinary  tract  infections.  Usual  adult  dosage:  2 Gm  (4  tabs)  initially, 
then  1 Gm  (2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists,  causes  other 
than  infection  should  be  sought.  After  relief  of  pain  has  been  ; 

obtained,  continued  treatment  with  Gantanol  (sulfamethoxazole)  | 
may  be  considered.  ■ 

NOTE:  Patients  should  be  told  that  the  orange-red  dye 
(phenazopyridine  HCI)  will  color  the  urine. 

Supplied:  tablets,  red,  film-coated,  each  containing  0.5  Gm 
sulfamethoxazole  and  100  mg  phenazopyridine  HCI— bottles  of 
100  and  500. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


E®  Kach  capsule  contains  50  mg.  of 

' Djrenium^"  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 

MAKES  SENSE 

FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows; 


* 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant.  


♦ Indications;  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  ‘Dyrenium’ 
component  is  warranted. 

Contraindications;  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings;  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K*  should  be  made.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone, 
restrict  K*  intake.  The  presence  of  a widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
TTiiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  mi ght 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus.  Adequate  information 
on  use  in  children  is  not  available. 

Precautions;  Do  periodic  serum  electrolyte 
determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
K*  frequently;  both  can  cause  K*  retention  and 
elevated  serum  . Two  deaths  have  been  re- 
ported with  such  concpmitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium*  (triamterene,  SK&F  Co.),  and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  ‘Dyrenium’  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  iii  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuri- 
cemia and  gout,  digitalis  intoxication  (in  hypo- 
kalemia), decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidir.e. 

Adverse  Reactions;  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  maphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied;  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  in- 
stitutional use  only). 

SI^&F  CO.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKIme  Corporation 


TRIAMTERENE  CONSERVES  POTASSIUM  N^ILE 

HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 

1 


BURROUGHS  WELIXOME  Ca  MAKES 
CODEINE  COMBINATION  PRODUCTS. 

YOU  MAKE  THE  CHOICE. 


EMPIRIN* 
COMPOUND 
c CODEINE 
#3 

Each  tablet  contains: 
codeine  phosphate,  32  mg  (gr  V2), 
(Warning:  May  be  habit-forming); 
aspirin,  227  mg;  phenacetin,  162  mg; 
and  caffeine,  32  mg. 


EMPRACET 
c CODEINE 
#3 

Each  tablet  contains: 
codeine  phosphate,  30  mg  (grYa), 
(Warning:  May  be  habit-forming); 
and  acetaminophen  300  mg. 

© 

Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Wellcome 


ADMINISTRATIVE  ASSISTANCE  TO 
THE  ArMA  AUXILIARY 
Dr.  Clymer’s  letter  of  12/6/76  regarding 
providing  assistance  to  the  auxiliary  was  dis- 
cussed at  length. 

IT  WAS  MOVED  AND  CARRIED  TO  REFER 
THIS  MATTER  TO  THE  FINANCE  COM- 
MITTEE. 

MALPRACTICE  ASSESSMENT 
Status  Report  as  of  12/16/76 


John  E.  McCarville,  M.D 
Lyle  B.  McDowell,  M.D. 
Leroy  L.  Merring,  M.D. 
John  B.  Miller,  M.D. 
Joseph  M.  Mitrick,  M.D. 
Vicente  G.  Mortel,  M.D. 
Kenneth  J.  Prebil,  M.D. 
Peter  Sakkas,  M.D. 


TOTAL 

TOTAL 

OF  TOTAL 

OTHER  ACCOUNT- 

OF  TOTAL 

COUNTY 

BILLED 

PAID 

BILLED  RESPONSE 

ED  FOR 

BILLED 

APACHE 

10 

10 

100.00 

10 

100.0 

COCHISE 

30 

24 

80.0 

5 

29 

96.7 

COCONINO 

54 

48 

88.9 

3 

51 

94.4 

GILA 

11 

9 

81.8 

1 

10 

90.9 

GRAHAM 

7 

6 

85.7 

1 

7 

100.0 

GREENLEE 

9 

9 

100.0 

9 

100.0 

MARICOPA 

1317 

1215 

92.3 

57 

1272 

96.6 

MOHAVE 

28 

23 

82.1 

3 

26 

92.9 

NAVAJO 

6 

6 

100.0 

6 

100.0 

PIMA 

564 

498 

88.3 

42 

540 

95.7 

PINAL 

33 

25 

75.8 

6 

31 

93.9 

SANTA  CRUZ 

6 

5 

83.3 

1 

6 

100.0 

YAVAPAI 

42 

33 

78.6 

6 

39 

92.9 

YUMA 

48 

41 

85.4 

5 

46 

95.8 

TOTAL 

2165 

1952 

90.2 

130 

2082 

96.2 

Net  Collected  to  Date:  195,270.00 

Members  who  have  not  paid  the 
assessment  nor  have  been  exempted 
as  of  December  16,  1976 

COCHISE  COUNTY 
Edward  H.  Vogel,  M.D. 

COCONINO 

Harvey  L.  Casebeer,  M.D. 

John  C.  Casebeer,  M.D. 

Henry  W.  Poore,  M.D. 

GILA 

George  E.  Page,  M.D. 

MARICOPA 
C.  K.  Adrian,  M.D. 

Akil  T.  Affan,  M.D. 

James  S.  Beck,  M.D. 

Robert  C.  Behrens,  M.D. 

Oscar  J.  Blende,  M.D. 

George  L.  Cannon,  M.D. 

William  N.  Chloupek,  M.D. 

James  H.  Coles,  Jr.,  M.D. 

Earl  S.  Cronk,  M.D. 

Robert  L.  Daywdtt,  M.D. 

George  C.  Dimitropolis,  M.D. 

Richard  E.  H.  Duisberg,  M.D. 

Charles  L.  Echols,  Jr.,  M.D. 

Hubbard  F.  Fellows,  M.D. 

John  L.  Ford,  M.D. 

George  W.  Gannon,  M.D. 

Arthur  S.  Goldberg,  M.D. 

Bradley  I.  Gordon,  M.D. 

Carlos  V.  Greth,  M.D. 

Charles  W.  Howard,  M.D. 

Hugh  B.  Hull,  M.D. 

Dale  B.  Hylton,  M.D. 

Richard  L.  Jones,  M.D. 

Charles  V.  Kachel,  M.D. 

Margaret  L.  Kerr,  M.D. 

Lester  E.  Kron,  M.D. 


William  Selezinka,  M.D. 
George  Serbin,  M.D. 

Ramon  G.  Shoen,  M.D. 
Antonina  J.  Sidorowicz,  M.D. 
Frank  B.  Simchak,  M.D. 
Austin  L.  Spitzer,  M.D. 

Dale  H.  Stannard,  M.D. 
Thomas  N.  Thomas,  M.D, 
Maier  I.  Tuchler,  M.D. 

Edwin  W.  Whiteford,  M.D. 
Adib  Zaky,  M.D. 

Paul  J.  Zeltzer,  M.D. 

MOHAVE 

George  M.  Clarke,  M.D. 
Raymond  E.  Hammer,  M.D. 


PIMA 

William  E.  Berkley,  M.D. 
lam  M.  Chesser,  M.D. 

Pacita  R.  Coss,  M.D. 

Robert  L.  Crowdes,  M.D. 

Luis  S.  Dalmendray,  M.D. 

Marc  S.  Feldman,  M.D. 

Morris  H.  Fine,  M.D. 

Barry  A.  Friedman,  M.D. 
Andrew  W.  Gaudielle,  M.D. 
Frank  A.  Gruver,  M.D. 

Charles  E.  Harter,  M.D. 
Charles  J.  Homisher,  M.D. 
Helen  Johnson,  M.D. 

Rashid  A.  Khan,  M.D. 

Paul  W.  Kohnen,  M.D. 

James  Labelle,  Jr.,  M.D. 
Alberto  R.  Marquez,  M.D. 
George  W.  Nash,  M.D. 

Andrew  W.  Nichols,  M.D. 
Leland  K.  Reeck,  M.D. 

James  G.  Rothschild,  M.D. 
James  E.  Thomasson,  M.D. 
Willard  R.  Van  Nostrand,  M.D. 
Robert  W.  Vaughn,  M.D. 


PINAL 

Robert  S.  Keller,  M.D. 

Glen  L Walker,  M.D. 

YAVAPAI 

William  T.  Edmonds,  M.D. 

Melvin  W.  Phillips,  M.D. 

Mark  J.  Weservelt,  M.D. 

YUMA 

Robert  Anderton,  M.D. 

Abe  I.  Podolsky,  M.D. 

Requests  for  exemption  for  reasons 
other  than  financial  hardship 

1.  Robert  C.  Behrens,  M.D.  — 

REQUEST  DENIED 

2.  Richard  E.  H.  Duisberg,  M.D.  — 

REQUEST  DENIED 

3.  John  L.  Ford,  M.D.  - REQUEST 

GRANTED  — Suggest  Dr.  Ford  seek  a 
change  in  membership  classification  as 
he  is  no  longer  in  the  active  practice  of 
medicine 

4.  Peter  G.  Sakkas,  M.D.  - REQUEST 

DENIED 

5.  Adib  Zaky,  M.D.  — Request  additional 

information  regarding  reason  for  the 
exemption 

OTHER  BUSINESS 
Group  Health  Insurance  Plan 
Mr.  Robinson  reported  that  letters  have  been 
written  (12/2/76)  to  the  two  Foundations  for 
Medical  Care  to  elicite  interest  in  providing 
coverage  to  all  physicians’  offices  in  the  state  but 
responses  have  not  been  received  to  date. 
Additional  work  in  other  areas  is  progressing. 

Joint  Purchasing  Program 
Mr.  Robinson  reviewed  the  feasibility  study 
being  prepared  by  the  Council  of  Western  States 
Medical  Association  Executives  to  determine  if 
there  is  need  and/or  demand  for  such  a program 
as  follows: 

“FEASIBILITY  OF  JOINT 
PURCHASING  PROGRAM 
Pursuant  to  the  discussion  held  by  the 
executive  directors  of  seven  state  medical 
associations  at  the  recent  COWSMAE  meet- 
ing (October,  1976),  the  staff  of  the  Wyoming 
State  Medical  Society  has  researched  the 
possibility  of  a joint  purchasing  program  for 
the  member  physicians  of  two  or  more  of  the 
ten  western  state  medical  associations. 

While  it  is  apparent  there  would  need  to  be 
further  detailed  investigation  of  any  possible 
program,  the  following  report  includes  in- 
formation on  the  savings  to  be  gained, 
possible  organization  of  such  a program, 
tested  operational  techniques  now  being 
used  and  some  do’s  and  don’ts  gleaned  from 
plans  now  operating. 

USE  OF  JOINT  PURCHASING  PRO- 
GRAMS IN  HEALTH  CARE  FIELD 
From  the  limited  investigation  we  have 
made,  it  would  appear  that  joint  purchasing 
programs  are  quite  widespread  in  the  health 
care  field— although  most  plans  have  dealt 
with  institutions  rather  than  independent 
physicians.  We  found  two  programs  cur- 
rently dealing  with  joint  purchasing  for 
physicians — one  in  Western  Pennsylvania 
and  the  second,  in  Harris  County  (Houston), 
Texas.  The  plan  in  Texas  has  gone  far 
beyond  joint  purchasing  for  office  equipment 
and  supplies,  and  into  consumer  goods, 
which  we  can  foresee  could  cause  a multitude 
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of  problems  in  a geographically  large 
program. 

In  addition,  it  would  also  appear  that  a 
national  association  of  medical  clinics  offers 
a group  purchasing  program  to  its  members. 

Several  local  or  state  hospital  groups  have 
utilized  joint  purchasing  programs  and  na- 
tional statistics  for  all  fields  show  a 
minimum  savings  of  fifteen  (15%)  per  cent 
per  institution  or  member  for  supplies  and 
drugs  and  as  much  as  fifty  (50%)  per  cent  for 
office  and  other  types  of  equipment. 


POSSIBLE  OPERATIONS  OF  MULTI- 
STATE PHYSICIAN  JOINT 
PURCHASING  PROGRAM 

The  officials  of  the  joint  purchasing 
programs  with  whom  we  have  spoken — in 
person  and  by  telephone — made  the  follow- 
ing recommendations: 

1.  Don’t  become  the  supplier  yourself. 

2.  Don’t  get  into  warehousing. 

3.  Don’t  become  involved  in  cash  dis- 
counts or  rebates  as  a means  of 
financially  supporting  a joint  purchas- 
ing program. 

4.  Keep  administrative  costs  to  a bare 
minimum. 

Keeping  these  cautions  in  mind,  we  would 
like  to  outline  a possible  organizational 
system  based  on  what  we  have  learned  from 
operating  joint  purchasing  programs. 


ORGANIZATION 

A.  Board  of  Directors.  Possible  compo- 
sition— one  physician  and  the  execu- 
tive director  of  each  particpating  state 
medical  association. 

Responsibility:  To  supervise  the  activi- 
tives  and  costs  of  joint  purchasing 
program,  the  administrative  staff,  and 
perform  liaison  with  the  participating 
state  medical  associations. 

B.  Purchasing  Committee.  Possible  com- 
position— one  physician  and  one  staff 
member  from  each  participating  state 
medical  association  and  administra- 
tive staff  member(s). 

Responsibility:  To  review  product  task 
force  committees’  work,  approve  or 
disapprove  committees’  work  and 
recommendations  and  to  award  con- 
tract to  successful  bidder. 

C.  Product  Task  Forces.  Composition — 
representatives  of  each  state  associa- 
tion with  knowledge  of  the  specific 
product  under  discussion  and  admin- 
istrative staff  member(s). 
Responsibility:  To  determine  market 
potential,  specifications  and  potential 
suppliers  for  a specific  product;  to 
secure  bids  on  product  and  make 
recommendation  on  bid  acceptance  to 
purchasing  committee. 

D.  Administrative  Staff.  Composition — a 
minimal  number  of  persons  employed 
by  the  joint  purchasing  program. 
Responsibility:  To  negotiate  contracts, 
prepare  and  distribute  catalogs,  con- 
duct market  potential  surveys  of  mem- 
bers, conduct  communications  between 
state  associations  and  suppliers  on 
membership,  handle  complaints  to 
suppliers  and  all  other  administrative 
details  in  connection  with  the  JPP. 


MEMBERSHIP 

Membership  would  be  available  to  all 
active  members  of  a participating  state 
medical  association.  The  participating  state 
association  would  offer  membership  in  the 
JPP — on  a voluntary  basis — with  its  regular 
dues  billing,  collect  the  annual  membership 
fee  from  the  physician  and  forward  the 
membership  fee  and  the  name  of  partici- 
pating physician  to  JPP  headquarters. 
Example:  Annual  membership  fee — $40. 
State  association  keeps  $5.00  for  collecting 
membership  and  liaison  work. 

MODE  OF  OPERATION 

Initially,  the  JPP  would  solicit  from  a 
selected  sample  of  physicians  in  all  speciali- 
ties and  general  practice  in  all  participating 
states  the  types,  amounts  and  current  prices 
of  equipment,  supplies  and  drugs  which  the 
physician  or  physician  group  uses.  This 
survey  would  be  conducted  in  the  name  of  the 
participating  state  medical  association. 

From  this  data,  the  purchasing  committee 
would  be  able  to  see  the  potential  market  and 
the  most  popular  supplies,  drugs  and  equip- 
ment. The  committee  would  then  request  the 
Board  of  Directors  to  solicit  from  the 
membership  a number  of  product  task  forces. 
These  task  force  groups  would  establish 
specifications,  verify  the  market  potential 
and  prepare  a call  for  bids  for  a specific 
product. 

If  approved  by  the  purchasing  committee, 
the  invitation  to  bid  would  be  sent  to 
suppliers  suggested  by  the  task  force.  The 
returned  bids  would  be  reviewed  by  the  staff, 
product  task  force  and  accepted  or  rejected 
by  purchasing  committee.  Administrative 
staff  would  then  complete  negotiations  on 
contract. 

In  the  beginning,  several  contracts  would 
have  to  be  negotiated  in  a short  period  of 
time.  Then  a catalog,  containing  information 
on  these  contracts,  would  be  sent  to  physi- 
cian members  in  the  various  states.  After  a 
period  of  operation,  information  on  new 
contracts  would  be  sent  to  members  on  a 
monthly  basis. 

Member  physicians  would  order  supplies, 
equipment  or  drugs  directly  from  the  suppli- 
ers, according  to  the  terms  listed  in  the 
catalog  and  payment  would  be  made  directly 
to  that  individual  firm.  The  JPP  office  would 
supply  the  supplier  with  a list  of  members  by 
state  and  non-JPP  members’  orders  would 
not  be  accepted.  The  supplier  would  also 
render  to  the  JPP  office  a monthly  account- 
ing of  purchases  made  by  JPP  members  so 
the  program  would  know  if  it  were  meeting 
its  estimated  sales  total. 

As  additional  products  are  identified,  more 
product  task  forces  would  be  created  and 
more  contracts  would  be  negotiated.  The 
borader  the  spectrum  of  products  offered  to 
the  members,  the  greater  the  benefits  to  the 
members  in  the  JPP. 

FINANCIAL  ASPECTS  OF  A JOINT 
PURCHASING  PROGRAM 

Since  the  system  presented  limits  admin- 
istration to  a minimum,  costs  should  also  be 
limited. 

A $40  membership  fee  for  each  member 
physician  should  suffice.  If  the  individual 
physician  only  purchased  $1,000  of  supplies 
(and  this  would  be  a rare  case)  and  we  were 
able  to  effect  a 15  per  cent  savings,  he  would 
save  $110  a year  ($150  total  saving  minus  his 
$40  membership  fee). 


If  we  were  able  to  enlist  4,000  physicians  in 
the  program,  we  would  be  able  to  raise 
$160,000  a year  to  cover  administration. 

Initial  costs  would  be  higher  since  we 
would  have  to  produce  catalogs,  prepare 
initial  product  line  bids,  pay  expenses  of 
committees,  pay  JPP  personnel,  and  build  a 
small  reserve. 

However,  our  projection  would  be  that, 
once  we  reached  a minimum  number  of 
participating  physicians  for  operation  (in  the 
3,000  to  4,000  range),  we  could  operate  at  a 
$25  per  member  cost  per  year. 

We  would  propose  that  the  membership  fee 
be  used  in  the  following  manner: 

$5  to  the  state  medical  associations  for 
collecting  dues  and  membership 
names  and  performing  liaison. 

$25  for  administrative  costs. 

The  $25  paid  for  administrative 
costs  would  be  used  in  several 
ways: 

1.  Salaries  for  an  administrative 
staff  who  handle  negotiations  with 
suppliers. 

2.  Expenses  for  task  force  com- 
mittees who  establish  criteria  for 
supplies  and  equipment. 

3.  Expenses  for  board  members 
and  committees. 

4.  Publishing  and  up-dating  of 
catalogs. 

5.  General  administrative  expens- 
es, i.e.,  rent,  staff  travel,  furnish-  „ 
ings. 

$10  for  establishment  of  a cash  reserve 
and  at  year  end,  return  excess 
funds  to  each  state  medical  associ-  I* 
ation  on  a pro-rata  basis  for  the  * 
number  of  members  they  have  in 
JPP.  I* 


Note:  Upon  completion  of  initial  opera- 
tion period,  the  membership  fee 
might  be  re-calculated. 

There  would,  of  course,  be  a need  for  start- 
up funds.  To  meet  this  requirement,  we  would 
suggest  that  each  participating  state  medical 
association  loan  the  JPP  $5,000.  This  * 
amount  would  be  paid  back  out  of  reserves 
hopefully  within  14  months. 


POTENTIAL  DRAWBACKS  OF  A 
JOINT  PURCHASING  PROGRAM 


PI 

SI) 
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In  our  discussion  with  operating  JPPs 
some  possible  danger  points  which  hav« 
been  mentioned  include: 

A.  Members  using  the  JPP  agreement§t« 
on  specific  products  as  a bargain 
ing  point  with  local  suppliers. 
Purchasing  task  forces  not  doing 
their  homework  as  to  potentia  aii 
markets  and  the  resultant  failure  o:  IT  ’ 
the  JPP  to  reach  its  estimatec|lE 
dollar  volume  of  sales. 


Hi 


B. 


C.  The  desire  of  some  individuals  tc  )Li 


purchase  a particular  brand 
model  of  a product  because 
personal  relationships,  color 
special  decorations. 


01 


SUMMARY 


* 


o 3ll 


(0 


From  our  initial  examination,  it  woulc 
appear  that  a joint  purchasing  program  foi 
physicians  through  the  western  state  medi 
cal  associations  would  be  feasible. 

It  is  also  apparent  that  additional  investi 
gations  and  much  deliberation  would  have  R 
be  conducted  before  any  start-up. 


‘tr. 
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One  thing  is  essential  to  the  operation  of 
such  a program  — WE  WOULD  HAVE  TO 
BE  ABLE  TO  DELIVER  THE  ESTIMATED 
SALES  TOTAL.  If  we  did  not  do  this 
consistently,  few  suppliers  would  sign  agree- 
ments with  us. 

It  is  somewhat  difficult  to  ascertain  a 
typical  amount  of  purchases  for  a physician. 

It  varies  widely  and  depends  on  the  special- 
ty, the  type  of  practice,  rural  or  urban 
location,  proximity  to  a hospital,  etc.  How- 
ever, we  have  spotchecked  with  Wyoming 
physicians  and  can  estimate  that  a physi- 
cian should  spend  between  $2,000  and  $6,000 
on  drugs  and  supplies — not  counting  major 
medical  equipment  and  office  equipment 
purchases.  This  total,  of  course,  also  depends 
on  the  breadth  of  your  definition  of  supplies. 

It  is  also  important  to  note  that  in  states 
where  the  hospitals  do  not  have  purchasing 
groups,  there  seems  to  be  some  interest  in 
joining  a physicians’  JPP.  This  addition 
would  boost  projected  sales  to  totals  sub- 
stantially. 

We  have  talked  to  the  officers  of  the 
Wyoming  State  Medical  Society  and  they 
would  be  interested  in  having  the  admin- 
istrative offices  for  a possible  JPP  in 
Wyoming  and  are  willing  to  allow  their 
Society’s  executive  director  some  time  in 
working  to  create  such  a program. 

If  there  is  enough  interest  to  proceed  with 
the  establishment  of  a physician  JPP,  we 
recommend  that  it  only  be  handled  through 
the  state  medical  associations — and  only 
those  which  endorse  the  program. 

The  ingredients  for  a physicians’  joint 
purchasing  program  are  at  hand  in  the 
western  states.  Such  a progp-am  would 
provide  additional  tangible  benefits  to  mem- 
bers of  a state  medical  association.  Such  a 
program  could  save  physicians  in  private 
practice  in  our  states  millions  of  dollars.  On 
an  individual  basis,  there  seems  to  be  no 
major  barrier  to  saving  a minimum  of  15  per 
cent  in  overall  purchases  of  supplies,  drugs 
and  equipment.” 

I WAS  MOVED  AND  CARRIED  TO  AUTHOR- 
E UP  TO  $300.00  TO  TAKE  THE  NEXT  STEP 

DETERMINING  IF  THERE  IS  A MARKET 
■ID  INTEREST  AMONG  THE  MEMBERSHIP 
)R  SUCH  A PROGRAM. 


tient  Injury  Prevention  Proposal 
r.  Robinson  reviewed  the  Patient  Injury 
Invention  proposal  being  developed  by  the 
orado  Medical  Society  and  the  Jeppesen 
derson  firm  of  Denver,  Colorado. 

WAS  MOVED  AND  CARRIED  TO  ASK 
E MAl-PRACTICE  INSURANCE  CRISIS 
MMITTEE  TO  ARRANGE  TO  HEAR  THE 
LORADO  PRESENTATION.  TO  BE  IN- 
ED  TO  THE  PRESENTATION  WOULD  BE 
ItMBERS  OF  THE  MICA  BOARD  OF  TRUS- 
lES  AND  SELECTED  DEFENSE  COUNSEL. 
|E  COMMITTEE  TO  THEN  PREPARE  A 
COMMENDATION  TO  THE  BOARD  OF 
itECTORS  OF  ARMA. 

^leting  adjourned  10:40  p.m. 


LEGISLATIVE  COMMITTEE 

Meeting  of  the  Legislative  Committee  of  the 
Arizona  Medical  Association,  held  Saturday, 
January  8,  1977  at  810  West  Bethany  Home  Road, 
Phoenix,  Arizona,  convened  at  1:37  p.m.,  Selma  E. 
Targovnik,  M.D.,  Chairperson,  presiding. 

DEFINITION  OF  TERMS 

Dr.  Targovnik  announced  that  the  committee 
would  continue  to  utilize  the  definition  of  terms 
developed  a number  of  years  ago  by  Mr. 
Jacobson,  General  Counsel  for  the  Association. 
The  terms  to  be  utilized  in  consideration  of 
legislation  is  as  follows: 

ACTIVE  SUPPORT:  Means  approval  of  bill 
and  maximum  staff  time  and  financial  expendi- 
ture (including  legal  counsel)  will  be  made  to 
achieve  enactment. 

GENERAL  SUPPORT:  Means  approval  of  the 
principle  of  the  bill,  but  that  staff  time  and 
financial  expenditures  will  be  limited. 

NO  ACTION:  Means  no  position  has  been 
taken  one  way  or  another  on  the  bill. 

NON-SUPPORT:  Means  disapproval  of  the  bill, 
but  that  staff  time  and  financial  expenditure  will 
be  limited  to  defeat  the  bill. 

AC'nVE  NON-SUPPORT:  Means  disapproval 
of  bill  and  that  maximum  staff  time  and  financial 
expenditure  (including  legal  counsel)  will  be 
expended  to  achieve  defeat  of  the  bill. 


PROPOSED  LEGISLATION 
HB  2002  — Medicaid;  repeal 

This  bill  if  signed  into  law  would  repeal  title  19 
legislation  currently  on  the  books  in  the  state  of 
Arizona.  The  committee  reviewed  the  substitute 
resolution  adopted  by  the  Arizona  Medical 
' Association  House  of  Delegates,  May  1,  1976 
which  actively  encouraged  our  legislative  bodies 
and  State  Health  Department  organizations  to 
scrutinize  all  pending  medicaid  legislation  in  a 
manner  which  recognized  geographic  needs  and 
the  adequate  or  inadequacies  of  existing  local 
systems  of  medical  care. 

IT  WAS  MOVED  AND  CARRIED  TO  TAKE 
NO  ACTION  ON  HB  2002,  THE  REPEAL  OF 
MEDICAID. 

HB  2003  — Right  to  natural  death  for 
terminal  patients. 

This  bill  would  prescribe  procedures  for  execu- 
tion of  directive  to  withhold  or  withdraw  life- 
sustaining  procedures.  It  also  provides  for  the 
exemption  from  liability  and  prescribed  the 
conditions  for  effectuation  of  the  directive  as 
introduced  by  Representative  William  Lewis,  by 
request.  Mr.  Lewis  informed  us  that  this  bill  is  as 
adopted  by  the  California  Legislature  with 
modifications  to  fit  Arizona  statutes.  Legal 
counsel  informed  the  committee  that  there  were 
some  problems  with  the  bill  as  written  and  should 
be  carefully  considered. 

IT  WAS  MOVED  AND  CARRIED  TO  OFFER 
GENERAL  SUPPORT  TO  HB  2003  PROVIDING 
FOR  A RIGHT  TO  NATURAL  DEATH  FOR 
TERMINAL  PATIENTS. 

Mandatory  Maternity  Coverage. 

The  Maternal  and  Child  Health  Care  Com- 
mittee petitioned  the  Legislative  Committee  to 
introduce  into  the  1977  Arizona  Legislature,  a 
maternity  coverage  bill  similar  to  the  American 
College  of  Obstetricians  and  Gynecologists  model 
bill.  The  ACOG  provided  a great  deal  of 
information  to  the  Association,  including  legis- 
lation enacted  to  date- in  New  York,  Maryland, 
California,  Idaho,  and  Connecticutt. 


IT  WAS  MOVED  AND  CARRIED  TO  SUP- 
PORT THE  INTRODUCTTION  OF  LEGISI^- 
TION  PROVIDING  FOR  MANDATORY 
MATERNITY  COVERAGE  UNDER  GROUP 
HEALTH  INSURANCE  PROGRAMS. 

Amendments  to  the  nurses  practice  act  — 
nurse  practitioners. 

Mrs.  Hazel  Bennett,  R.N.,  Executive  Director  of 
the  Arizona  State  Nurses  Association,  presented 
proposed  legislation  which  would  remove  langu- 
age inserted  in  1974  that  the  rules  and  regulations 
developed  by  the  Board  of  Nursing  as  pertains  to 
the  Nurse  practitioner  would  be  authorized  in 
collaboration  with  the  joint  Board  of  Medical 
Examiners  and  Osteopathy  Examiners.  It  also 
would  remove  the  ability  for  the  nurse  practition- 
er to  dispense  pre-packages  labeled  drugs  for 
single  medical  episode  with  certain  proviso’s. 
Mrs.  Bennett  informed  the  committee  that  it  is  the 
intent  of  the  Board  of  Nursing  to  continue  to 
investigate  and  approve  programs  intended  to 
prepare  nurse  practitioners.  Then  the  graduate  of 
such  approved  programs  would  use  their  certifi- 
cates from  the  Universities  as  evidence  of 
preparation.  This  is  the  same  process  now  being 
used  by  the  R.N.’s  who  have  master  degrees  in 
nursing  and  are  employed  as  clinical  specialists 
and  those  with  matters  in  nursing  service 
administration  and  are  employed  as  directors  of 
nursing. 

IT  WAS  MOVED  AND  CARRIED  TO  TAKE 
NO  ACTION  ON  THE  PROPOSED  AMEND- 
MENTS TO  THE  NURSES  PRACTICE  ACT 
PROVIDING  FOR  THE  EXTENDED  ROLE  OF 
THE  NURSE  AT  THIS  TIME. 


Physician’s  assistant. 

Mr.  Jacobson  informed  the  committee  that 
provisions  currently  in  Arizona  statutes  pro- 
viding for  physician’s  assistant  is  in  the  opinion 
of  the  attorney  general,  unconstitutional.  'The 
current  statutes  do  not  provide  proper  guidelines 
to  the  Boards  of  Medical  Examiners  and  Osteo- 
pathic Examiners.  The  new  physician  assistant 
proposal  as  drafted  by  legal  counsel  provides  for 
purposes,  objectives,  and  goals  as  well  as  duties  of 
the  joint  Boards  of  Medical  and  Osteopathic 
Examiners.  Considerable  discussion  ensued. 

IT  WAS  MOVED  AND  CARRIED  TO  GEN- 
ERALLY SUPPORT  THE  INTRODUCTION  OF 
NEW  LEGISLATION  PROVIDING  FOR  THE 
PHYSICIAN’S  ASSISTANT. 


BOMEX  — increase  in  reregistration  fee 

The  Board  of  Medical  Ex^lminers  by  letter  dated 
October  21,  1976  requested  the  Association  to 
prepare  an  amendment  to  the  Arizona  Legislature 
which  would  increase  the  maximum  annual 
reregistration  fee  from  $50.00  to  $100.00.  Mr. 
Boykin  informed  the  committee  that  he  was 
unable  to  justify  the  increase  in  reregistration  fee 
until  the  reregistration  for  1977  had  been 
completed  (approximately  February  1,  1977).  It 
appears  that  a number  of  physicians  from  out  of 
state  currently  licensed  by  the  Arizona  Board  of 
Medical  Examiners  are  not  reregistering  due  to 
the  increase  to  $50.00  for  1977  and  this  was  being 
considered  for  the  1977  budget.  He  stated  that  he 
should  have  a letter  of  justification  in  time  for  our 
next  session. 

IT  WAS  MOVED  AND  CARRIED  TO  MOVE 
THE  BOARD  OF  MEDICAL  EXAMINERS 
REQUEST  FOR  AN  ADDITIONAL  REREGIS- 
TRATION FEE  TO  THE  NEXT  MEETINGS 
AGENDA. 
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Confidentiality  of  associatione  committee 
proceedings  and  records. 

Legal  opinion  by  Mr.  Shryl  Neilson,  firm  of 
Snell  & Wilmar,  as  requested  by  the  Association, 
provides  that  “our  conclusion  that  the  records 
and  proceedings  of  the  Arizona  Maternal  Mortal- 
ity Committee  and  the  Grievance  Committee,  as 
well  as  other  ArMA  review  committees  probably 
are  not  confidential.  Respectable  legal  arguments 
can  be  made  on  both  sides  of  this  question; 
however,  following  a careful  review  of  the 
applicable  law  by  myself  and  Bud  Jacobson,  we 
conclude  that  the  arguments  against  confidenti- 
ality are  likely  to  prevail  in  a court  test.  Therefore 
rather  than  rely  on  the  possibility  of  judicial 
recognition  of  confidentiality  . . . the  better 
solution  may  be  to  seek  legislative  relief’. 

Dr.  Chisholm  informed  the  committee  that  the 
Arizona  Council  of  Professions  also  had  been 
concerned  about  confidentiality  of  Association 
records  and  committee  proceedings  as  well  as 
immunity  and  drafted  legislation  which  would 
provide  for  immunity  and  confidentiality  during 
the  1976  legislative  session  which  was  never 
introduced  as  the  Arizona  State  Bar  had  indi- 
cated their  opposition  to  such  legislation  if  it 
provided  for  confidentiality  of  records  and 
proceedings.  The  Council  of  Professions  therefore 
has  drafted  proposed  legislation  for  1977  which 
would  provide  only  for  immunity  for  a person  who 
makes  decisions  or  recommendation  as  a member 
of  a review  committee  and  that  he  shall  not  be 
subject  to  liability  for  civil  damages  or  legal 
action  in  consequence  thereof. 

IT  WAS  MOVED  AND  CARRIED  TO  ACTIVE- 
LY SUPPORT  LEGISLATION  TO  BE  INTRO- 
DUCED BY  THE  ARIZONA  COUNCIL  OF 
PROFESSIONS  PROVIDING  PROFESSIONAL 
IMMUNITY  FOR  PROFESSIONAL  ASSOCIA- 
TIONS, COMMITTEE  MEMBERS. 

IT  WAS  MOVED  AND  CARRIED  TO  ACTIVE- 
LY SUPPORT  THE  INTRODUCTION  OF  LEG- 
ISLATION PROVIDING  CONFIDENTIALITY 
OF  RECORDS  AND  PROCEEDINGS  OF  PRO- 
FESSIONAL ASSOCIATIONS  COMMITTEE 
ACTIVITIES. 

Optometry  — utilization  of  diagnostic  drugs 

Proposed  legislation  providing  that  diagnostic 
pharmaceutical  agents  authorized  by  the  Board 
of  Optometry  may  be  used  in  the  practice  of 
Optometry  was  reviewed.  Drs.  Miles  and  Crowell, 
representatives  of  the  Optomological  Society, 
spoke  in  opposition  to  this  proposed  legislation. 

IT  WAS  MOVED  AND  CARRIED  TO  ACTIVE- 
LY NON-SUPPORT  LEGISLATION  THAT  DI- 
AGNOSTIC PHARMACEUTICAL  AGENTS 
AUTHORIZED  BY  THE  BOARD  OF 
OPTOMETRY  MAY  BE  USED  IN  THE 
PRACTICE  OF  OPTOMETRY. 

Outside  professional  services 

Legislation  is  proposed  for  the  department  of 
health  services  to  exempt  physicians  providing 
direct  health  care  from  competitive  bidding 
provisions  of  law. 

IT  WAS  MOVED  AND  CARRIED  TO 
ACTIVELY  SUPPORT  THE  DEPARTMENT  OF 
HEALTH  SERVICES  PROPOSED  LEGISLA- 
TION PROVIDING  FOR  AN  EXEMPTION  FOR 
PHYSICIANS  PROVIDING  DIRECT  HEALTH 
CARE  FROM  THE  COMPETITIVE  BIDDING 
PROVISIONS  CURRENTLY  IN  STATUTE. 

Corrective  amendments  — department  of 
health  services 

Dr.  Dandoy  explained  a legislative  proposal 
similar  to  legislation  introduced  during  the  past 
year  which  contains  technical  corrections  to  the 


statutes  concerning  the  Department  of  Health 
Services.  Included  in  this  measure,  is  an 
amendment  which  would  allow  the  Department  of 
Health  Services  to  conform  with  the 
administrative  procedures  act  regarding  the 
notice  for  public  hearings  on  rules  and 
regulations.  Currently  the  Department  of  Health 
Services  must  give  a 60  day  notice  of  public 
hearing  as  opposed  to  other  agencies  having  to 
give  only  a 20  day  notice  for  public  hearing. 

IT  WAS  MOVED  AND  CARRIED  TO 
ACTIVELY  SUPPORT  THE  CORRECTIVE 
AMENDMENTS  REQUESTED  BY  THE 
DEPARTMENT  OF  HEALTH  SERVICES  WITH 
THE  EXCEPTION  THAT  THE  ILLIMINATION 
OF  THE  60  DAY  NOTICE  FOR  PUBUC 
HEARING  ON  RULES  AND  REGULATIONS  IS 
ACTIVELY  OPPOSED. 

Licensing  of  environmental  water 
laboratories. 

The  Department  of  Health  Services  proposed 
legislation  providing  for  the  licensing  and 
regulation  of  environmental  water  laboratories; 
prescribing  procedures,  powers  and  duties 
thereof.  Dr.  Dandoy  explained  the  purposes  of 
this  legislation. 

IT  WAS  MOVED  AND  CARRIED  TO  OFFER 
GENERAL  SUPPORT  TO  LEGISLATION 
PROVIDING  FOR  THE  LICENSING  OF 
ENVIRONMENTAL  WATER  LABORATORIES. 
Clinical  laboratories;  licensure  exemptions 

Dr.  Dandoy  explained  that  the  department  of 
health  services  is  proposing  amendments  to  the 
clinical  laboratory  licensing  laws  which  would 
exempt  some  laboratory  proceedings  from  the 
present  licensing  program  where  the  activity  does 
not  pose  a threat  to  adequate  protection  of  the 
health  of  the  public,  and  would  allow  persons 
such  as  paramedics  and  intermediate  emergency 
medical  technicians  to  take  blood  under  the 
direction  of  a physician. 

IT  WAS  MOVED  AND  CARRIED  TO  GEN- 
ERALLY SUPPORT  UCENSURE  EXEMPT- 
IONS IN  CERTAIN  CLASSES  OF  CLINICAL 
LABORATORIES  AND  ALLOWING  PARA- 
MEDICS AND  INTERMEDIATE  EMERGENCY 
MEDICAL  TECHNICIANS  TO  TAKE  BLOOD 
UNDER  THE  DIRECTION  OF  A PHYSICIAN. 

Regulation  of  retail  meat  sales. 

The  Department  of  Health  Services  is  pro- 
posing that  the  function  of  retail  meat  inspection 
be  transfered  from  the  live  stock  sanitary  board  to 
the  Department  of  Health  Services. 

IT  WAS  MOVED  AND  CARRIED  TO  OFFER 
GENERAL  SUPPORT  TO  THE  TRANSFER  OF 
THE  FUNCTION  OF  RETAIL  MEAT  INSPEC- 
TION FROM  THE  UVE  STOCK  SANITARY 
BOARD  TO  THE  DEPARTMENT  OF  HEALTH 
SERVICES. 

Safe  drinking  water  act 

The  Department  of  Health  Services  proposed 
legislation  which  would  grant  additional  author- 
ity to  DHS  in  order  to  qualify  for  delegation  by  the 
environmental  protection  agency  to  implement 
the  federal  safe  drinking  water  act  as  a state 
program.  It  was  explained  should  Arizona  enact 
certain  minimum  standards,  the  federal  EPA 
would  delegate  responsibility  to  the  state. 

IT  WAS  MOVED  AND  CARRIED  TO  GENER- 
ALLY SUPPORT  THE  PROPOSAL  FOR  A 
SAFE  DRINKING  WATER  ACT  BY  THE 
DEPARTMENT  OF  HEALTH  SERVICES. 

Statewide  health  coordinating  council 
(public  law  93-641) 

The  Depetftment  of  Health  Services  proposes 
that  the  legislature  enact  legislation  which  has  as 


its  purpose  to  incorporate  the  concepts 
terminology  of  federal  law  PL  93-641  into  s, 
statues.  Considerable  discussion  ensued  conc| 
ing  the  American  Medical  Association  as  wel| 
the  Arizona  Medical  Associations  position  on 
public  law  93-641. 

IT  WAS  MOVED  AND  CARRIED  TO  T/ 
NO  ACTION  ON  THE  DEPARTMENT 
HEALTH  SERVICES  PROPOSAL  CONCE 
ING  PUBLIC  LAW  93-641. 

Midwives 

Dr.  Dandoy,  Director  of  Health  Servi 
explained  that  the  department  proposed 
introduce  legislation  providing  that  no  midw 
may  be  licensed  after  January  1,  1978. 
legislation  would  not  prohibit  a registered  n 
midwife  or  other  persons  operating  under 
personal  direction  and  supervision  of  a qual 
physician. 

IT  WAS  MOVED  AND  CARRIED  TO  ACTI 
LY  SUPPORT  THE  REPEAL  OF  THE  ^ 
WIVES  ACT. 

Mental  health  services  amendments 

Dr.  Dandoy  explained  that  amendments  tc 
mental  health  services  act  are  being  proposed 
result  of  a report  submitted  by  a research  gi 
from  the  University  of  Arizona  Law  School  u) 
contract  with  the  Department  of  Health  Serv 
The  recommended  amendments  adress  se% 
issues  of  concern  in  the  implementation  of  the 
including  definition  of  dangers  to  self  and  otl 
confusion  in  the  statutes  as  to  guardianship 
procedures  for  emergency  apprehension  by 
enforcement  agencies  etc.  Dr.  James  Camp 
Legislative  Committee  Chairman  of  the  Ari: 
Psychiatric  Society  informed  the  Committee 
he  had  the  opportunity  to  review  the  exter 
amendments  proposed  and  actively  supports  i 
adoption  with  minor  modifications. 

IT  WAS  MOVED  AND  CARRIED  TO  ACT 
LY  SUPPORT  LEGISLATION  BEING  I 
POSED  BY  THE  DEPARTMENT  OF  HEA 
SERVICES  AND  ENDORSED  BY  THE 
ZONA  PSYCHIATRIC  SOCIETY  AMEND 
PROVISIONS  IN  THE  MENTAL  HEA 
SERVICES  ACT. 
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Future 

Medical  Meetings 


CONTINUING  MEDICAL  EDUCATION 

FOLLOWING  INSTITUTIONS  AND  ORGANIZATIONS 
'E  RECEIVED  ACCREDITATION  FOR  CONTINUING 
)ICAL  EDUCATION 

JONA  STATE  HOSPITAL  PHOENIX 

ERT  SAMARITAN  HOSPITAL  MESA 

TD  SAMARITAN  HOSPITAL  PHOENIX 

LTH  maintenance  ASSOCIATES 

lENIX  INDIAN  MEDICAL  CENTER 

IICOPA  COUNTY  GENERAL  HOSPITAL  PHOENIX 

^ORIAL  HOSPITAL,  PHOENIX 

-UKE  S HOSPITAL  AND  MEDICAL  CENTER  PHOENIX 
JOSEPH  S hospital  AND  MEDICAL  CENTER 
JOENIX 

ISON  hospitals  medical  EDUCATION  PROGRAM 
JCSON 

FA  HEALTH  SCIENCES  CENTER 

EBANS  ADMINISTRATION  CENTER  PRESCOTT 

ERANS  ADMINISTRATION  HOSPITAL  PHOENIX 

YTINUING  MEDICAL  EDUCATION  ACTIVITIES 
NSORED  BY  THESE  INSTITUTIONS  RECEIVE  CATEGORY 
REDIT  FOR  THE  ArMA  CERTIFICATE  IN  CONTINUING 
JICAL  EDUCATION  AND  THE  AMA  PHYSICIANS 
GGNITION  AWARD 


86TH  ANNUAL  MEETING  OF  THE 
ARIZONA  MEDICAL  ASSOCIATION 
April  28-29,  1977.  Hyatt  Regency  Hotel, 
Phoenix.  AZ.  Sponsor:  Scientific  Assemb. 
Committee  of  ArMA.  Contact:  Luis  Tan, 
M.D.,  Chairman,  Scientific  Assembly  Com- 
mittee. Arizona  Medical  Assoc..  810  W. 
Bethany  Home  Rd.,  Phoenix.  AZ  85013. 
Approved  for  1 4 1 /2  required  hours  toward 
the  ArMA  Certificate  in  Continuing  Medical 
Education. 

MONTHLY  OR  WEEKLY 

FILM  READING  SESSIONS  & 
SCIENTIFIC  MEETINGS 
Monthly.  Sponsor:  Phoenix  Radiology  Soc- 
iety. Contact:  Mrs.  Mary  Wood,  810  W. 
Bethany  Home  Rd.,  Phoenix,  AZ  85013. 
Approved  for  2 required  hours  per  session 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


GRAND  WARD  ROUNDS  — TRAUMA 
Every  Tuesday,  8 a.m.  Arizona  Medical 
Center,  Tucson,  AZ  Sponsor:  U of  A 
College  of  Medicine,  Surgery  Dept.,  Trau- 
ma Section.  Contact:  Martin  Silverstein, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85721 . Approved  for  1 required  hour 
per  session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


PROBLEM  CASE  WORKSHOPS 
3rd  Monday  of  each  month  7:30  a.m.  Room 
4410,  Arizona  Medical  Center,  Tucson,  AZ. 
Sponsor:  Division  of  Ophthalmology,  U of  A 
College  of  Medicine.  Contact:  H.  E.  Cross, 
M.D.,  Ph.D.,  Arizona  Medical  Center,  Dept, 
of  Surgery,  Tucson,  AZ.  Approved  for  2 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


APRIL 

EDICAL  EDUCATION  LECTURE 

Eril  5,  1977,  7 a m.  Conference  Room, 
sndale  Samaritan  Hospital.  Sponsor: 
andale  Samaritan.  Contact:  Robert  Eas- 
',  M.D.,  7800  N.  59th  Ave.,  Glendale,  Az 
301 . Approved  for  1 required  hour 
vard  the  ArMA  Certificate  in  Continuing 
?dical  Education. 

.INICAL  CYTOPATHOLOGY  FOR 
^HOLOGISTS  — POSTGRADUATE 
OURSE 

iril  11-22,  1977,  Johns  Hopkins  Univ. 
hool  of  Medicine.  Johns  Hopkins  Univ. 
hooi  of  Medicine.  Sponsor:  Johns  Hop- 
is  Univ.  School  of  Medicine  & Johns 
)pkins  Hospital.  Contact:  John  K.  Frost, 
D.,  610  Pathology  Bldg.,  The  Johns 
)pkins  Hospital,  Baltimore,  Maryland 
205.  Before  2/28/77.  Approved  for  120 
quired  hours  toward  the  ArMA  Certificate 
Continuing  Medical  Education. 

TH  ANNUAL  MEETING  OF 
DUTHWESTERN  SURGICAL 
DNGRESS 

)ril  25-28,  1977,  Acapulco,  Mexico. 
)onsor:  Southwestern  Surgical  Congress. 
Dntact:  Jack  A.  Barney,  M.D.,  Secy- 
eas.  The  Southwestern  Surgical  Con- 
ess,  708  Physicians  & Surgeons  Bldg., 
xiahoma  City,  OK  73103. 

JD  ANNUAL  CONFERENCE 
EONATAL-PERINATAL  MEDICINE 
)hl  21-23,  1977,  Scottsdale  Hilton  Hotel, 
:ottsdale,  AZ.  Sponsor:  Dist.  VIII  Ameri- 
in  College  of  Obstetricians  & Gyne- 
ilogists  & Dist.  VIII  Nurses’  Assoc,  of 
ner.  College  of  Obstetricians  and  Gyne- 
)logists.  Contact:  L.  Joseph  Butterfield, 
D.,  Chairman,  Perinatal  Pediatrics  Sec- 
•n  Dist.  VII,  American  Academy  of  Ped- 
trics,  1056  East  Nineteenth  Ave.,  Denver, 
D 80218. 


DERMATOLOGY  CLINICAL 
CONFERENCE 

Feb.  28,  1977,  Marshall  Auditorium,  Tuc- 
son Medical  Center,  Tucson,  AZ.  Sponsor: 
U of  A College  of  Medicine  & Dept,  of  IM, 
Dermatology  Sect.  Contact:  Peter  Lynch, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85724. 


CLINICAL  IMMUNOLOGY, 

ALLERGY  AND  RHEUMATOLOGY 
ROUNDS 

Every  Friday  Noon-1  p.m.  Sponsor:  U of  A 
College  of  Medicine,  Dept,  of  Internal 
Medicine,  Clinical  Immunology  Section. 
Contact:  John  Boyer,  M.D.,  U of  A College 
of  Medicine,  Tucson,  AZ  85721 . Approved 
for  1 required  hour  per  session  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


ENDOCRINOLOGY  SEMINAR 
Every  Thursday,  Noon-1  p.m.,  1st,  3rd  & 
5th  Thursday  — Rm.  N318,  VA  Hospital, 
2nd  & 4th  Thursday,  Rm.  6505,  Tucson 
Medical  Center.  Sponsor:  U of  A College  of 
Medicine,  Department  of  Internal  Medi- 
cine, Tucson,  AZ  85721.  Approved  for  1 
required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


HEMATOLOGY-ONCOLOGY 
CLINICAL  CONFERENCE 
Every  Tuesday,  Noon-1  p.m.  1 st,  3rd  & 5th 
Tuesdays  — Rm.  6505,  AZ  Medical  Cen- 
ter. 2nd  & 4th  Tuesdays  — Rm.  N318, 
Veterans  Adm.  Hospital.  Sponsor:  U of  A 
College  of  Medicine,  Dept,  of  Internal 
Medicine.  Contact:  Sidney  Salmon,  M.D.,  U 
of  A College  of  Medicine,  Tucson,  AZ 
85721 . Approved  for  1 required  hour  per 
session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


MEDICAL  GRAND  ROUNDS 
Every  Wednesday,  Noon-1  p.m.  1st,  3rd,  & 
5th  Wednesday  — Staff  Conf.  Rm.,  VA 
Hospital.  2nd  & 4th  Wednesday  — Rm 
5403,  Arizona  Medical  Center.  Sponsor:  U 
of  A College  of  Medicine,  Dept,  of  Internal 
Medicine.  Contact:  Jay  Smith,  M.D.,  U of  A 
College  of  Medicine,  Tucson,  AZ  85721. 
Approved  for  1 required  hour  per  session 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


PSYCHIATRIC  GRAND  ROUNDS 
Every  Wed.,  Sept,  to  May,  4-5:30  p.m.  Rm. 
8403,  Arizona  Medical  Center,  Tucson,  AZ. 
Sponsor:  U of  A College  of  Medicine  Dept, 
of  Psychiatry.  Contact:  Alan  Levenson, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85721 . Approved  for  1 1 /2  required 
hour  per  session  toward  the  ArMA  Certifi- 
cate in  Continuing  Medical  Education. 


TRAUMA  CONFERENCE 
Every  Monday,  4 p.m.  Rm.  4410,  Arizona 
Medical  Center,  Tucson,  AZ.  Sponsor:  U of 
A College  of  Medicine,  Dept,  of  Surgery, 
Trauma  Section.  Contact:  Martin  Silver- 
stein, M.D.,  U of  A College  of  Medicine, 
Tucson,  AZ  85721.  Approved  for  1 re- 
quired hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


STAFF  EDUCATION  CONFERENCE 
Wednesdays,  Weekly,  1 p.m.  Arizona  State 
Hospital,  Phoenix,  AZ.  Sponsor:  Arizona 
State  Hospital.  Contact:  Howard  E.  Wulsin, 
M.D.,  Arizona  State  Hospital,  2500  E.  Van 
Buren,  Phoenix,  AZ  85008.  Approved  for  1 
required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 
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SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 
Hospital  Auditorium,  Baptist  Hospital, 
Phoenix.  Sponsor:  Baptist  Hospital  Phoe- 
nix. contact:  James  B.  Shields,  M.D.,  6036 
N.  1 9th  Ave.,  Phoenix,  AZ  8501 5.  Approved 
for  1 1/2  required  hours  per  month  toward 
the  ArMA  Certificate  in  Continuing  Medical 
Education. 


PATIENT  STAFFING  CONFERENCE 

Three  times  weekly.  Camelback  Hospital, 
Phoenix,  AZ.  Sponsor:  Camelback  Hospital. 
Contact:  Stuart  M.  Gould,  Jr.,  M.D.,  Medical 
Director,  Camelback  Hospital,  5055  N. 
34th  St.,  Phoenix,  AZ  85018.  Approved  for 
1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


CAMELBACK  HOSPITAL  CLINICAL 
CONFERENCE 

3rd  Tuesday  monthly.  Camelback  Hospital, 
Phoenix,  AZ.  Sponsor:  Camelback  Hos- 
pital. Contact:  Stuart  M.  Gould,  Jr.,  M.D., 
Medical  Director,  Camelback  Hospital, 
5055  N.  34th  St.,  Phoenix,  AZ  85018. 
Approved  for  1 elective  hour  per  session 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


COUNTER  TRANSFERENCE  GROUP 

Weekly,  Thurs.  8-1 0 p.m.  Sponsor:  Phoenix 
Psychiatric  Council.  Contact:  James  E. 
CAmpbell,  M.D.,  5051  N.  34th  St.,  Phoenix, 
AZ  85018.  Approved  for  2 required  hours 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


DESERT  SAMARITAN  HOSPITAL 

Wednesday  Evenings  7 p.m.  Spo.isor: 
Desert  Samaritan  Hospital.  Contact:  L.  A. 
Rosati,  M.D.,  Laboratory,  Desert  Samaritan 
Hospital,  Mesa,  AZ  85202.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PULMONARY  DISEASE  GRAND 
ROUNDS 

Mondays  — 12  Noon.  D-5  North  Confer- 
ence Rm.,  Good  Samaritan  Hospital,  Phoe- 
nix, AZ.  Sponsor:  Pulmonary  Disease 
Teaching  Service,  Good  Samaritan  Hos- 
pital. Contact:  Bernard  E.  Levine,  M.D., 
Pulmonary  Function  Laboratory,  Good 
Samaritan  Hospital,  1033  E.  McDowell 
Hospital,  Phoenix,  AZ  85006.  Approved  for 
1 required  hour  per  session  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


CLINICAL  CANCER  CONFERENCE 

3rd  Wednesday  every  month,  Butler  Bldg. 
Conference  Room,  Good  Samaritan  Hos- 
pital, Phoenix,  AZ.  Sponsor:  Good  Samari- 
tan Hospital.  Contact:  John  A.  Bruner,  M.D., 
926  E.  McDowell  Road,  Phoenix,  AZ 
85006.  Approved  for  1 required  hour  per 
session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


BI-MONTHLY  MEDICAL  EDUCATION 
SEMINAR 

Every  other  Wed.  AM  Begin  7/3/74. 
Maryvale  Samaritan  Hospital,  Phoenix,  AZ. 
Sponsor:  Medical  Staff  Maryvale  Hospital 
Contact:  Thomas  J.  Groves,  M.D.,  6037  W. 
Elm  St.,  Phoenix,  AZ  85033.  Approved  for  1 
required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


TUMOR  BOARD  CONFERENCE 
Every  Friday  at  Noon,  Kiva  Conference 
Room,  Phoenix  Memorial  Hospital.  Spon- 
sor: Phoenix  Memorial  Hospital.  Contact: 
Howard  Kimball,  M.D.,  333  West  Thomas 
Road,  Phoenix,  AZ  85013.  Approved  for 
credit  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


MONTHLY  MEDICAL  EDUCATION 
SEMINAR 

Third  Monday  of  the  Month,  6:30  p.m., 
Kiva  Conference  Room,  Phoenix  Memorial 
Hospital.  Sponsor:  Medical  Staff  of  Memor- 
ial Hospital.  Contact:  George  Scharf,  M.D., 
1201  South  7th  Avenue,  Phoenix,  AZ 
85007.  Approved  for  1 required  hour  per 
session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


MONTHLY  MEETING  OF  TUCSON 
RADIOLOGISTS 

Last  Tues.  of  Month,  Plaza  International, 
Tucson,  AZ.  Sponsor:  U of  A Medical 
Center,  Dept,  of  Radiology.  Contact:  Irwin 
M.  Freundlich,  M.D.,  Arizona  Medical  Cen- 
ter, Dept,  of  Radiology,  Tucson,  AZ  85724. 
Approved  for  2 required  hours  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


FAMILY  PRACTICE  CONFERENCE 

1st  Monday,  Monthly,  12:45  p.m.,  Scotts- 
dale Memorial  Hospital,  Scottsdale,  AZ 
Sponsor:  Medical  Staff.  Contact:  R.  C 
Good,  M.D.,  Dir.  of  Medical  Education 
7300  E.  4th  St.,  Scottsdale,  AZ.  Approved 
for  1 elective  hour  per  conference  toward 
the  ArMA  Certificate  in  Continuing  Medical 
Education. 


MORBIDITY  & MORTALITY 
CONFERENCE 

2nd  Monday,  Monthly,  12:45  p.m.,  Scotts- 
dale Memorial  Hospital,  Scottsdale,  AZ 
Sponsor:  Medical  Staff.  Contact:  R.  C 
Good,  M.D.,  Dir.  Medical  Education,  7300  E 
4th  St.,  Scottsdale,  AZ.  Approved  for  1 
elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education.  ; 


CLINICAL  PATHOLOGICAL  I 

CONFERENCE 

4th  Monday,  Monthly,  12:45  p.m.,  Scotts- 
dale Memorial  Hospital,  Scottsdale,  AZ 
Sponsor:  Medical  Staff.  Contact:  R.  Cj 
Good,  M.D.,  Director  of  Medical  Education! 
7300  E.  4th  St.,  Scottsdale,  AZ.  Approver 
for  1 elective  hour  per  conference  towarc 
the  ArMA  Certificate  in  Continuing  Medica 
Education. 


MEDICAL  GRAND  ROUNDS 

3rd  Monday,  Monthly,  12:45  p.m.,  Scotts 
dale  Memorial  Hospital,  Scottsdale,  A2l 
Sponsor:  Medical  Staff.  Contact:  R.  (■ 
Good,  M.D.,  Dir.  of  Medical  Educatior, 
7300  E.  4th  St.,  Scottsdale,  AZ.  Approve; 
for  1 elective  hour  per  conference  towarj 
the  ArMA  Certificate  in  Continuing  Medicf' 
Education.  | 

I 

I 

I 

CARDIOLOGY  CONFERENCE 

Weekly— Friday  8-9  a.m.,  St.  Mary's  Host 
pital  Auditorium,  Tucson,  AZ.  Sponsor:  S 
Mary's  Hospital.  Contact:  A.  L.  Forte,  M.D| 
St.  Mary’s  Hospital,  Tucson,  AZ  8572^1 
Approved  for  one  required  hour  toward  th ! 
ArMA  Certificate  in  Continuing  MediCcj 
Education. 


GRAND  ROUNDS 

Each  Thursday  7 a.m. -8  a.m.,  St.  Mary’ 
Hospital  and  Health  Center,  Sponso 
Depts.  of  Medicine,  Surgery,  Radiolog\j 
Pathology  and  Family  Practice.  Contac 
Richard  Silver,  M.D.,  Chairman,  Medict 
Education  and  Library  Committee,  Centur 
Medical  Plaza,  Suite  160,  1701  West  S 
Mary’s  Road,  Tucson,  AZ  85703.  Approve 
for  1 required  hour  per  round  toward  th  i 
ArMA  Certificate  in  Continuing  Medic< 
Education. 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodiiator* 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the  diabetic  patient  has  been  reported  with 


VASODILAN 

(ISOXSUPWNEHCI) 

the  compatible  vasodilator  TABLETS,  20  mg. 


•Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences- 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml 


Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular:  5 to  10  rng.d  or  2 ml.)  two  or  three  times  daily.  Intramuscular  adminis- 
tration may  be  used  initially  m severe  or  acute  conditions. 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses.  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects. 


Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea,  vomiting, 
dizziness,  abdominal  distress,  and  severe  rash.  If  rash  appears  the  drug  should  be 
discontinued. 


Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprine.  a causal  relationship  can  be  neither  confirmed  nor  refuted 
Administration  of  single  dose  of  10  mg,  intramuscularly  may  result  in  hypotension  and 
tachycardia  These  symptoms  are  more  pronounced  in  higher  doses.  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg  are  not  recommended  Repeated  adminis- 
tration of  5 to  10  mg,  intramuscularly  at  suitable  intervals  may  be  employed 
Supplied:  Tablets.  10  mg.,  bottles  of  100, 1000,  5000  and  Unit  Dose,  Tablets,  20  mg., 
bottles  of  100,  500,  100(5,  5000  and  Unit  Dose;  Injection.  10  mg,  per  2 ml.  ampul,  box  of 
six  2 ml.  ampuls,  __  1111  us  Pat  No  3,056,836 


Mea^iiMUii 


LABORATORIES 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 


OFFICERS  AM)  DIREC  TORS  — 1976  77 

Piesideni  — Kdwaid  Saucnspiel.  M D 

President-F.lec  c— JoliM  F.  Kahle,  M I)  

President — Rk  hard  L.  Dexicr.  M T)  

Secretarv— William  K Cinsp,  M D 

Treasurer— John  I Cl  vine!.  MD  

Past  President  — William  C.  Ston.  M I')  

Fdiior-in-(^hieI — John  W Kennedv.MD 

Delegate  to  AMA — .Seymour  I.  Shapiro.  M I)  

Delegate  to  AMA — Ri<  hard  Flynn.  M I)  

Delegate  to  AMA — W.  .S<  oti  Chisholm,  ji  

All  Delegate  to  AMA — Arthur  V.  Dudley.  Jr 

Ah  Delegate  to  AMA — Bruce  N Curtis.  M.D  

Alt  Delegate  to  AMA — PatrukP  Morara.MD  
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DISTRICT  DIRECTORS 


Central — James  M Hurle\ . M D 

Cientral — Wilfred  M Potter.  M.D 

Cicntral— W'allate  A Reed,  M D 

Ontral  — l^wrence  J Shapiro.  M D . . 

Oniral  — R Jack  M Zeluff.  M D 

Northeaster — Jack  I Mowrey.  M D . . . 
Northwester— Albert  Rosenblatt.  M I) 
Southwestern — Edward  R.  Curtis.  M D 
Souther — RuhardS  Armstrong.  M D . 

Southern- Vernor  F.  Lxiveil.  M.D 

.Southern — Joseph  S.  Whaley.  M D . . 
Southwestern— James  F Martin.  M D 
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MEDICAL  MXIETV  OF  THE  IMTED  STATES  AND  MEXICO 


President — Thomas  H.  Taber.  Jr..  M.D 

President-Elect — Pedro  Gortazar  Hijar.  M.D. . 

V’ice  President— .Schuyler  V'.  Hills.  M.D 

Secreiary-USA — Peter  J.  Whitney,  M.D 

Secreiary-Mexico — Felix  Torres  Herrera.  M.D. 

Treasurer-IKSA — Lucy  A.  Vernetii,  M.D 

Exec.  Sec'y.-L’SA — Mrs.  Virginia  E,  Bryant . . . 
Exec.  Sec'y. -Mexico — Sr.  Alfredo  Patron 


COMMITTEES  — 1976-77 


ARTICLES  OFTNCORPOR.ATION  AND  BYLAWS.  Charles  E Henderson. M D . 
Chairman  (Phoenix):  Philip  E.  Dew.  M.D.,  (Tucson):  Paul  B Jarrett.  M D 
(Phoenix):  William  C7Sc on. M.D  . (Tucson):  Clarence  F.^'ount.M.D.(Presc ott). 


BENEVOLENT  AND  LOAN  FLND:  Arthur  V Dudley.  M D . C:hairman. 
(Tucson):  John  Clymer.  M D..  (Tucsem):  Daniel  C-  DeB(>er,  M I)  . (Tucson): 
William  Farr.  M.D..  (Tucson):  R l^e  Foster,  M D , (PIkk’iux):  Andrew  M 
Goldner,  Ph  D . (Tucson):  Edward  J Lefebei.  M D . (Mesa):  Ciec  il  C.  \'aughn. 
Jr..  M D.,  (Phoenix);  Kail  F.  X’oldeng.  M D . (Phoenix). 

FINANCE  COMMITIFTl:  John  T.  Clymer.  M D..  Cihairman.  (Tucson),  Robert 
F.  Crawford.  M.D  (Phoenix);  Ricliard  L.  Dexter.  M D . ( Fuc  son).  HerIx’rtCr 
Frhan.  Jr  . M.D..  (Spnngerville):  John  R Green.  M D.  (Ph<K*nix);  James  1. 
Grobe.  M D.  (Phoenix).  R I McDonald.  M D.  (Flagstaff).  Ihecxlore  1. 
Mobley,  M.D  . (Phoenix);  Robert  P Purpura.  M D..  ( I uc  son):  Otto  Shill.  Jr.. 
M.D..  (Tempe);  Seymour  I Shapiro.  M D..  ( Fuc son);  C»eorge  Walla<e,  M D . 
(Scottsdale);  Cieorge  Yard.  M D *.  (Flagstaff). 

GOVERNMENTAL  SERVICES:  Wallace  A Reed.  M D . Cdiairman.  (PIkkiiix); 
John  A Ash,  MD  (Phoenix);  Allan  Beigel.  M D..  (lucson):  Donn  f. 
Duncan.  M.D..  (Tucson);  Walter  R Eidier,  M.D.  ((^handler);  .Man 
Engelbert.  M D..  (Tucson);  Lloyd  S,  Epstein.  M.D,,  (Tucson);  Ciharlcs  Raid. 
M.D,,  (Phoenix):  Louis  C.  Kossuth.  M D.,  (PhcK’iiix);  Joseph  J Likos.  M.D., 
(Phoenix);  Joseph  L.  Marcarelli.  M l)..  (Sun  Caiy);  Dermont  W.  Melick. 
M D..  (Tucson);  Arthur  D.  Nelson.  M D-.  (Scottsdale);  Helen  M Roberts. 
M D..  (Phoenix);  Marvin  (7  Schneider.  M D..  (lucson) 

GRIE\'ANCT’  COMMILIEE;  William  C7  Scott.  MD,  C^hairman.  (lucson); 
Richard  W Abbuhl.  M D..  (Phoenix);  Walter  Brazie.  Ml),  (Kingman); 
Philip  E.  Dew.  M.D..  (Tucson);  Richard  F.  H Duislx-rg.  M D . (Phoenix); 
DavieJ  E.  Glciw,  M D..  (Sierra  Vista);  John  B Jasmison.  M D . (Flagstaff); 
Ph-’lip  W Kantor.  M D . (Phoenix);  R I McDonald.  M l)..  (Flagstaff): 
A’  ert  J Ochsner.  M I),.  (Yuma);  Robert  P Purpura.  M I)  . (Tucson). 

HEALTH  MANPOWER  COMMITTEE  Louis  C.  Kossuth.  M I)  . Chairman. 
(Phoenix):  Cases  D Blitt.  M D , (Tucson);  Bruce  N.  Curtis.  M l)..  (.Safford); 
John  J Kelley.  M.D,.  (PlKK*nix):  Alexander  Keltc*r,  M.D,.  (T  ucson);  Edward  J, 
l^feber,  M l)  . (Phoenix);  Roger  A Lueck.  M D..  (Phoenix);  Marcus  NI 
Marble.  MD.  (Buckeye);  Dermont  W Melcik.  MD.  (Tucson);  John  B 
Miller.  M D..  (Phcxmix);  Andrew  W Nichols.  M D.,  (lucson);  Jamc-s  S. 
Pucelik.  M 1).,  (Yuma).  Robert  St.  John.  M I)..  (PhcK'nix),  H Stephens 
Thomas,  MD.  (PhcK’nix);  Kevin  F Waie,  DO.  (Benson);  Herlxit  I. 
Winograd.  M.D  . (Phcx’nix). 

HIS  I OR  Y AND  OBI  I CARIES  John  W Kennedy,  M I)  . C^hairman  ( Ph<K*nix ). 
Francis  J.  Bean.  M.D..  (Tucson);  Walter  Bra/ie.  M I)  . (Kingman).  (.  Bland 
Giddings.  M.D..  (Mesa):  John  R.  Cireen.  M I)..  (Phoenix);  AI>e  I.  Podolsky. 
M I)..  (Yuma);  Jay  L Sitterley,  M D . (Flagstaff) 


333  E.  Virginia,  Phoenix.  AZ  8500T 

Jusio-Sierra  #2135,  Guadalajara.  Jalisco.  Mexico 

Tucson  Medical  Center.  P.O.  Box  6607.  Tucson.  85716 

Craycroft  8c  2nd  Street.  »405.  Tucson,  AZ  8571 1 

Jusicj-Sierra  #2150.  Guadalajara,  Jalisco,  Mexico 

333  W.  Thomas  Road.  #207.  Phoenix.  AZ  85013 

333  W.  Thomas  Road.  #207.  Phcx*nix.  AZ  85013 

P.  Claussen  #101-B.  Mazatlan.  Sinaloa.  Mexico 


LEC.ISL.-\  I 1\'F  Selma  laigovnik.  M D.  (;haii)K  tson.  (PIkk  iiix);  Rich.iid  \\ 
Abbuhl.  M l)  . (PIkk-iiixI,  Il.iimson  (*  Butlei.  II.  M I)  . (PIkk  iiix)  W S<nn 
C hisholm.  M D..  ( PIkk';hx);  Sam  ( .ol.ic  his.  |i  . M I)..  i Pin k-iux  1;  Ric  haid  I. 
(xillms.  .M  I),.  (Sc  ottsdiile),  Mi(  hael  R Crevsei.  M D..  (Mes.i).  Don.ild  F 
Ciriess.  M I)  . ( I uc  son );  John  P HoIln< Hik.  M D . ( 1 uc  son );  ( »er.ild  .Mai sh.ill, 
M 1)..  { PIkk  iiix),  Rk  haid  .Me  (.ill.  D ()..  ( PhcH-mx);  (.eiald  F Me  N.illv . M I)  . 
(Prescott).  Don. lid  R Miles.  MD.  (PIkk-iiixI.  R Michael  O'Haii.i.  MD. 
(Phcx-nix);  Raiiboi  Pantovtch.  DO.  (PIkkiiix);  O Melvin  Philips.  .M  I). 
(.ScoilscLclel;  Willrc'd  NF  Pottc’i.  M I).  (Scottsdale).  P.iul  Schiuii.  M D. 
(Tucson);  Betton  Siegel,  DO  (PIkkiiix);  Jeionie  II  i.itgovnik.  M I)  . 
(PhcKMiix);  John  \'osskuklei.  .M  D..  ( F l.igstalf ).  Dennis  Weiland.  MD. 
(Sc  ottsdale) 

MAT  ERNAL  AND  (.HILDHEAI  I H CARE  William  (.  Sccti.M  D C.hamnan 
(Tucson);  Frederic  W.  B.uim.  MI)..  (lemiK-);  James  1 Blute.  III.  ,M  D , 

(Tucson);  Norman  B Blown.  MD.  (PIkkiuxi.  U'aliei  B (.heinv.  MD. 

(Ph<K*nix).  C Donald  Christian.  M D . ( I uc  son).  Warren  (.olion.  |i  .M  I)  . 
(TenifK-);  William  J R D.ulv.  NFI)  . (PIkk-iiix);  Jack  H Demlow.  M D. 
( Fucson);  C.lenn  M Fiiedman.  M D,.  (.Scottsdale).  Harlan  R Coles.  .M  D . 

(Tucson);  Raymond  J Jennett.  M D . (PIkkiiix).  Edward  KilgoiL  \1  D . 

(PhcK-nix);  Walter  K Lipp.itd  III,  M D . (PIkk-iiIx).  B<  Iton  P Nlc-vei.  M D.. 
(PhcK'iux):  Sister  Alice  Montgomery.  (PIkkiiix);  William  I Mckuc-.  MD, 
(PhcK-nix).  William  (.  Pavne.  M D .(PIkkiiix);  David  Pent.  Si  I)  .(PIkkiiix); 
Hermann  S Rhu.  Ji  . .M  D . ( 1 iicson),  Paul  A Whitmoie.  D O . (PIkk-iux). 
MEDIC. lAL  FCONOMIC.S:  RoIkii  P Puiput.i.  .M  D , Chaiiman,  (lucson). 
Richaid  S Aimsttong.  M I),.  ( I ucson).  AI1k-h  (.  As<-ndoif.  M.D  . (PIkkuix). 
(Tiestei  (,  Bennett.  M D . ( PIkk  iiix );  Avi  Ben-Oia,  M I)  . (Scoitsd.ilc  );  S.im  C 
Oilachis.  Jr  . .M  D..  (PIick'iux);  C.harles  F Dalton.  .M  D . (PIkk  iiix);  C»eoige  I. 
Hoffmann.  Ml)..  (Mesa);  Frederick  U'  Jensen.  Ml)..  (PhcK*nix);  John  F 
Kahle.  M D , (Flagstaff);  Howaid  N Kandc  ll.  M D . (PIkkiiix);  Paiiick  P 
Moraca.  M I)  . (Ph(K*nix);  Richard  W Swit/ei,  M D . ( lucson);  Maitin  L 
Welch.  M D.(  Fucson).  Burton  E Weissman,  M I)  . (PIkk  iiix);  Reginald  1 M 
ZcTuff,  M I)  . (PhcK'inx). 

MF  DIC.AL  EDI  '('.A  I ION  RoIk  ii  F T Stark.  M I)  . Chairman.  (PIkk  iiix):  lames 
E Brady.  M D.  (Tucson):  Daniel  B C-irroll,  M D.  (PhcK-nix);  Melvin  1. 
Cx)hen,  M D . (PIkk  iiix);  C.eorge  I)  Cxunerc  i.  M I)  . ( Fuc  son ).  Dav  id  I C.iosbv . 
M I)  . (PhcKiiix);  Kenneth  A Diegseth,  M D .(Siena  \Tsia);  Francis  I Flocni. 
M I)  . (PhcK'nix);  Hatrv  W Hale.  Ji  . M D . (PhcKiiix);  RoIk-h  F H.istmgs. 
M.D..  (Tucson);  John  W Heaton.  M D . (PIkk-iux);  M Wavne  Heine.  M D . 
(Fucson);  Howaid  N.  Kandell,  Ml),.  (PIukmux).  jack  M Lavion.  Ml).. 
(Tucson);  .\llKri  Rn/oli.  MD.  (Fucson);  William  F Sheelev.  Md! 
(PhcK-nix).  John  J.  Standifer.  M I)..  (Kingman);  Uiwience  / Stein.  MD.! 
(Tucson);  David  C:  H Sun.  M D..  (PIkkiiix);  Ashton  B lavloi.  MI). 
(PhcK-nix);  Clharles  A T rahern.  M D . (Prescott);  .AIlKit  C.  Wagnei.  M I)  . 
(PhcK-nix). 

OC.CITA  IIONAL  HF  A1  I II  Joseph  M Hughes.  Ml)  . Cihaitman  (PIkkiiix); 
Flovd  K Bel  k.  M.D  . ( 1 uc  son ).  Ric  haid  Besseiman,  MI)..  (PIkk-iiix);  Fail  M 
Best.  .M  D , (PhcKMitx);  Sheldon  Davidson.  MD.  (PIkkiiix);  Walter  \' 
F.dwards.  M I)  . (Phoc-nix);  Eugene  C C.ibbs.  M D..  (Su|Krioi).  Ro1k-i(  B 
Leonard.  M I)..  (PIkk-iiix);  C;hailes  H Nelson.  M I)..  (Fucson);  Fiottati  R 
Ralx',  M D . (Scottsdale);  F ugene  J Rvan.  M D . (.Scotisd.ile);  M.nei  1 uc  hlei. 
M D . (PhcKiiix);  Willis  \ WaiiK  i.  M I)  . (PIkkiiix) 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO 
THE  CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF 
ANY  MEMBER  OF  THE  BOARD  OF  DIRECTORS. 


AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PM^SK.IAN  Rh  MABll  1 1 A I l()N  Kuhard  !•  H OuisberK.  M O . C^hairnun 
(PhiK-nix).  Olio  I Brndhriin.  M I)..  (Phoenix),  William  K Bishop.  Ml).. 
((.IoIk  ).  John  1 (Jvmei,  M D . ( I utson);  Kvetci  W C/erny.  M I)  .(l  u(son). 
Donald  I.  Damstra.  MI).  (Ph<K*mx).  Weslev  F Green,  Ml).  (Ha^staff), 
I .anieiue  M l.inkn<‘r . M I),.  (Plux  nix);  Siephen  C.  S<  heilx-i,  M I)..  ( I u<  son). 
Waliei  B lomlinson.  MI),  (Fon  Hauduua);  Kail  F Volden^.  MI). 
(Ph(K’nix).  Kleanof  A V\'askow.  M I).,  (PIuktiix). 

PROM-SSIONAI.  GOMMini-h  Joseph  W llanss.  Jr,  MI).  (;hairman 
(Ph(K-nix).  Paul  M Bindelgas.  M I).  (Phix'iiix);  Paul  B BorK«s(jn.  M I). 
(Phixnix).  John  A Bruner.  MI).  (Phoenix),  I.  Philip  (.aner,  MI).. 
(Phm-nix).  ,\lan  I.  (fordon.  ,M  I)  . (Ph<x*mxl.  James  1.  Ciiolx-.  MI). 
(Pliornix),  James  M Huile\,  MI).  (Phrx'nix),  Helen  Johnson.  MI), 
(liuson).  James  Ci  I.awsfm.  M I)  . (Plux-nix).  I,aurriue  M 1 mkner.  M I)  . 
(Pluxtnx).  Joseph  Reno.  MI).  (KlaKsiaff).  I>)nald  F Sihallri.  MI). 
(Plux'nix),  C»eotK<*  A S|xiullo\e.  MI).  (Phrx-nix).  Neil  ()  V\ard.  MI). 
(Plux-inx) 

PI  BI.K  RMAIIONS  Charles  H Fumes.  MI).  Chairman.  (PIkh-iiix),  W 
Dasid  Bril  Asher.  MI),  (lurson).  James  R (.allison.  MI),  (Phixinx), 
VNilliam  (•  (ihalicT.  Ml).  (Phrx'iiix).  Ronald  1.  C.hnst,  MI).  (N’uma). 
Jiilien  I)e\'nes.  iPlux-nix);  Fherxloie  C.  I)<Klenhof(.  M I)  . (Plux'iiix);  Merlm 
K DiiVal.  MI),  (liKson),  Ira  B Fhrluh,  MI).,  (Phixnix).  Fduaid  B 
(^rothaiis.  Ml)  , (Sieira  \'isia).  C»ennaro  (.  I.uosaii.  M I)  . (Phrx-nix).  Mrs. 
Nikki  Men/.  (Ph«x-nix).  Morion  S.  Ihomas.  MI).  ( Wu  kenlx-r^);  Alan 
Vudell,  M I)..  (Phrxinx) 

PI  BMSMINC.  (X)MMI  TIFF  John  Keimeds.  M I)  . Chairman.  {Ph.xnix); 
Waller  V F.dwaids.  M I)  . (Plnx-mx).  Warren  F (»orman,  M I)..  (Stoiisdale); 
(ieruld  Ka[)lan.  M D . (Ph(X'iiix);  (teorRe  I^asinu  k.  M I)  . (Sun  (aiy).  William 
B M(  (.rath,  M I)  . (Plux-nix  I.  Sianles  H Nordmo,  M I)  , (Phix  nix);  Mk  hael 
M Shreilxr.  Ml)  . (lurson).  Murray  S|x)inii/.  M I)  , (Plnx-nix),  Donald  J 
Zir'hin.  M D . (Phrx*nix). 

S(  IF  N'  I II  1( . .\SSF  MBI  \ Corns  S I an.  Ml)  ( ihaiiman.  ( Pluxiuxl,  Merrill 
M .Mxshaus.  M D..  (FlaKstall).  Suiesh  (.  .Anand.  M I)  , (Phixinx).  Floyd 
K Brrk.  .M  D , (lurson, •.  Ihomas  F Bmkri,  .M  D . (Plnx-nixi.  U Sroii 
( Jiisholrn,  MI)  . ( Pin  X nix  I.  ( reorgr*  D (^nneri  i.  M I)  . { I ur  son ).  Bos  den  I. 
(.rourli.  MI).  (Phrxinx).  Olio  (.amharona,  MI).  (lurson).  Jerrmie 
(.erenriasv , .M  D . (Mes.i  i;  I .atirenr  e M I laas.  M D . ( I ur  son);  I irnolhy  R. 
Haiiingitm.  M 1)  . (F^hrx  rnx).  (lliKoid  J Harris.  Jr  . ( 1 ur  st)n);  I hrmias  S. 
Harilev.  Ml)..  (Phrxinx);  Wavne  M Urine.  MI)..  (lurson);  Ihomas  S. 
Heiirs.  MI)..  (Flassiall);  Siuaii  I Holi/rnan,  Ml).  (lurson);  Flirii  N 
Ha uiana.  M I)  . {(»lend.ilr  );  James  ,M  Hur lr  \ . .M  I)  . ( Phrx  inx);  John  F Fuile. 
Ml).  ( F l.ii<sia[[ ).  Fu.nerie  Ceil)sr»hn.  M D . (Phrx-nix);  Philip  la’w.  .M  D. 
(Phrx-inx);  Peiei  Mao.  M I).,  (Plnxinx);  William  S.  .Ne\in.  M I)..  ( l ursrni). 
Neopilo  Rohlrs.  .MI).  (lursrHil.  .Mai\in  (.  Srhruidei.  Ml)..  (Phrxinx): 
Kuhard  A SiKer.  .M  D . ( I urson).  Dmialtl  P S|xri.  M I)  . ( rursr)ii);  Wilhui 
(..  \r>ss.  M I)..  ( lursr)n);  Don.ikl  ) /.uhrn.  M I)  . (Plux-nix). 
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,\PACHF:  Krrixri  D Marlin.  M I)  . President,  Professional  Pla/a  Building. 
Pineirrp.  X/  8')9.Sf);  Johannes  J Heynekamp.  M D . Sery..  While  Mouniain 
Communiiv  Hospital.  Sptingerville.  A/  85938. 

(.(HIHSF:  Prriio  Mrna.  .Ml).  Pres.,  (.oppei  Quern  Hospital. 

Bishee..V/.  8h.503. 

CiOCONINO  C.  Ileilxri  Firdell.  M I)  . Pies  . 120  W Fine  Smri.  Flagstafl.  \/ 
HtiOOl;  Muiia\  Felrlstein.  M I)  , Sr-rs..  900  N.  San  Franrisro.  Flagsiall.  .\/. 
HhOOl. 

Cill.A  B I.  (x>llr)j>\.  M D . President/  Miami  Inspiratirrn  Clinu.  Miami.  .AZ 
85539;'David  B.  Ciillxii.  Ml)  . Sery..  Box  1030.  Payson.  A/  85541 

C.RAHAM  I-iurerue  R Mansur.  M l)  . President  k Sery..  2016  W I6th  Sir.. 
Safford,  .A/  85.546. 

C^RFFNCFF  Rolx-rl  Horan.  M,D  . President.  Mr>renti  FCospital.  Moremi. 
A/ 85540;  Cyle  H Brrsea.  M D..  Sery..  Mrirerui  Htrspilal.  Mrjreiui.  .A/ 85540 

MARICOPA:  Neil  O Ward.  M l).  Piesirieni;  Kuhard  Cr>lhns.  .M  I).  Srtreiarv 
(2025  N.  (k-mial  A\e,.  Plux-nix.  A/  8.'>(K)4.  Sruieis  ollire  arldiess). 

MOH.WF.:  Rohr-n  A.  Butler.  M l)  . Pies..  Box  1923.  Cake  Havasu  Catv.  A/86103; 
M.iigot  (-.  Sr)hr\.  M I),.  Serv,.  PO  Box  1125.  Cike  H.ivasu  City.  A/  86103. 

N-WAJO  Harrv  S Betkwiih.  M 1)  , President.  F:ast  2nd  & Cxrlorado  Avenue. 
Winslrm-.  .AZ  8M)47;  Iherxloie  C.  Colhman.  .Sery..  1401  W Florida.  HoC 
hrrxik.  .AZ  86025 

PIMA  Rir  hart!  Dale,  M l)  . President;  John  W.  Magee.  Jr  . M l)..  (2555  F Adams 
St..  lurson.  .AZ  857H).  .Srxieiv  Ollire  Arltiiess. 

PINAI  Hugh  A Rithmond.  M l),.  Pres  . 708  N,  Irekill  Rd..  Casa  (.ramie.  .AZ 
85222;  (.len  C Walkr  r.  M.D  . Srrv.  291  W Wilvrn  .\ve  . (xxilulge.  .AZ  85228. 


.SANI  A ('.Rl’Z:  Flnrique  Suar?.  M D..  President.  711  Mrrrley  Avenue.  Nogales. 
.AZ  85621;  (Charles  S.  Smith,  M.D,,  Secy.,  Brrx  1382.  Nogales.  AZ  85621. 

V.A\',APAI:  William  F.dmoiuis.  M I)  . Pres..  l(KK)  Willrjw  Creek.  Piesroii.  .AZ 
86301;  Kr-nneth  .Arrher.  M.D,  .Sery.,  1003  Division  St  . Presrrrit,  .AZ  8()3()l. 

Yl'MA  W'ilham  Huitgen.  M D . President,  423  W.  8th  St..  A'uma.  .A7  85364; 
J Frank  Martin.  M I)..  Secy..  1150  W,  24ih  St..  Yuma.  AZ  85364, 
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IS  1 \ U.F  PRFSIDF  N 1 Mrs  James  Parsons((  jiolvn) 
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IRF.ASCRFK  MisRolxitF  Hant  (x  k ( F Iveta) 
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16I5N  .A/ier , F lagstall  8t»00l 

DIRFCIOR  1976-1977  Mrs  Hovsaid  Kimhall  t F lla) 
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DIRFCIOR  1975-1977  Mrs  Allxri  Wagiui  (Helen) 
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86th 
ANNUAL 
MEETING 

Hyatt 
Regency 
Phoenix 

April  26-30,1977 


AUXILIARY  TO  THE  ARIZONA  MEDICAL  ASSOCIATION 
CREATIVE  MOMENTS  77 
(Arts  and  Crafts  Show) 

REGISTRATION  FORM 


I would  like  to  enter  the  following  items  in  the  CREATIVE  MOMENTS  77  Show  to  be  held 
April  27-29,  1977  at  the  Hyatt  Regency  in  Phoenix. 

ENTRIES  ARE  LIMITED  TO  THREE  PER  PERSON  (Adult  ...  18  plus  years) 

TV;0  PER  PERSON  (Child  ...  17  years  and  under) 


Describe  in  detail: 

Size 

Exhibited 
Professiona  My 

Own 

Design 

Kit 

Age 

of 

Child 

Adull 

- - 1 

I agree  to  deliver  the  items,  ready  for  display,  to  the  Hyatt  Regency  Hotel  (Grand  Ball- 
room) Phoenix  on  Tuesday,  Apri I 26th,  between  11:  00  A. M.  and  4:00  P.M. 


I agree  to  pick  up  the  above  items  between  9:  30  A.M  . and  1 1:  30  A .M  . on  Friday,  April 
1977. 

NAME: ^PHONE  

ADDRESS 


For  further  information  contact:  Mrs.  Robert  W.  Brazie 

Send  this  completed  form  to:  7434  North  Sixty  Second  Street 

Paradise  Val  ley , Arizona  85253 
Phone  948-2634 

1 


,ONA  MEDICAL 
Miom,  IMC. 
I*  ifKewM  include; 

I WtOTECTKX 
k FO«  WIVES 
bvERHEAO  EXPENSE 
I PTOGRAM 
liTW  PLAN 


•esl  Include 
itection 
I WIVES 

^EAO  EXPENSE 
fcSEMENT 
ft  RAM 


ss««» 


Quality  protection 

ssociation  approved  & recommended 

1 . These  6 plans  were  especially  created  for  the  medical  profession 
under  the  auspices  of  The  Arizona  Medical  Association  as  a unique 
membership  service.  Approved  by  the  Medical  Economics 
Committee. 

2.  In  addition  to  excellence  of  coverage  there  is  supervision  and 
control  by  your  Association. 

3.  In  many  instances ...  a substantial  saving  in 
required  premiums. 

4.  Inquiries  may  be  directed  to  the  Association 
office  or  to  the  licensed  resident  agents. 

Lasher-Cowie  Insurance  Agency  Ronald  Deitrich 
1807  N.  Central  Ave.  7840  E.  Broadway  #219 

Phoenix,  AZ  85004  p O.  Box  18197 

Tucson,  Az.  85731 
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• Because  it  is  a highly  competitive  life  insurance  plan  providing  max- 
imum protection  for  minimum  dollar  outlay. 

• Because  it  is  renewable  or  convertible  in  total  or  in  part  to  whole  life 
insurance  on  each  anniversary  date. 

• Because  if  you  should  become  totally  disabled  and  have  the  waiver  of 
premium  option,  the  policy  automatically  converts  to  a cash  value  — 
building  whole  life  plan  and  you  pay  no  premiums  as  long  as  you  are  so 
disabled. 

• Because  HBA  Life  is  a long-established  local  company  working  closely 
with  the  medical  profession.  You  are  assured  of  fast,  fair  treatment  of 
your  life  and  health  insurance  needs. 

The  chart  will  show  representative  premiums  for  males  of  our  Annual 
Renewable  and  Convertible  Term  at  some  various  ages. 

Comparison  with  other  companies  is  invited. 


Sample  Rates  for  a $100,  ()()().  00  Poliey 


Age 

Annual  Premium 

Age 

Annual  Premium 

30 

$227.00 

45 

$ 540.00 

35 

264.00 

50 

828.00 

40 

363.00 

55 

1,282.00 

If  you  would  like  more  information,  we  will  be  glad  to  send  it  to  you. 
Please  phone  us  at  the  number  below. 


133V  N.  FIRST  ST.  (P.  O.  BOX  12Y2),  PHOENIX,  AZ  85001  (602)  258-4885 


We’U 


make  yotxr  billing 
push-button  simpfe. 


With  our  Accounts  Management  System, 
you  record  daily  charges  and  payments  by  calling 
our  computer  on  a touch-tone  office  phone.  The 
System’s  talking  computer  does  the  rest. 

Our  computer  actually  instructs  you  verbally, 
step-by-step,  to  record  charge  and  payment  trans- 
actions. When  you’re  finished  recording  daily 
activity,  it  reads  back  your  total  balance.  Double- 
checking. Instant  verification. 

Then,  on  your  monthly  cut-off  date,  the  com- 
puter tackles  all  your  receivables  paperwork. 

We  go  out  of  our  way  for  you. 


It  automatically  prints,  stuffs  and  mails  your 
customer  statements.  And  we  promptly  send  you 
the  duplicates,  an  age-analysis  recap  and  a monthly 
activity  report. 

For  any  office  averaging  more  than  150  state- 
ments a month,  the  Valley  Bank  Accounts  Manage- 
ment System  is  a much  simpler,  more  sensible  way 
to  do  the  billing. 

We  can  tell  you  all  about  it  in  just  a few 
minutes.  Call  today.  In  Phoenix,  the  number  is 
261-1666.  In  Tucson,  792-7370. 


\klley  Natioucil  Bank 

Member  FDIC 
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MODERN  COMMUNICATIONS 

FOR  DOCTORS  ON  THE  GO... 


BEEPERS 

Whether  you  are  at  the  Hospital,  home, 
driving  your  car  or  a golf  ball  — our  Beepers 
will  signal  you  anywhere  in  the  valley. 
Choose  from  4 different  types  of  Beepers. 
We  offer  a signal  W/ Memory,  W/ Voice  — 
Vibrating  and  Dual  Signal  (Two  signals  with 
different  sounds).  You'll  never  miss  an  im- 
portant call! 


CAR 

TELEPHONES 

How  much  time  would  be  saved  if  you  could 
make  calls  from  the  privacy  of  your  car? 
There  is  no  need  to  stop,  park,  find  a pay 
phone  and  wait  to  use  it.  Our  automatic 
"Direct  Dial”  telephone  is  always  on  the 
alert,  because  we  will  take  messages  for 
you  when  you  are  out  of  your  vehicle.  It's 
a valuable  business  tool  that  allows  you  to 
phone  or  be  phoned  anywhere  in  the  valley. 


ANSWERING 

SERVICE 


If  your  office  phone  is  occasionally  un- 
attended ...  you  could  use  our  28  year  old 
Answering  Service  advantageously.  We  main- 
tain a staff  of  courteous,  efficient  operators; 
who  specialize  in  answering  professional 
business  phones.  We  take  your  messages 
and  generally  act  as  your  personal  telephone 
secretary,  while  you  are  away  from  your 
office.  Many  doctors  are  using  our  service 
now! 


For  more  Information  — Call . . . 

257-1577 

GENERAL  COMMUNICATIONS  SERVICE,  INC. 

"OUR  BUSINESS  KEEPS  YOU  IN  TOUCH  WITH  YOURS" 


Infectious  Disease  Seminar 

Saturday,  March  26, 1977 
8 AM  - 5 PM 

Memorial  Union 
Arizona  State  University 
Tempe,  Arizona 

Sponsored  by 

Desert  Samaritan  Hospital  £t  Health  Center 

With  The  Cooperation  Of 

Department  of  Microbiology,  ASU 
Approved  for 

6 hours  CME  (Category  I)  Credit 
Registration  and  Luncheon:  $15 

Mail  to: 

Medical  Staff  Services 

Desert  Samaritan  Hospital  Health  Center 
1400  S.  Dobson  Road 
Mesa,  Arizona  85202  (834-1411) 
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lHe4icat  CeHtet  OC-^a^  antf  Clinical  tahnnatPHf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


a STPucTureD  procraivi 

For  THE  pariENT 


Every  detail  for  the 

patient's  well-being 

camelback  hospital 

is  carefully  planned 

X 

5055  north  thirty-fourth  street 

and  evaluated  in 

o 

phoenix,  arizona  85018 

conjunction  with 

his  personal  physician 

A NON-PROFIT  COMMUNITY  PSYCHIATRIC  HOSPITAL 

you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


it  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  plaques — Ready  to  hong 
No  gloss  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  ore  manufactured  locally. 


7331  EAST  FIRST  AVENUE* 
SCOTTSDALE.  ARIZONA  IS35I  • 
(603)  94S-933R 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882 ■ 6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowlar,  B.A. 

Matthew  W.  Lightowlar 

P.O.B.  44,  Cortaro,  Ariz. 


Emergency  — our  business 

Air  Evac  — serving  all  Arizonans  — 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 

(602)  254-7150 


A/R  EVAC 


Samaritan  Health  Service 

Phoenix,  Arizona 


222  march  1977  • XXXIV  • 3 


COLLECTIONS 
AREAPAIN 
IN  THE  ASSETS. 


This  in  mind,  United  Acceptance  Corporation  was 
started  in  1973  with  one  goal  . . . build  the  best 
collection  and  billing  service  possible. 

Since  then  we’ve  grown  to  be  one  of  the  largest 
and  most  successful  services  around. 

Our  key  to  success,  naturally,  our  creative  ap- 
proach to  collections. 

UAC  clients  consist  of  large  and  small  businesses. 
So,  if  you’re  having  the  kind  of  pain  that  goes  along 
with  most  businesses,  give  us  a call.  Ask  for  Norm 
Hagan  — 

(602)  968-7967 


1 


UNITED  ACCEPTANCE  CORPORATION 


1228  N.  Scottsdale  Rd.  , Tempe,  Az.  85281 


“A 


licensed  and  bonded  collection  agency” 


■ r3te33=0=CE=£S=CEa'=|J 

a 

II 


ARMA  86TH  ANNUAL  MEETING 


You  are  cordially  invited  to  attend  the 
1977  annual  meeting  of  the  Arizona 
Medical  Association  • April  26-30,  1977 
at  the  Hyatt  Regency  Phoenix  • Pre- 
Registration  is  urged  and  most  desirable. 


On  Thursday  and  Friday  April  28  & 29,  there  will 
be  fifty-eight  different  scientific  presentations 
from  which  to  choose.  There  will  be  many 
scientific  exhibits  also.  The  scientific  program  is 
approved  to  14  1/2  required  hours  toward  the 
Arizona  Medical  Association’s  Certificate  in 
Continuing  Medical  Education. 


George  G. 
Saravia,  MD 


i < 

) 


Camelback  Professional  Building 
505]  N.  34fh  STREET 
PHOENIX,  ARIZONA  85018 
(602)  955-6200 


general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 
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Pharmacy  Directory 


FREE  RADIO  EQUIPPED  DELIVERY 

*^cottsJale  call 

Lute's  Scottsdale  Pharmacy 


FOR  PRESCRIPTIONS 

3904  N.  Scottsdale  Rd.  945-8420  - 945-8429^ 
Next  to  the  1st  National  Bank 
Open  'til  8 p.m.  daily  — 6 p.m.  Saturdays  and  Sundays 


IF  BUSY  CALL  252-1 S7) 

Sute  f920'* 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  STOIC 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


Classified 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M Barrasso,  R.  N,,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  327-7471 


At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


LABORATORY 
EQUIPMENT  REPAIRS 
264-1109 

1832  E.  Hazel wooc 
Ron  Vander  Ark  Phoenix,  Arizona  8501 6 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


Medical 

Transcription 


MULLEN  MEDICAL  SERVICE,  INC. 

4446  North  36th  Street 
Phoenix,  Arizona  85018 

Telephone  (602)  955-0763 
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NEW  CONCEPT  MEDICAL  SUITES 

Mew  Medical  Suites  currently  available  in  con- 
:emporary,  centrally  located  professional  building. 
Each  suite  is  architecturally  designed  and  con- 
structed according  to  individual  requirements  at  no 
3xpense  to  prospective  tenant.  Utilities,  6 day 
anitorial  service,  elevator  & covered  parking  all 
ncluded.  For  further  information,  contact  Dan 
Wilbur  at  S.  J.  Dru  Development  Company,  240  W. 
Osborn  Rd.,  Ste,  207,  Phoenix.  (602)  264-9701. 


FOR  RENT  OR  LEASE 

rwo  Suites  at  744  and  750  N.  Country  Club  Road  in 
Fucson  for  rent  or  lease  on  very  reasonable  terms. 
Sround  floor  with  ample  parking.  (602)  795-5661. 


FOR  LEASE 

n Tucson  Medical  Park,  Block  I,  approximately 
1700  square  foot  medical  suite  directly  across 
street  from  maternity  entrance  of  Tucson  Medical 
Senter.  Four  exam  rooms  with  sinks  and  cabinets, 
:wo  doctors  offices,  two  baths,  (one  with  shower), 
ample  business  office  space  and  nurses  station, 
arge  waiting  room,  abundant  storage  and  parking. 
Will  remodel  to  suit  tenant.  Competitive  rates, 
mmediate  occupancy.  Call  795-9282. 


SUB-LET  OFFICE 

1122  N.  Craycroft  Road,  Tucson,  1/2  block  from 
fucson  Medical  Center,  800  Square  Feet;  2+  years 
emaining  on  lease;  Reasonable  rent.  Call  886- 
1291.  


DOCTOR’S  OFFICE  BUILDING  FOR  LEASE 

?,165  sq.  ft.;  excellent  location  and  parking  on 
Morth  Central.  Ideal  location  for  family  physician. 
Ferms  neg.  — 718  E.  Bethany  Home  Road.  Call  944- 
f337. 


IMMEDIATE  NEED 

For  Primary  Care  Physicians,  Internists,  Nurses, 
Pediatricians  and  Psychiatrists  in  the  Air  Force. 
For  more  information,  call  local  or  collect  to: 
(602)  261-4971.  Air  Force  ....  a great  way  of  life 


POSITION  AVAILABLE 

Primary  Care  Group  runs  feestanding  ER  with 
$155,584  yearly  salaries.  900  monthly  visits  now.  As 
volume  grows,  salaries  grow.  Total  practice  volume 
$600,000  yearly.  Seeking  four  board  certified  ER  or 
family  practice  doctors  for  July  1st  to  buy  into 
practice  and  run  ER  and  share  other  practice 
responsibilities.  A unique  opportunity  in  rapidly 
growing,  warm  Northwest  Phoenix,  Arizona.  Reply 
Bob  Williams,  Mgr.  Multicare  Physicians,  LTD, 
2525  W.  Greenway  Rd.,  Phoenix,  AZ  85013.  Phone 
(602)  993-1200. 


FLAGSTAFF 

1,000  square  foot  suite  available  in  new,  all  medical 
building  near  hospital.  Call  (602)  774-1888. 


FOR  SALE 

Two  large  Castle  operating  room  lights.  2 circuit  — 
5 lamp.  One  year  old.  $1500.00  each  or  $2500.00  for 
both  Call  949-8362  (day)  or  945-4077  (night). 


ARIZONA  MEDICINE  225 
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10-day  Bactrim  therapy 
outperforms  10-day 
ampieillin  therapy 





^y~S/2>. 


In  a multicenter,  double-blind  study  of  patients  with 
chronic  or  frequently  recurrent  urinary  tract  infection, 
Bactfinn  1 0-day  therapy  outperformed  ampieillin 
10-day  therapy  by  27.2%,  when  comparing  patients 
who  maintained  clear  cultures  for  eight  weeks. 
Criterion  for  “clear  culture”  was  1000  or  fewer  organ- 
isms/ml of  urine. 

While  adverse  reactions  noted  in  this  study  were 
mild  (e.g.,  vomiting,  nausea,  rash),  more  serious  reac- 
tions can  occur  with  these  drugs.  See  manufacturer's 
product  information  for  complete  listing.  Maintain 
adequate  fluid  intake;  perform  frequent  CBC's  and 
urinalyses  with  microscopic  examination. 

Note:  Bactrim  tablets  were  used  in  these  clinical  trials.  Bioequiv- 
alency studies  show  one  Bactrim  DS  double  strength  tablet  is 
equivalent  to  two  Bactrim  tablets. 


Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

Double  Strength  tablets 
Just  1 tablet  B.I.D 


Bactrim 


riC.l;, 


(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 


2 tablets  BID 


For  chronic  or  frequently  reeurrent  eystitis 
and  pyelonephritis  due  to  suseeptible  organisms. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nephritis or  pyelitis  due  to  susceptible  strains  of  E.  coli,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
morgana. 

NOTE:Jhe  increasing  frequency  of  resistant  organisms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  {Federal 
Register,  37:20527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A laboratory  report  of  "Susceptible  to  tri- 
methoprim-sulfamethoxazole” indicatesan  infection  likely  to  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  “Intermedi- 
ate susceptibility”  also  indicates  a likely  response.  “Resistant”  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency, hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy, maintain  adequate  fluid  intake  and  perform  frequent  urinalyses, 
with  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  reactions:  Erythema 


multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
junctival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomati- 
tis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  cer- 
tain chemical  similarities  to  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyce- 
mia in  patients;  cross-sensitivity  with  these  agents  may  exist.  In 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  children  under  12.  Usual  adult  dos- 
age: 1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  10-14  days. 


For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1 DS  tablet  (double  strength), 

2 tablets  (single  strength) 

or  4 teasp.  (20  ml)  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tri- 
methoprim and  800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose® 
packages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  40,  available  singly  and  in 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva- 
lent of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fruit- 
licorice  flavored  — bottles  of  16oz  (1  pint). 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 


In  a multicenter  studv' of  patients  wid  library,  acquisitions  div. 

* ^ U.  OF  CALIF.  S.F. 

SAN  FRANCISCO,  CA  94M3 

Bactnn 

effective  i..... 

keeping  patients 
infection-free  for  8 weeks! 


0 10  20  30  40  50  60  70  80  90  100% 


Bactrim-70.5%  of  78  patients  infection-free  at  8 weeks. 


0 10  20  30  40  50  60  70  80  90  100% 


ampicillin-55.4%  of  74  patients  infection-free  at  8 weeks. 

‘This  percentage  is  arrived  at  by  the  statistical  method  of  dividing  the  difference  between 
Bactrim  and  ampicillin  results  (15.1  %)  by  the  percent  of  ampicillin  results  (55.4%). 

tData  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


BactrimDS 

(1 60  mg  trimethoprim  and  800  mg  sulfamethoxazole) 


Please  see  summary  of  product  information  on  preceding  page. 


Double  Strength  tablets 
Just  1 tablet  B.LD, 

Note:  Bactrim  tablets  were  used  in  these  clinical  trials. 
Bioequivalency  studies  show  one  Bactrim  DS  double  strength 
tablet  is  equivalent  to  two  Bactrim  tablets. 


A character 

all  its  own. 

Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3 -hydroxy diazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains;  you  get  a certain 
kind  of  patient  response  with  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 

Valium*(s? 

(diazepam)^ 

2-mg,  5-mg,10  mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors; psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  ad|unctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy; spasticity  caused  by  upper  motor  neuron  dis- 
orders. athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication,  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence 

Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed;  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 
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MUTUAL  INSURANCE  COMPANY  OF  ARIZONA 

5320  North  Sixteenth  Street/Suite  106/Phoenix,  Arizona  85016 


MICA  is  your  Association’s  response  to  th.e  availability  and 
affordability  of  malpractice  insurance  for  Arizona  physicians. 

For  personalized  information,  call  or  write: 

Phoenix  area  - 248-9183 

Tucson  & Yuma  areas  - Ask  operator  for  Enterprise  269 
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THEREARE4 
> LOTOFPEOPLE 
GETTING  BETWEEN 
VOUANDVOUR 
MTIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
dnds  of  scrutiny.  Your  control  over  patient  therapy  is 
jeing  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

DrU^  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
lon-generic  prescriptions  be  filled  with  the  precise  pred- 
icts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
nacist  in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
aken  place  against  a background  of  growing  evidence 
hat  purportedly  equivalent  drug  products  may  be  in- 
rquivalent,  since  neither  present  drug  standards  nor  their 
;nforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
las  not  enforced  the  same  standards  for  hundreds  of 
‘follow-on”  products  that  it  had  applied  to  the  original 
SJDA  approvals.  Thus  physician  control  over  patient 
herapy  is  being  eroded  with  a risk  that  patients  may  be 
jxposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
)f  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
i Federal  regulation  designed  to  cut  the  Government’s 
Irug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
VIedicare  and  Medicaid  patients.  Unless  thejirescriber 
:ertifies  on  the  prescription  that  a jiarticular  product  is 
■nedically  necessary,  the  Government  intends  to  pay  only 
or  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


nil 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


Think  you  know  all  about 
asthma? 


Then  you  should  know  all  about  TEDRAL. 

It  provides  — 

□ rapid  symptomatic  relief,  as  well  as  prophylaxis 

□ /^-ADRENERGIC  ACTION  THAT  RELAXES  BRONCHIA] 
SMOOTH  MUSCLE 

□ a-ADRENERGIC  ACTION  THAT  REDUCES  BRONCHIA! 
EDEMA  AND  SECRETIONS 

□ synergistic  action  of  ephedrine  and  theophylline  for  effective 
and  prolonged  bronchodilation 

□ dosage  forms  to  meet  individual  patient  needs 


For  asthma  management... 


Each  tablet  contains  130  mg 
theophylline,  24  mg  ephedrine 
hydrochloride,  and  8 mg 
phenobarbital. 


Each  tablet  contains  1 80  mg  anhydrous  theophylline 
(90  mg  in  the  immediate  release  layer  and  90  mg  in 
the  sustained  release  layer),  48  mg  ephedrine 


Each  5 ml  teaspoonful  contains  32.5  mg 
theophylline,  6 mg  ephedrine  HCI,  and  2 mg 
phenobarbital;  the  alcohol  content  is  1 5%. 


hydrochloride  (1 6 mg  in  the  immediate  release  layer 
and  32  mg  in  the  sustained  release  layer),  and  25  mg 
phenobarbital  in  the  immediate  release  layer 


SUSTAINED  ACTION 


WARNER/CHILCOTT 


Division,  Warner-Lannbert  Company 
Morris  Plains,  New  Jersey  07950  t-gp-74-I 
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TKDRAL® 

TKDRAL®  SA  Sustained  Action 
TEDRAL®  Elixir 

CAUTION:  F'ederal  law  prohibits  dispens- 
ing Tcdral  SA  without  prescription. 
Description.  Tedral : each  tablet  contains 
1.30  ni(r  theophylline,  24  nip  ephedrine  hy- 
drochloride, and  8 mp:  phenobarbital. 

Tedral  SA:  each  tablet  contains  180  nifr 
anhydrous  theophylline  (00  niir  in  the  im- 
mediate release  layer  and  00  mfr  in  the 
sustained  release  layer);  48  m^  ephed- 
rine hydrochloride  (10  mpr  in  the  imme- 
diate release  layer  and  32  mp  in  the  sus- 
tained release  layer);  25  mp  phenobarbital 
in  the  immediate  release  layer. 

Tedral  Elixir:  each  5 ml  teaspoonful  con- 
tains 32..5  mp  theophylline,  0 mp  ephed- 
rine hydrochloride,  and  2 mp  phenobar- 
hital;  the  alcohol  content  is  157<. 

Indications. Tedral,  Tedral  SA,  and  Tedral 
Elixir  are  indicated  for  the  symptomatic 
relief  of  bronchial  asthma,  asthmatic  bron- 
chitis, and  other  bronchospastic  disorders. 
They  may  also  be  used  propbylactically  to 
abort  or  minimize  asthmatic  attacks  and 
are  of  value  in  manapinp  occasional,  sea- 
sonal or  perennial  asthma. 

Tedral  SA  (Sustained  Action)  offers  the 
convenience  of  b.i.d.  dosape. 

Tedral  Elixir  is  convenient  for  persons 
who  may  have  difficulty  in  swallowinp 
tablets. 

Tbese  Tedral  formulations  are  adjuncts 
in  the  total  manapement  of  the  asthmatic 
patient.  Acute  or  severe  asthmatic  attacks 
may  necessitate  supplemental  therapy  with 
other  drups  by  inhalation  or  other  paren- 
teral routes. 

(’«nt raindications.  Sensitivity  to  any  of 
the  inpredients;  porphyria. 

Warninps. Di-owsiness  may  occur.  I’HENO- 
KAKBITAL  MAY  BE  HABIT-FORMING. 

I’recautions.  Use  with  caution  in  the  pres- 
ence of  cardiovascular  disease,  severe  hy- 
pertension, hyperthyroidism,  prostatic  hy- 
pertrophy, or  plaucoma. 

.Adverse  Reactions.  Mild  epipastric  dis- 
tress, palpitation,  tremulousness,  insom- 
nia, difficulty  of  micturition,  and  CNS 
stimulation  have  been  reported. 

Averape  Dosape.  Prophylactic  or  Thera- 
peutic. 

Tedral:  Ad ii It. 't  — One  or  two  tablets  every 
4 hours.  Children  — (Over  fiO  lb)  one-half  the 
adult  dose. 

Tedral  SA  : Adult.s  — One  tablet  on  arisinp 
and  one  tablet  12  hours  later.  Tablets  should 
not  be  chewed.  Children  — Kot  established 
for  children  under  12. 

Tedral  Elixir:  Note:  One  teaspoonful  is 
eijuivalent  to  o)ie-<iiitn  te>  Tedral  tablet. 
Childreti-One  teaspoon ful  per  30  lb  body 
weipht,  every  4-()  hours,  unless  prescribed 
otherwise  by  physician.  Should  be  piven  to 
children  under  2 years  of  ape  only  with  ex- 
treme caution.  Adults  — One  to  two  table- 
spoonfuls every  four  hours. 

Supplied.  Tedral : White,  uncoated  scored 
tablets  in  bottles  of  24  (N  0047-0230-24), 
100  (N  0047-()230-.')1)  and  1000  (N  0047- 

0230- 00).  Also  in  Unit  Dose  — packape  of 
10  X 10  strijis  (N  0047-0230-11). 

Tedral  SA : Double-layered,  uncoated, 

coral/ mottled  white  taldets  in  bottles  of 
100  (N  0047-0231-.'')l)  and  1000  (N  0047- 

0231 - (■>()).  Also  in  Unit  Dose— packape  of 
10  X 10  strips  (N  0047-0231-11). 

Tedral  Elixir:  Dark  red  and  cherry-fla- 
vored in  474  ml  (10  fl  oz)  bottles  (N  0047- 
0242-10). 

STORE  BETWEEN  ,59°  and  80°F  (15°  and 
30°C). 

Full  information  is  available  on  request. 


MANAGEMENT  ADVICE 


PHILIP 

KWART 


MEMBER 

©AMljUD 

Mien  or  mtOKJk  ot0uT' 

■MM&CMCVT  coaivtrMrTS 


Practice  management  counseling 
and  personal  financial  planning 

• 

Objective  review  of  proposed  investments. 

(We  do  not  .re//  investments, 
real  estate  or  insurance). 

• 

Evaluation  and  improvement  of  collection  methods. 
Cost  effectiveness  surveys  of  your  practice. 
Facility  design  and  feasibility  studies. 


MEDICAL  BUSINESS  CONSULTANTS 

3225  North  Central  Avenue,  Suite  300-B 
Phoenix,  Arizona  85012  Phone  (602)  264-3803 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$8.50  per  volume,  including  name  imprint 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 


ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 
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Neosporirii 
Ointment  i 


Neomycin 

Staphylococais 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 

Proteus 

Corynebacterium 

Streptococcus 

Pneumococcus 


(Polymyxin  B- Bacitracin-Neomycin)  ^ 


Bacitracin  Polymyxin  B 


This  potent  broad-spectrum  antibacterial 
provides  overlapping  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens 
(including  staph  and  strep).  The  petrolatum  base 
is  gently  occlusive,  protective  and 
enhances  spreading. 


Staphylococcus 

Corynebacterium 

Streptococcus 

Pneumococais 


Pseudomonas 

Haemophilus 

Klebsiella 

Aerobacter 

Escherichia 


WsHcome 


Burroughs  Wtellcome  Co.  i 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin*  Ointment  (polymyxin  B-badtradn-neomydn). 


Neosporin 

Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporin*  brand  Polymyxin  B 
Sulfate  5,000  units:  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs;  in  tubes  of  i oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  IS  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  In  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 
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Hearing  losses 
/ are  among  the  most 


TESTED  LATELY  A 


COMFORTABLE 


YOU 

/ consistently  neglected 
health  problems.  Many 
r%  T people  with  them  won't  even 

iD  1 admit  it  to  themselves,  let  alone 
others.  A little  encouragement  may 
/ start  them  thinking  about  themselves 

HFARTlSJr  ^ realistically, 

n L n.  1 IN  That's  why  we're  offering  you  the  poster 

/ shown  here.  You  can  hang  it  on  the  wall  or  stand 
^ it  on  a small  table.  It  comes  with  booklets  called  'As 
INVESTMENT  OF  A FEW  MI  precious  as  sight"  that  give  your  patients  some  basic 

^ facts  about  auditory  testing  and  hearing  losses  and  how 
^ easy  they  are  to  correct  in  many  cases. 

^ Write  to  us  for  your  free  poster  and  booklets.  They  just 

^ might  help  you  to  help  some  patients  who  aren't  hearing^  as  well 
^ as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  it. 

Professional  Relations  Division,  Beltone  Electronics  Corporation 


4201  West  Victona  Street,  Chicago,  Illinois  60646,  an  Amencan  company 


When  choosing  a diuretic 

for  day-in-day-out 
hypertension  control  with 
comfortable  compliance... 


The  agent  you  choose  in  mild  to  moderate 
essential  hypertension  should  offer  (1)  long-term 
effectiveness,  (2)  patient  comfort  and  compliance. 

Zaroxolyn  offers  both. 

In  one  long-term  study  ^ Zaroxolyn  brought 
moderately  elevated  (average  161/109  mm  Hg) 
blood  pressure  down  to  the  range  of  normo- 
tension— and  held  it  there  for  a year  or  more. 

The  investigator  noted,  “Patient  cooperation  was 
surprisingly  good  for  a study  of  such  duration 
[2V2  years].  The  once-daily  dosage  schedule  with 


metolazone  [Zaroxolyn]  no  doubt  contributed  to 
patient  compliance’.' 

Overall  compliance  with  Zaroxolyn  is  good— 
very  good.  An  analysis  of  controlled  clinical 
studies  involving  188  Zaroxolyn  patients  showed 
that  only  eight  discontinued  therapy  because  of 
side  effects.  That’s  a discontinuation  rate  of  only 
4.3%,  and  broader  clinical  experience  appears  to 
substantiate  this  low  rate? 

Zaroxolyn.  For  long-term  control  and  comfortable 
compliance  in  mild  to  moderate  hypertension. 


Recommended  initial  dosage  in  mild  to  moderate  essential  hypertension-21/2  to  5 mg  once  daily 


Xat6xoIyii 

(metolazone,  Pennwalt) 

2V2-mg,  5-mg  and  10-mg  tablets 

once-daily  antihypertensive  diuretic 


Before  prescribing,  see  complete  prescribing 
information  in  the  package  insert,  or  in  PDR,  or 
available  from  your  Penmwalt  representative  The 
following  is  a brief  summary  Indications; 
Zaroxolyn  (metolazone)  is  an  antihypertensive 
diuretic  indicated  for  the  management  of  mild  to 
moderate  essential  hypertension  as  sole  thera- 
peutic agent  and  in  the  more  severe  forms  of 
hypertension  in  conjunction  with  other  anti- 
hypertensive agents  Also,  edema  associated  with 
heart  failure  and  renal  disease  Contraindications: 
Anuria,  hepatic  coma  or  precoma;  allergy  or 
sensitivity  to  Zaroxolyn  Or,  as  a routine  in  other- 
wise healthy  pregnant  women  Warnings:  In 
theory  cross-allergy  may  occur  in  patients 
allergic  to  sulfonamide-derived  drugs,  thiazides 
or  quinethazone  Hypokalemia  may  occur,  and  is 
a particular  hazard  in  digitalized  patients; 
dangerous  or  fatal  arrhythmias  may  occur 
Azotemia  and  hyperuricemia  may  be  noted  or 
precipitated  Considerable  potentiation  may 
occur  when  given  concurrently  with  furosemide 
When  used  concurrently  with  other  antihyper- 
tensives, the  dosage  of  the  other  agents  should 
be  reduced  Use  with  potassium-sparing  diuretics 
may  cause  potassium  retention  and  hyper- 
kalemia Administration  to  women  of  childbearing 


age  requires  that  potential  benefits  be  weighed 
against  possible  hazards  to  the  fetus  Zaroxolyn 
appears  in  the  breast  milk  Not  for  pediatric  use 
Precautions:  Perform  periodic  examination  of 
serum  electrolytes,  BUN,  uric  acid,  and  glucose 
Observe  patients  for  signs  of  fluid  or  electrolyte 
imbalance  These  determinations  are  particularly 
important  when  there  is  excessive  vomiting  or 
diarrhea,  or  when  parenteral  fluids  are  admin- 
istered Patients  treated  with  diuretics  or  corti- 
costeroids are  susceptible  to  potassium  deple- 
tion Caution  should  be  observed  when  adminis- 
tering to  patients  with  gout  or  hyperuricemia  or 
those  with  severely  impaired  renal  function 
Hyperglycemia  and  glycosuria  may  occur  in 
latent  diabetes  Chloride  deficit  and  hypo- 
chloremic alkalosis  may  occur  Orthostatic 
hypotension  may  occur  Dilutional  hyponatremia 
may  occur  in  edematous  patients  in  hot  weather 
Adverse  Reactions:  Constipation,  nausea, 
vomiting,  anorexia,  diarrhea,  bloating,  epigastric 
distress,  intrahepatic  cholestatic  jaundice, 
hepatitis,  syncope,  dizziness,  drowsiness,  vertigo, 
headache,  orthostatic  hypotension,  excessive 
volume  depletion,  hemoconcentration.  venous 
thrombosis,  palpitation,  chest  pain,  leukopenia, 
urticaria,  other  skin  rashes,  dryness  of  mouth. 


hypokalemia,  hyponatremia,  hypochloremia. 
hypochloremic  alkalosis,  hyperuricemia,  hyper- 
glycemia, glycosuria,  raised  BUN  or  creatinine, 
fatigue,  muscle  cramps  or  spasm,  weakness, 
restlessness,  chills,  and  acute  gouty  attacks 
Usual  Initial  Once-Daily  Dosages:  mild  to 
moderate  essential  hypertension— 2)%  to  5 mg. 
edema  of  cardiac  failure— 5 to  10  mg;  edema  of 
renal  disease— 5 to  20  mg  Dosage  adjustment 
may  be  necessary  during  the  course  of  therapy 
How  Supplied:  Tablets.  2'h.  5 and  10  mg 
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Lasix  Tablets  have 
been  shown  to  reduce 
elevated  blood  pressui 
in  diuretic-responsive 

patients.  mu 
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Lashrl^lets 

((urosemide)20mg  and  40mg 

in  hypertension. 


A brief  summary  of  the  Prescribing  Information  for 

Lasix®  (furosemide)  Tablets  20  mg  and  40  mg 

WARNING— Lasix  (rurosemide)  is  a potent  diuretic  which  if  given  in 
excessive  amounts  can  lead  to  a profound  diuresis  with  water  and  electro- 
lyte depletion.  Therefore,  careful  medical  supervision  is  required,  and 
dose  and  dose  schedule  have  to  be  adjusted  to  the  individual  patient’s 
needs.  (See  under  "Dosage  and  Administration.”) 

Indications— Lasix  (furosemide)  is  indicated  for  the  treatment  of  the 
edema  associated  with  congestive  heart  failure,  cirrhosis  of  the  liver,  and 
renal  disease,  including  the  nephrotic  syndrome. 

Hypertension— Lasix  (furosemide)  may  be  used  for  the  treatment  of 
hypertension  alone  or  in  combination  with  other  antihypertensive  drugs. 
Hypertensive  patients  who  cannot  be  adequately  controlled  with  thiazides 
will  probably  also  not  be  adequately  controllable  with  Lasix  (furosemide) 
alone. 

CONTRAINDICATIONS— Because  animal  reproductive  studies  have 
shown  that  Lasix  (furosemide)  may  cause  fetal  abnormalities,  the  drug  is 
contraindicated  in  women  of  childbearing  potential,  (^e  "Additional 
Information.”) 

Lasix  (furosemide)  is  contraindicated  in  anuria.  If  increasing  azotemia 
and  oliguria  occur  during  treatment  of  severe  progressive  renal  disease, 
the  drug  should  be  discontinued.  In  hepatic  coma  and  in  states  of  electro- 
lyte depletion,  therapy  should  not  be  instituted  until  the  basic  condition 
is  improved  or  corrected.  Lasix  (furosemide)  is  contraindicated  in  patients 
with  a history  of  hypersensitivity  to  this  compound. 

Warnings— Excessive  diuresis  may  result  in  dehydration  and  reduc- 
tion in  blood  volume,  with  circulatory  collapse  and  with  the  possibility 
of  vascular  thrombosis  and  embolism,  particularly  in  elderly  patients. 
Excessive  loss  of  potassium  in  patients  receiving  digitalis  glycosides  may 
precipitate  digitalis  toxicity.  Care  should  also  be  exercised  in  patients  re- 
ceiving potassium  depleting  steroids. 

Frequent  serum  electrolyte,  CO2  and  BUN  determinations  should  be 
performed  during  the  first  few  months  of  therapy  and  periodically  there- 
after, and  abnormalities  corrected  or  the  drug  temporarily  withdrawn. 

In  patients  with  hepatic  cirrhosis  and  ascites,  initiation  of  therapy 
with  Lasix  (furosemide)  is  best  carried  out  in  the  hospital.  Sudden  altera- 
tions of  fluid  and  electrolyte  balance  in  patients  with  cirrhosis  may  pre- 
cipitate hepatic  coma;  therefore,  strict  observation  is  necessary  during 
the  period  of  diuresis.  Supplemental  potassium  chloride  and,  if  required, 
an  aldosterone  antagonist  are  helpful  in  preventing  hypokalemia  and 
metabolic  alkalosis. 

Patients  should  be  observed  regularly  for  the  possible  occurrence  of 
blood  dyscrasias,  liver  damage,  or  other  idiosyncratic  reactions. 

In  those  instances  where  potassium  supplementation  is  required,  an 
oral  liquid  preparation  should  be  used  rather  than  enteric-coated  potas- 
sium salts. 

There  have  been  several  reports,  published  and  unpublished,  con- 
cerning nonspecific  small-bowel  lesions  consisting  of  stenosis,  with  or 
without  ulceration,  associated  with  the  administration  of  enteric-coated 
thiazides  with  potassium  salts.  These  lesions  may  occur  with  enteric- 
coated  potassium  tablets  alone  or  when  they  are  used  with  nonenteric- 
coated  thiazides,  or  certain  other  oral  diuretics. 

These  small-bowel  lesions  have  caused  obstruction,  hemorrhage,  and 
perforation.  Surgery  was  frequently  required,  and  deaths  have  occurred. 

Available  information  tends  to  implicate  enteric-coated  potassium 
salts,  although  lesions  of  this  type  also  occur  spontaneously.  Therefore, 
coated  potassium-containing  formulations  should  be  administered  only 
when  indicated  and  should  be  discontinued  immediately  if  abdominal 
pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occurs. 

Patients  with  known  sulfonamide  sensitivity  may  show  allergic  reac- 
tions to  Lasix  (furosemide). 

Precautions— As  with  any  potent- diuretic,  electrolyte  depletion  may 
occur  during  therapy  with  Lasix  (furosemide),  especially  in  patients  re- 
ceiving higher  doses  and  a restricted  salt  intake.  Electrolyte  depletion 
may  manifest  itself  by  weakness,  dizziness,  lethargy,  leg  cramps,  ano- 
rexia, vomiting,  and/or  mental  confusion. 

Asymptomatic  hyperuricemia  can  occur  and  gout  may  rarely  be  pre- 
cipitated. Reversible  elevations  of  BUN  may  be  seen.  These  have  been 
observed  in  association  with  dehydration,  which  should  be  avoided,  par- 
ticularly in  patients  with  renal  insufficiency. 

When  parenteral  use  of  Lasix  (furosemide)  precedes  its  oral  use,  it 
should  be  kept  in  mind  that  cases  of  tinnitus  and  reversible  hearing  im- 
pairment have  been  reported.  There  have  also  been  some  reports  of  cases 
in  which  irreversible  hearing  impairment  occurred.  Usually,  ototoxicity 
has  been  reported  when  Lasix  (furosemide)  was  injected  rapidly  in  pa- 
tients with  severe  impairment  of  renal  function  at  doses  exceeding  sev- 
eral times  the  usual  recommended  dose  and  in  whom  other  drugs  known 
to  be  ototoxic  were  often  given.  If  the  physician  elects  to  use  high  dose 
parenteral  therapy  in  patients  with  severely  impaired  renal  function,  con- 
trolled intravenous  infusion  is  advisable  (for  adults,  it  has  been  reported 
that  an  infusion  rate  not  exceeding  4 mg  Lasix  [furosemide]  per  minute 
has  been  used). 

Increases  in  blood  glucose,  and  alterations  in  glucose  tolerance  tests 
with  abnormalities  of  the  fasting  and  two-hour  postprandial  sugar  have 
been  observed,  and  rare  cases  of  precipitation  of  diabetes  mellitus  have 
been  reported. 

Lasix  (furosemide)  may  lower  serum  calcium  levels,  and  rare  cases 
of  tetany  have  been  reported. 

Patients  receiving  high  doses  of  salicylates,  in  conjunction  with  Lasix 
(furosemide)  may  experience  salicylate  toxicity  at  lower  doses  because  of 
competitive  renal  excretory  sites. 

Diuretics  such  as  furosemide  may  enhance  the  nephrotoxicity  of 
cephaloridine.  Therefore,  Lasix  (furosemide)  and  cephaloridine  should 
not  be  administered  simultaneously. 

Sulfonamide  diuretics  have  been  reported  to  decrease  arterial  respon- 
siveness to  pressor  amines  and  to  enhance  the  effect  of  tubocurarine. 
Great  caution  should  be  exercised  in  administering  curare  or  its  deriva- 


tives to  patients  undergoing  therapy  with  Lasix  (furosemide),  and  it  is 
advisable  to  discontinue  Lasix  (furosemide)  for  one  week  prior  to  any 
elective  surgery. 

Adverse  Reactions— Various  forms  of  dermatitis,  including  urticaria 
and  rare  forms  of  exfoliative  dermatitis,  erythema  multiforme,  pruritus, 
paresthesia,  blurring  of  vision,  postural  hypotension,  nausea,  vomiting,  or 
diarrhea. 

Anemia,  leukopenia,  aplastic  anemia,  and  thrombocytopenia  (with 
purpura).  Rare  cases  of  agranulocytosis  which  responded  to  treatment. 

In  addition,  the  following  rare  adverse  reactions  have  been  reported; 
however,  relationship  to  the  drug  has  not  been  established  with  certainty;  ; 
sweet  taste,  oral  and  gastric  burning,  paradoxical  swelling,  headache, 
jaundice,  thrombophlebitis  and  emboli  and  acute  pancreatitis. 

Lasix  (furosemide)-induced  diuresis  may  be  accompanied  by  weak-  ; 
ness,  fatigue,  lightheadedness  or  dizziness,  muscle  cramps,  thirst,  in- 
creased perspiration,  urinary  bladder  spasm,  and  symptoms  of  urinary 
frequency. 

Dosage  and  Administration 

ADULTS 

The  usual  adult  dose  of  Lasix  (furosemide)  is  20  to  80  mg  given  as  a 
single  dose. 

If  the  diuretic  response  with  a single  dose  of  20  to  80  mg  is  not  satis- 
factory, the  following  schedule  should  be  used:  Increase  this  dose  by  in- 
crements of  20  or  40  mg  not  sooner  than  6 to  8 hours  after  the  previous 
dose  until  the  desired  diuretic  effect  has  been  obtained.  This  individually 
determined  single  dose  should  then  be  given  once  or  twice  daily.  The  dose 
of  Lasix  (furosemide)  may  be  carefully  titrated  up  to  600  mg  per  day  in 
those  patients  with  severe  clinical  edematous  states. 

With  doses  exceeding  80  mg/ day  and  given  for  prolonged  periods, 
careful  clinical  and  laboratory  observations  are  particularly  advisable. 

Hypertension— The  usual  dose  of  Lasix  (furosemide)  is  40  mg  twice 
daily  both  for  initiation  of  therapy  and  for  maintenance.  Careful  observa- 
tions for  changes  in  blood  pressure  must  be  made  when  this  compound  is 
used  with  other  antihypertensive  drugs,  especially  during  initial  therapy. 
The  dosage  of  other  agents  must  be  reduced  by  at  least  50  percent  as 
soon  as  Lasix  (furosemide)  is  added  to  the  regimen  to  prevent  excessive 
drop  in  blood  pressure.  As  the  blood  pressure  falls  under  the  potentiating 
effect  of  Lasix  (furosemide),  a further  reduction  in  dosage,  or  even  discon- 
tinuation, of  other  antihypertensive  drugs  may  be  necessary.  It  is  further 
recommended,  if  40  mg  twice  daily  does  not  lead  to  a clinically  satisfac- 
tory response,  to  add  other  hypotensive  agents,  e.g.,  reserpine,  rather  than 
to  increase  the  dose  of  Lasix  (furosemide). 

INFANTS  AND  CHILDREN 

Pediatric  Administration:  The  usual  initial  dose  of  oral  Lasix  in  infants 
and  children  is  2 mg/ kg  body  weight,  given  as  a single  dose.  If  the  diuretic 
response  is  not  satisfactory  after  the  initial  dose,  dosage  may  be  increased 
by  1 or  2 mg/ kg  not  sooner  than  6 to  8 hours  after  the  previous  dose. 
Doses  greater  than  6 mg/ kg  body  weight  are  not  recommended. 

For  maintenance  therapy  in  infants  and  children,  the  dose  should  be 
adjusted  to  the  minimum  effective  level. 

How  Supplied— Lasix  Tablets  40  mg  (furosemide)  supplied  as  white, 
round,  monogrammed,  scored  tablets. 

Lasix  Tablets  20  mg  (furosemide)  supplied  as  white,  oval,  mono- 
grammed tablets. 

Note:  Dispense  in  dark  containers.  Exposure  to  light  may  cause  slight 
discoloration  which,  however,  does  not  alter  potency. 

Additional  Information 

Toxicology 

The  acute  toxicity  of  Lasix  (furosemide)  has  been  determined  in  mice, 
rats,  and  dogs.  In  all  three  animal  species,  the  oral  LD^o  of  Lasix  (furo- 
semide) exceeded  1000  mg/ kg  of  body  weight,  while  the  intravenous  LD50 
ranged  from  300  to  680  mg/ kg.  Intragastric  injection  of  the  drug  in  new- 
born rats  resulted  in  an  LD50  of  380  mg/ kg. 

The  acute  toxicity  of  high  doses  of  Lasix  (furosemide)  was  character- 
ized by  convulsions,  paralysis,  and  collapse.  Surviving  animals  often  be- 
came dehydrated  and  depleted  of  electrolytes  due  to  the  diuresis  induced 
by  Lasix  (furosemide).  In  the  newborn  rats,  intragastric  injection  of  the 
drug  caused  hyperactivity  and  anorexia. 

Chronic  toxicity  studies  with  Lasix  (furosemide)  were  done  in  rats 
and  dogs.  In  a one-year  study  in  rats,  renal  tubular  degeneration  occurred, 
with  all  doses  higher  than  50  mg/ kg  (4  times  the  maximal  recommended 
human  dose  of  600  mg  per  day).  A six-month  study  in  dogs  revealed  cal- 
cification and  scarring  of  the  renal  parenchyma  at  all  doses  above  10 
mg/ kg  (83  percent  of  the  maximal  recommended  human  dose  of  600  mg 
per  day). 

Reproductive  Studies 

The  effects  of  Lasix  (furosemide)  on  embryonic  and  fetal  develop- 
ment and  on  pregnant  dams  were  studied  in  mice,  rats,  and  rabbits. 

Lasix  (furosemide)  caused  unexplained  maternal  deaths  and  abor- 
tions in  the  rabbit  when  50  mg/kg  (4  times  the  maximal  recommended 
human  dose  of  600  mg  per  day)  was  administered  between  days  12  to  17 
of  gestation.  In  a previous  study  the  lowest  dose  of  only  25  mg/ kg  (2  times 
the  maximal  recommended  human  dose  of  600  mg  per  day)  caused  ma- 
ternal deaths  and  abortions.  In  a third  study,  none  of  the  pregnant  rabbits 
survived  a dose  of  100  mg/ kg.  Data  from  the  above  studies  indicate  fetal 
lethality  which  can  precede  maternal  deaths. 

The  results  of  the  mouse  study  and  one  of  the  three  rabbit  studies 
also  showed  an  increased  incidence  of  hydronephrosis  (distention  of  th* 
renal  pelvis  and,  in  some  cases,  of  the  ureters)  in  fetuses  derived  frorl 
treated  dams  as  compared  to  the  incidence  in  fetuses  from  the  contro 
group. 
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Long-Term  Trials  of 
Aerosol  Triamcinolone  Acetonide 
in  Steroid-Dependent  Asthma 


VIRGINIA  ROWLAND,  M.D. 
BERNARD  E.  LEVINE,  M.D. 


INTRODUCTION 

Attempts  to  produce  the  therapeutic 
lenefit  of  corticosteroids  in  asthma,  with- 
ut  the  side-effects  attendant  on  oral 
idministration,  have  led  to  the  administra- 
ion  of  steroids  by  aerosol.  Early  studies 
net  with  varying  success  using  hydro- 
ortisone'’^  and  Prednisolone;^  and,  there 
k'as  no  evidence  that  therapeutic  benefit 
iid  not  ensue  from  absorption  of  large 
imounts  of  the  corticosteroids. ‘‘ 

Recently,  reports  have  appeared  regard- 
ng  the  efficacy  of  both  aerosol  Becla- 
nethasone  Diproprionate'’  ’’  and  Triam- 
inolone  Acetonide”  “ in  patients  with 
isthma.  Experience  indicates  that  these 
igents  induce  a beneficial  effect  without 
uppression  of  adrenal  function. ‘2- la 
iresent  study  examines  the  safety  and 
fficacy  of  Triamcinolone  Acetonide  aero- 
ol  therapy  in  a group  of  steroid-dependent 
sthmatics  over  a one-year  period. 


During  a one-week  baseline  period,  the 
usual  dose  of  oral  steroids  was  continued. 
Regular  bronchodilator  therapy  and  other 
medications  were  also  continued  as  needed. 
The  FEV  i,  the  forced  vital  capacity  (FVC), 
and  the  mean  forced  expiratory  flow  during 
the  middle  half  of  the  FVC  (FEF25-7.'j": ) were 
measured  at  the  beginning  of  this  baseline 
period.  A control  of  8 a.m.  plasma  cortisol 
was  performed  by  fluorometric  methods 
once  during  the  baseline  week. 

After  the  one  week  baseline  period,  the 
patients  were  begun  on  aerosol  therapy 
with  Triamcinolone  Acetonide,  a nonpolar, 
water-insoluble  corticosteroid.  This  was 
provided  in  an  alcohol  solvent  with  Freon 
12  (dichlorodifluoromethane)  as  a pro- 
pellant. Each  aerosol  inhalation,  via  an 
adapter  designed  to  minimize  oral  de- 


position, delivered  approximately  100  meg. 
of  Triamcinolone  Acetonide  to  the  airways, 
with  90%  of  the  particles  less  than  in 
diameter.  Patients  were  instructed  uni- 
formly in  use  of  the  study  aerosol,  with 
actuation  of  the  aerosol  valve  during  a 
maximal  inhalation. 

All  patients  were  begun  on  initial  dose  of 
800  meg.,  or  two  inhalations  four  times  a 
day,  of  Triamcinolone.  No  change  in 
dosage  of  aerosolized  steroid  was  permitted 
during  the  initial  12  weeks  of  therapy; 
thereafter,  a predetermined  maximum  of 
1600  meg.  daily,  or  four  inhalations  four 
times  a day,  was  established. 

Oral  steroid  dosage  remained  fixed 
during  the  first  week  of  aerosol  therapy. 
Thereafter,  oral  steroids  were  reduced  at  a 
maximum  weekly  rate  of  3 mg/day  of 
Prednisone,  or  its  equivalent,  for  patients 
on  every-day  therapy  or  6 mg/day  for  those 
on  alternate-day  regimens.  Individual  clin- 
ical progress  determined  the  rate  and 
amount  of  reduction  of  oral  steroid  medi- 
cation. 

Spirometric  studies  and  8 a.m.  cortisol 
levels  were  repeated  periodically  through- 
out the  one-year  study;  and  the  patients 
were  seen  on  a regular  basis  by  a member 
of  the  investigational  team.  All  cortisol 
levels,  except  baseline  studies,  were  mea- 
sured by  radioimmunoassay  (RIA). 
RESULTS 

Only  two  of  the  29  patients  did  not 
complete  the  one-year  therapeutic  trial  of 
inhaled  Triamcinolone.  One  patient  was 
dropped  from  the  study  because  of  der- 
matologic problems  which  prevented  dis- 


TABLE  I.  Demographic  and  Clinical  Data  on  29  Patients  Before 
Treatment  with  Triamcinolone  Acetonide 


PATIENTS  AND  METHODS 
Demographic  and  clinical  data  for  pa- 
lents  participating  in  this  therapeutic  trial 
re  shown  in  Table  I.  All  29  patients  were 
mbulatory  adults,  13  males  and  16 
smales,  from  16  to  66  years  of  age  (median 
ge,  47.5  years).  The  majority  of  patients 
16  cases)  had  “intrinsic”  type  airways 
bstruction;  in  12,  asthma  was  classified  as 
mixed”  and  in  only  two  cases  as  “ex- 
rinsic”.  A criterion  for  entry  into  the  study 
ms  that  the  patient  had  required  for  at 
last  six  months  between  5 and  20  mgs.  of 
rednisone  or  its  equivalent  daily  (or 
etween  10  and  40  mgs.  on  an  alternate- 
ay  basis).  Reversibility  of  obstructive  air- 
mys  disease  was  demonstrated  in  each 
ase  by  at  least  15%  improvement  of 
xpiratory  flow  after  inhalation  of  Iso- 
roterenol.  Excluded  were  patients  with 
Bvere  or  moderately  severe  concurrent 
Inesses,  such  as  diabetes  mellitus,  arterio- 
^lerotic  heart  disease,  or  renal  dysfunc- 
on.  No  patients  with  active  or  quiescent 
ulmonary  tuberculosis  were  included. 

resented  at  the  Arizona  Regional  Meeting  of  the 
merican  College  of  Physicians,  Oct,  29-30,  1976, 
lioenix.  Az. 

eprint  Requests  to  1 130  E.  McDowell,  Phoenix,  Az  85006. 


PATIENT 

NUMBER 

SEX 

AGE  1 

TYPE  OF 
ASTHMA 

ORAL  CORTICOSTEROIDS 

Type  **  1 

1 

Dose 

(mg) 

1 

M 

59 

I 

p 

15 

mg  q . d . 

2 

F 

55 

I 

p 

10 

mg  q . d . 

3 

F 

59 

N 

P 

10 

mg  q.o.d. 

4 

F 

58 

M 

p 

10 

mg  q . d . 

5 

F 

21 

I 

p 

15 

mq  q .d  . 

6 

M 

28 

I 

p 

5 

mg  q.o.d. 

7 

M 

45 

M 

p 

10 

mg  q . d . 

8 

F 

38 

I 

p 

5 

mg  q . d . 

9 

F 

61 

I 

p 

10 

mg  q.o.d. 

10 

F 

60 

M 

p 

12 

5 mq  q . d . 

11 

F 

63 

I 

p 

10 

mq  q . d . 

12 

F 

17 

I’ 

p 

15 

mg  q.o.d. 

13 

F 

65 

I 

p 

12 

5 mq  q . d . 

14 

(15) 

F 

31 

I 

p 

20 

mg  q . d . 

15 

(19) 

M 

49 

M 

p 

10 

mg  q . d . 

16 

(20) 

M 

26 

M 

p 

10 

mg  q.o.d. 

17 

(21) 

M 

61 

E 

p 

5 

mq  q . d . 

18 

(24) 

M 

64 

I 

p 

10 

mg  q . d . 

19 

(25) 

M 

30 

E 

p 

10 

mq  q . d . 

20 

(26) 

F 

37 

I 

p 

10 

mq  q.o.d. 

21 

(27) 

F 

49 

I 

M 

4 

mg  q . d . 

22 

(20) 

M 

56 

I 

P 

15 

mg  q . d . 

23 

(29) 

F 

30 

M 

P 

10 

mg  q . d . 

24 

(30) 

M 

66 

M 

P 

15 

mg  q . d . 

25 

(31) 

M 

49 

M 

P 

10 

mg  q . d . 

26 

(32) 

F 

66 

M 

P 

10 

mg  q . d . 

27 

(33) 

F 

32 

I 

P 

20 

mg  q . d . 

28 

(34) 

M 

53 

I 

F 

5 

mg  q . d . 

29 

(35) 

M 

51 

I 

P 

10 

mg  q . d . 

*1:  intrinsic;  M:  mixed;  E:  extrinsic. 

**P:  Prednisone;  MP:  Me t hy 1 predni so  1 one . 
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continuation  of  sytemic  corticosteroids. 
The  second  was  felt  to  be  unreliable  by  the 
investigators,  and  the  efficacy  of  inhaled 
steroid  could  not  be  adequately  evaluated. 
Data  from  these  two  cases  is  not  included 
in  the  results  since  they  did  not  satis- 
factorily complete  the  one  year  trial. 

By  the  conclusion  of  the  study,  21 
patients  had  been  able  to  discontinue  oral 
steroids  (Table  II);  twenty  of  these  patients 
were  no  longer  on  continuous  oral  steroids 
within  12  weeks  of  beginning  aerosol 
therapy.  Ten  patients  in  this  group  re- 
quired short  “bursts”  of  oral  steroids  for 
exacerbations  of  their  asthma;  an  addi- 
tional patient  resumed  oral  steroid  medi- 
cations for  a brief  period  because  of  allergic 
upper  airway  symptoms. 

In  five  patients,  regular  oral  steroid  use 
could  not  be  discontinued,  but  reduced  or 
unchanged  dosages  were  possible  with 
inhaled  Triamcinolone.  One  of  these  pa- 
tients was  unable  to  discontinue  systemic 
steroids  because  of  intolerance  to  witn- 
drawal  symptoms  (Case  21),  and  two 
because  of  nasal  polyposis  (Cases  11,  16). 
The  remaining  two  patients  (Cases  14,  13) 
both  had  very  severe  airways  obstruction. 

Only  one  patient  (Case  17),  a patient  with 
purely  extrinsic  airways  obstruction,  ac- 
tually required  an  increased  dose  of  oral 
steroid  at  the  end  of  the  one-year  study. 

The  mean  oral  steroid  dose  for  the  entire 
group  fell  from  a baseline  value  of  10  mg.  of 
Prednisone  daily,  or  its  equivalent,  daily  to 
less  than  2 mg.  after  12  months  of  inhaled 
Triamcinolone  therapy. 

There  was  considerable  variation  in 
aerosol  Triamcinolone  dose  requirement 
among  patients,  ranging  from  200  to  1600 
meg.  per  day  at  the  end  of  the  12-month 
study  as  shown  in  Table  II.  Only  one 
patient  required  the  predetermined  maxi- 
mum dose  of  1600  meg.  per  day,  and  despite 
this,  was  unable  to  discontinue  oral 
steroids.  At  18  months,  this  patient  is  no 
longer  on  oral  steroids  and  has  diminished 
his  aerosol  steroid  dose  to  1200  meg.  per 
day;  much  of  his  delayed  improvement 
may  be  attributable  to  a nasal  polypectomy 
performed  late  in  the  one-year  trial.  The 
majority  of  patients  received  between  600 
and  800  meg.  of  the  trial  drug;  the  average 
dose  for  the  group  as  a whole  was  800  meg. 
In  some  cases,  dose  requirements  for 
Triamcinolone  varied  at  different  times 
according  to  the  severity  of  asthmatic 
symptoms. 

Baseline  8 a.m.  cortisol  levels  were  below 
normal  range  in  25  of  the  27  patients  (Table 
II).  During  the  course  of  the  12  month 
therapeutic  trial,  all  21  patients  who  were 
able  to  discontinue  daily  oral  steroid  use 
had  return  of  8 a.m.  cortisol  levels  to  within 
the  normal  range.  In  contrast,  cortisol 
values  remained  low  in  five  of  the  six 
patients  who  had  remained  on  daily  oral 
steroids. 

Symptoms,  oftentimes  severe,  which 
may  have  been  related  to  steroid  with- 


TABLE II 

CORTICOSTEROID  DATA  ON  29  PATIENTS  BEFORE  AND  AFTER  TREATMENT 
WITH  TRIAMCINOLONE  ACETONIDE 

ORAL  STEROIDS 
BASELIIIE/FINAL 

TRIAMICINALONE 
AEROSOL  INHALATIONS 

ADRENAL  FUNCTION  STUDIES: 
8 m PLASMA  CORTISOL 

STEROID  WITHDRAHAf 

SUBJECT 

(mqs) 

(rcqs) 

BASELINE/FINAL 

SYMPTO.MS  1 

* 1 

15/0 

1200 

Low/NL 

Fatigue,  Dizzinesi 

2 

10/0 

200 

Low/NL 

Myalgias,  Fatiguef 

* 3 

5/0 

800 

Low/NL 

Myalgias,  Hood  Ch« 

d 

10/10 

800 

Low/Low 



* 5 

15/0 

800 

Low/NL 

Fatigue,  Dizzines 

6 

2.5/0 

200 

Low/NL 

None 

7 

in/0 

800 

Low/NL 

None 

3 

5/0 

800 

NL/NL 

Menstrual  Irrcqul| 

♦ 9 

5/0 

800 

Low/ilL 

Fatigue,  Eczema 

10 

12.5/0 

800 

Low/NL 

Fatigue,  Dizzines  i 

11 

10/10 

800 

1 ow/l  nw 

1 

12 

7.5/0 

800 

Low/M 

None 

13 

12.5/10 

1200 

Low/ Low 

1 

*14 

20/0 

1200 

Low/NL 

Fezema,  Fatigue,  | 
Mvalnias,  Depress' 
Dizziness,  Menstril 
Irreqularities  d 

”15 

10/0 

400 

Low/ML 

None  1 

1C 

10/7.5 

1600 

Low/Low 

17 

5/10 

600 

Low/NL 

1 

*18 

10/0 

800 

ML/NL 

None  ^ 

20 

5/0 

400 

Low/NL 

None  1 ! 

21 

5/5 

600 

Low/Low 

ll 

22 

15/0 

600 

Low/NL 

None 

23 

10/0 

800 

Low/NL 

Eczema  | 

*25 

10/0 

800 

Low/NL 

Mood  Changes,  Fat 
Myalgias 

•26 

10/0 

800 

Low/NL 

Fatigue 

*27 

20/0 

800 

Low/ML 

Fatigue,  Myalgias 
Mood  Changes 

28 

5/0 

800 

Low/NL 

Myalgias 

*29 

10/0 

800 

Low/NL 

Fatigue,  Dizzines 
Myalgias 

* “Bursts 

of  oral  steroid  required  for  exacerbation  of 

asthna 

**  "Burst" 

of  oral  steroid  required  for  allergic  upper  airway  symptoms 

drawal  occurred  in  all  but  six  of  the 
patients  tapered  off  regular  oral  therapy. 
The  most  common  complaint  in  the  re- 
maining 15  patients  was  fatigue,  which 
was  present  in  10  cases;  myalgias,  dizzi- 
ness, mood  changes,  and  menstrual  ir- 
regularities were  also  noted  by  the  patients 
(Table  II). 

Of  the  27  patients  who  completed  the  one- 
year  therapeutic  trial,  23  demonstrated 
improvement  in  FEVi;  21,  in  F'VC,  and  17 
in  FEF2r,.7f5'!;,  (Table  III).  Mean  values  for 
all  spirometric  parameters  increased  at  one 
year  compared  to  baseline  values.  The  mean 
increase  in  h’VC  was  26%,  which  mean 
FEVi  and  FEF2r,.75,5(,  each  rose  35%  above 
baseline  values. 

Twenty-three  patients  reported  good  or 
excellent  subjective  response  to  Triam- 
cinolone aerosol  therapy  (Table  III).  De- 
spite lack  of  significant  subjective  change 
in  the  remaining  four  patients,  three 
showed  improvement  in  forced  expiratory 
flow  rates  and  three  were  able  to  dis- 
continue regular  oral  steroids  while  on  the 
inhaled  drug. 

At  the  end  of  the  one-year  study  period, 
18  patients  had  been  able  to  reduce  their 
use  of  bronchodilators,  either  inhaled  or 
oral,  while  receiving  the  aerosolized  ster- 
oid. Seven  did  not  significantly  change 
their  bronchodilator  requirements,  while 
only  two  had  increased  their  requirements 
at  the  conclusion  of  the  therapeutic  trial. 

Side  effects  of  aerosol  Triamcinolone 
were  generally  mild  and  in  no  case  led  to 
discontinuation  of  the  drug.  The  most 
frequent  side-effect  of  aerosol  Triamcino- 
lone therapy  was  its  effect  on  the  voice 


(Table  III).  Approximately  one-half  of  t 
patients  noted  episodic  hoarseness.  T 
patients  complained  of  sore  throats,  wi 
Candida  being  cultured  in  two  cas( 
Infrequent  complaints  included  chest  pai 
dry  mouth  and  throat,  and  fluid  retentic 
and  dysesthesias. 

DISCUSSION 


During  a one-year  therapeutic  trial 
inhaled  Triamcinolone  Acetonide  in 
steroid-dependent  asthmatics,  we  found  t 
following: 

(1)  Control  of  asthma  by  inhaled  T 
amcinolone  with  discontinuation  of  oi 
steroids  was  possible  in  a substant: 
percentage  (78%)  of  patients. 

(2)  Adrenal  function  returned  towarj 
normal,  as  evidenced  by  increase  in  8 a. 
plasma  cortisol  levels,  upon  cessation 
daily  oral  steroid  use. 

(3)  Significant  improvement  in  airwa 
obstruction,  as  measured  by  FEVi,  FVi 
and  FEF25-75%,  occurred  in  many  of  t 
patients. 

(4)  Good  patient  compliance  with,  a 
acceptance  of,  inhaled  Triamcinolone  th|l 
apy  was  the  rule. 

(5)  Aerosol  therapy  with  TriamcinolojJ 

diminished  the  bronchodilator  requii^ 
ments  of  many  patients.  j 

The  average  daily  Triamcinolone  dose|t, 
the  end  of  the  therapeutic  trial  was  ftlj 
meg.,  compared  to  an  average  pre-trial  d(ji 
of  10  mg  of  Prednisone  (or  its  equivalejl 
per  day.  Thus,  an  inhaled  dose  of  only  ij'd 
of  the  previous  oral  requirement  (assumilf, 
a 4:5  therapeutic  ratio  of  Triamcinolo*! 
Prednisone)  was  found  adequate  for  asM 
matic  control  in  our  patients.  The  absei  ^ 
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TABLE 

III.  PULMONARY  FUNCTION  SUBJECTIVE 
ON  29  PATIENTS  TREATED  WITH 

RESPONSE,  AND 
TRIAMCINOLONE 

SIDE-EFFECTS 
ACETOI  IDE 

PULMONARY  FUNCTION  CHANGES 

SUBJECTIVE  RESPONSE 

BASELINE/FINAL 

X 

o 

m 

f— 

o 

o 

-n 

o 

SIDE-EFFECTS  OF 

BJECT 

FEV, 

FVC 

FEF  25-7Sr, 

Z 

o 

AEROSOLIZED  STEROID 

1 

.59/  .70 

1.71/2.02 

.25/  .24 

X 

Sore  Throat,  Hoarseness 

2 

1.60/2.00 

2.42/2.87 

.89/1.20 

X 

Sore  Throat,  Hoarseness 

3 

.61/1.00 

1.18/1.42 

.27/  .50 

X 

a 

.60/  .47 

1.11/1.62 

.38/  .15 

X 

Hoarseness,  Dry  Mouth 

5 

.94/1.90 

1.85/3.20 

.43/  .85 

X 

Sore  Throat 

6 

2.25/2.50 

4.16/4.02 

1.32/1.40 

X 

Hoarseness,  Sore  Throat, 

Chest  Pain 

7 

.66/1.00 

1.09/2.05 

.34/  .38 

X 

8 

1.03/3.00 

2.08/3.67 

.41/2.90 

X 

Hoarseness 

1.08/1.37 

1.84/2.70 

.63/  .46 

X 

Hoarseness 

10 

1.14/1.42 

2.11/2.97 

.57/  .47 

X 

Hoarseness,  Fluid  Retention 

11 

1.30/  .95 

1.84/1.47 

.93/  .48 

X 

Hoarseness,  Sore  Throat, 

Dry  Mouth  and  Throat 

12 

1.57/1.50 

3.66/3.35 

.75/  .43 

X 

13 

.54/  .67 

1.56/2.17 

.23/  .15 

X 

Sore  Throat 

14 

.75/1.02 

1.79/2.30 

.43/  .54 

X 

Sore  Throat,  Horseness, 

"Thrush" 

1 5 

1.43/2.40 

3.03/4.30 

.36/  .93 

X 

Dysesthesias 

1 6 

2.47/  .60 

4.41/1.50 

1.29/  28 

X 

17 

1.33/1.30 

2.32/2.47 

.72/  .48 

X 

18 

.90/1.65 

1.62/3.32 

.56/  .64 

X 

20 

.83/1.67 

2.07/3.45 

.31/  .62 

X 

Hoarseness 

21 

.74/2.10 

1.89/3.02 

.34/1.32 

X 

Hoarseness 

22 

1.06/2.20 

2.02/3.55 

.47/1.30 

X 

Hoarseness,  Sore  Throat 

23 

2.32/2.80 

4.09/4.20 

1 .28/1.71 

X 

Sore  Throat 

25 

.99/  .82 

2.70/3.00 

.43/  .26 

X 

Headaches 

26 

1.00/1.15 

1.72/2.10 

.50/  .53 

X 

Hoarseness 

27 

2.86/3.60 

3.46/3.90 

2.86/4.00 

X 

"Thrush" 

28 

1.98/2.80 

3.15/4.10 

1.15/1.70 

X 

Hoarseness 

29 

.61/2.37 

1.18/3.75 

.27/1.20 

X 

Sore  Throat 

\ 


f hypercortisonism  observed  with  the 
ewer  inhaled  steroids  in  ordinary  thera- 
eutic  doses  may  be  attributable  to  this 
)wer  total  dose  requirement,  as  well  as  to 
leir  lesser  systemic  absorption.  Prior 
uman  studies  have  demonstrated  adrenal 
jrtical  suppression  and  evidence  of  steroid 
<cess  when  larger  doses  of  inhaled 
reparations  were  used.''' 

Mild  exacerbations  of  obstructive  symp- 
’ms  may  require  an  increase  in  dose  of 
ihaled  steroid  for  patients  receiving  this 
ledication  by  aerosol.  It  is  not  unexpected 
lat  doce  requirements  should  vary,  as  this 
. also  the  case  for  oral  steroids.  Severe 
sthmatic  attacks,  moreover,  should  be 
eated  with  a course  of  oral  steroids. 

A protocol  has  recently  been  presented 
y Dyyny'^  which  allows  for  tapering  of 
ystemic  corticosteroid  therapy  with  mini- 
lal  withdrawal  symptoms  and  relative 
ifety.  This  method,  which  takes  into 
ccount  both  baseline  and  stimulated 
lasma  cortisol  levels,  as  well  as  subjective 
‘sponse  to  decreased  systemic  steroids, 
light  have  diminished  the  incidence  of 
oublesome  steroid  withdrawal  symptoms 
I our  patients. 

A recent  study with  long-term  admin- 
tration  of  aerosol  Beclamethasone  Di- 
ropionate  demonstrated  almost  complete 
jcovery  of  adrenal  function  within  a 
eriod  of  six  months  in  most  patients  who 
ad  previously  received  prolonged  treat- 
lent  with  oral  steroids.  The  authors 
nphasize,  however,  that  such  individuals 
lay  require  reinstitution  of  systemic 
droids  in  periods  of  stress,  such  as 
jrgery,  infection,  or  trauma.  Other  in- 


vestigations'® have  shown  impaired 
adrenal  reserve  persisting  for  several 
months  after  cessation  of  systemic  corti- 
costeroid therapy.  Supplemental  steroid 
treatment  would  therefore  seem  desirable 
during  periods  of  prolonged  stress  for  at 
least  a year  after  patients  have  been 
tapered  off  regular  oral  steroid  use. 

Understandably,  the  possibility  of  ad- 
verse local  effects  secondary  to  long-term 
aerosolized  steroids  has  been  a cause  for 
concern.  Atrophic  changes  in  the  upper 
airways  comparable  to  those  observed  in 
the  skin  after  chronic  application  of  topical 
fluorinated  corticosteroids'''  were  not  ob- 
served in  any  our  patients.  To  date, 
however,  information  regarding  the  his- 
tologic effects  of  steroid  aerosols  on  the 
human  respiratory  mucosa  are  lacking. 
Williams  et  al®  have  postulated  that  a local 
steroid  myopathy  may  be  responsible  for 
the  effects  of  Triamcinolone  Acetonide 
aerosol  on  the  voice.  Though  this  possi- 
bility is  of  interest,  the  problem  awaits 
direct  investigation. 

It  is  also  possible  that  daily  aerosolized 
steroid  administration  may  adversely 
affect  defense  mechanisms  of  the 
respiratory  mucosa  by  altering  local 
immunologic  responses.  An  increased  in- 
cidence of  Candidiasis  of  the  upper  airways 
has  been  reported  in  asthmatic  patients 
receiving  steroid  aerosols.'*  **  Although  in 
a recent  study  Triamcinolone  aerosol 
was  not  associated  with  increased  pharyn- 
geal colonization  with  yeasts,  such  infec- 
tions were  noted  on  two  occasions  in  the 
present  study.  The  clinician  should  at  least 
be  aware  of  a possible  association  between 


inhalational  steroid  therapy  and  local 
Candida  infection. 

In  summary,  although  the  local  long- 
term side  effects  of  aerosolized  steroids 
remain  to  be  fully  elucidated,  our  ex- 
perience with  inhaled  Triamcinolone  over  a 
one-year  period  leads  us  to  believe  that  this 
is  a safe  and  convenient  mode  of  therapy 
for  steroid-dependent  asthmatics. 
The  beneficial  effects  of  this  agent  on 
reversible  airways  obstruction,  unaccom- 
panied by  side  effects  secondary  to  adrenal 
suppression,  will  undoubtedly  lead  to  the 
more  widespread  application  of  aerosolized 
Triamcinolone  in  the  treatment  of  rever- 
sible airways  obstruction. 

The  authors  wish  to  acknowledge  the 
technical  assistance  of  Mickey  Wilson  and 
Sylvia  Potter  in  this  study. 
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Costs  of 


Cost  and  potential  toxicity  are  two 
factors  which  may  deter  both  the  physician 
and  patient  from  considering  gold  therapy 
for  rheumatoid  arthritis.  In  1975,  Liang 
and  Fries'  presented  a cost  analysis  of 
alternative  monitoring  strategies  in  ad- 
ministering gold.  Their  data,  based  on  a 
survey  of  10  rheumatologists  and  3 hos- 
pitals in  northern  California,  indicated 
that  the  cost  of  an  initial  course  of  gold 
therapy  was  approximately  $800.00.  The 
cost  breakdown  in  shown  in  Table  1. 

A conservative  estimate  of  the  number  of 
courses  of  gold  given  annually  in  this 
country  is  100,000.  This  would  place  the 
total  national  cost  for  initiating  gold  at  80 
million  dollars.  It  appeared  that  alterna- 
tive methods  for  administering  gold  could 
be  developed  which  would  be  equally  safe 
but  would  result  in  less  cost  to  the  patient 
and  reduced  demands  on  physician  time. 
Cost  reducing  measures  suggested  by 
Liang  and  Fries  included:  1)  decreasing 
the  number  of  physician  visits  from  weekly 
to  monthly,  2)  ordering  specific  laboratory 
tests  instead  of  a panel,  3)  having  the 
patient  check  his  own  urine  with  a dipstick 
for  protein  and  occult  blood,  4)  the  use  of  a 
self-administered  check  list  for  clinical 
evidence  of  toxicity  which  would  then  be 
reviewed  by  a nurse  or  paraprofessional, 
and  5)  gold  injections  given  by  the  nurse 
without  physician  visits  unless  there  were 
clinical  or  laboratory  abnormalities. 


MATERIALS  AND  METHODS 
Since  1970,  our  approach  to  monitoring 
chrysotherapy  has  included  many  features 
advocated  by  Liang  and  Fries.  A physi- 
cian-assistant screens  the  patient  for  clini- 
cal evidence  of  gold  toxicity.  If  a rash  or 
stomatitis  is  present,  or  if  laboratory  tests 
are  abnormal,  the  patient  is  seen  briefly  by 
the  physician  with  no  charge  made  for  an 
office  visit.  This  procedure  has  resulted  in 
minimal  disruption  of  the  physicians’s 
schedule.  The  physician-assistant  then 
administers  gold.  Once  the  decision  is 
made  to  initiate  gold  therapy,  physician 
visits  are  scheduled  at  four  to  six  week 
intervals  unless  problems  develop  necessi- 
tating closer  follow-up.  A urinalysis  is 
obtained  prior  to  each  injection.  A complete 
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blood  count  (CBC)  with  platelet  estimate  is 
made  prior  to  each  injection  for  the  first 
month,  and  thereafter  before  each  second 
or  third  injection. 

RESULTS 

We  have  reviewed  our  experience  with 
gold  therapy  administered  in  1975  to  find 
the  average  cost  to  initiate  therapy,  and  to 
determine  whether  our  cost-reducing  meas- 
ures in  any  way  increased  adverse  reac- 
tions to  gold.  Gold  therapy  was  begun  in  65 
patients  in  1975.  Fifty  patients  (77%) 
completed  the  initial  course  with  a favor- 
able response.  In  8 patients  (12%)  gold  was 
discontinued  because  of  toxicity.  Five 


several  months  later  developed  a sevu 
rash  when  she  had  received  a total  of  Izl 
mg. 

An  initial  course  of  gold  was  consider! 
1000  mg  or  the  point  at  which  a therapeu  j| 
response  occurred  and  maintenance  th  - 
apy  was  begun.  Administering  a course^ 
gold  involved  an  average  of  five  offi( 
visits  (Table  2).  There  were  21  injections^ 
gold  given.  These  required  22  urinalyijj 
and  9 CBCs  with  platelet  estimates.  T| 
excess  of  urinalyses  compared  to  gd 
injections  means  that  on  at  least  ( } 
occasion  gold  was  held  because  of| 
transient  abnormality.  ^ 

The  cost  of  initiating  gold  therapy  wit^ 
modified  approach  was  $315.00  (Table  M 
We  did  not  include  the  cost  of  an  inibli 
consultation,  believing  that  at  this  timei 
many  problems  are  explored  and  decisica 
made,  that  it  would  be  unfair  to  consi<| 
this  a gold-related  cost.  In  addition,  i< 
relatively  few  occasions  was  the  decisii) 
made  to  begin  gold  after  the  first  vis. 
However,  to  make  our  figures  more  direc  < 
comparable  to  the  California  data,  we  ht  | 
added  at  the  bottom  our  cost  of  init| 
consultation  bringing  the  total  to  $375.  J 


Table  1 

COSTS  OF  ADMINISTERING  GOLD  - CONVENTIONAL  MONITORINif: 
10  Northern  California  Rheumatologists  and  3 Hospital  Clinics 


No. 

Charge 

Initial  visit 

1 

50.00 

Follow-up  visit 

21 

15.00 

Gold  injections 

22 

7.00 

Urinalyses 

20 

5.00 

CBC  and  platelet  estimates 

16 

9.00 

Platelet  counts 

12 

6.00 

TOTAL  $835.00 


patients  were  lost  to  follow-up,  and  two 
patients  were  considered  treatment  fail- 
ures. Our  relatively  high  response  rate  may 
be  due  to  the  fact  that  a number  of  patients 
were  started  on  therapy  in  the  last  quarter 
of  1975.  As  time  passes,  it  is  likely  that 
some  of  these  initial  responses  will  not  be 
maintained.  Also,  some  of  the  patients  who 
were  lost  to  follow-up  probably  did  not 
return  because  of  poor  response.  Our  low 
frequency  of  adverse  reactions  may  reflect 
only  early  toxicity.  One  patient  who 
showed  an  excellent  response  at  800  mg. 


Our  experience  with  toxicity  fr( 
courses  of  gold  initiated  in  1975  is  shown  i 
Table  4.  Other  than  the  proteinui, 
laboratory  tests  were  not  helpful  in  p 
dieting  or  confirming  the  impression 
gold  toxicity.  Two  patients  had  6%  eosi: 
philia  at  the  time  gold  was  terminated, 
absolute  eosinophile  counts  of  360  a“ 
654/mm^.  However,  this  degree  of  eosiil 
philia  has  been  reported  in  patients  w 
active  rheumatoid  disease^.  A review 
recently  published  studies  on  gold  th 
apy2-io  reveals  that  toxic  reactions  hi 


Table  2 


EXPERIENCE  WITH  GOLD,  MODIFIED  APPROACH 


Mean 

Range 

Office  visits 

5 

3-10 

Gold  injections 

21 

11-35 

Urinalyses 

22 

11-36 

CBC  with  platelet  estimate 

9 

5-19 

Gold  dose  before  maintenance  therapy 

892  mg 

485-1365  mg 

XXXIV  • 4 


Table  3 

COST  OF  GOLD  THERAPY  WITH  MODIFIED  APPROACH 


No. 

Charge 

Total 

)ffice  visits 

5 

18.00 

90.00 

iold  injections 

21 

5.00 

105.00 

Jrinalyses 

22 

3.00 

66.00 

JBC  and  platelet  estimates 

9 

6.00 

54.00 

315.00 

Initial  Consultation 

60.00 

$375.00 


Table  4 

EXPERIENCE  WITH  GOLD  TOXICITY,  1975 


No.  Patients 

1 

2 

2 

3 

Dose  of  gold  at  toxicity 

Mean 
480  mg 

:urred  in  7 to  50%  of  patients;  most 
jorts  show  a frequency  of  about  30%.  We 
not  suggest  that  our  approach  results  in 
s toxicity,  but  certainly  toxicity  has  not 
en  increased. 

DISCUSSION 

Presently  there  is  no  consensus  as  to  the 
st  method  of  monitoring  gold  therapy.  In 
monograph  on  rheumatoid  arthritis 

blished  in  1968,  Hill"  stated  that  "only 
3 physician  should  administer  gold.”  His 
)nitoring  program  included  a urinalysis 
fore  each  injection  with  a CBC  every  four 
■eks.  Ziff  and  Baum'^  state,  “It  is  advised 
at  the  physician  should  see  the  patient  at 
3 time  of  each  injection  to  interrogate” 
warding  toxicity.  They  do  not  specify  that 
3 physician  must  actually  administer  the 
Id.  Their  program  calls  for  weekly 
inalyses  until  500  mg  has  been  given  and 
en  every  two  weeks;  a CBC  is  advised 
fore  every  second  injection.  The  manu- 
3turer  of  a widely  prescribed  gold  pre- 
ration'3  suggests  a weekly  inquiry  re- 
ading clinical  manifestations  of  toxicity, 
th  a urinalysis  and  CBC  every  two 
?eks.  There  is  no  specific  guide  as  to  who 
ikes  the  inquiry  or  who  administers  the 
Id. 

It  is  apparent  that  authorities  on  gold 
erapy  differ  widely  in  their  recom- 
3ndations  as  to  monitoring  strategy, 
aditional  methods  for  gold  administra- 
m reflect  the  experience  of  respected 
nical  rheumatologists.  Deviations  from 
is  pattern  have  been  made  chiefly  for  two 
isons:  1)  to  reduce  demands  on  physi- 
m time  in  a subspeciality  already  under 
ress  to  increase  access  to  health  care, 
d 2)  to  reduce  the  cost  to  patients. 


Manifestation  toxicity 

Proteinuria 

Rash 

Stomatitis 

Stomatitis  and  rash/pruritus 


Range 
43-1245  mg 


thereby  making  gold  therapy  available  to 
those  who  might  otherwise  be  unable  to 
afford  it.  If,  as  indicated  by  our  data, 
alternative  approaches  do  not  increase  risk 
to  the  patient  or  detract  from  gold  effec- 
tiveness, further  exploration  for  an  optimal 
monitoring  regimen  appears  warranted. 
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The  Kidney  As  An 
Endocrine  Organ 

Georgetta  Bidwell,  M.D. 


Introduction 

The  kidney  traditionally  has  been  con- 
sidered as  an  exocrine  organ  concerned 
with  the  excretion  of  waste  products  of 
protein  metabolism  and  water.  Later  com- 
plex tubular  reabsorptive  and  secretory 
processes  were  the  consuming  passion  of 
renal  physiologists  as  they  sought  to 
determine  the  fate  of  filtered  sodium, 
calcium,  glucose  and  other  substances. 
Today  a new  horizon  for  the  kidney — one 
that  spotlights  this  organ  as  a focal  point 
not  only  for  hormone  action-interaction, 
but  also  as  a site  of  hormone  production 
regulating  such  important  functions  as 
calcium  concentration,  red  blood  cell  pro- 
duction and  vascular  tone. 

I will  not  discuss  such  important  en- 
docrine functions  of  the  kidney  as  hormone 
catabolsim,  effects  of  Growth  Hormone, 
Thyroxine,  or  cortisone;  or  even  the  pri- 
mary role  of  PTH,  ADH;  and  Aldosterone 
on  calcium,  phosphorus,  water,  sodium, 
and  potassium  handling  by  the  kidney. 
Rather  I would  like  to  focus  on  substances 
produced  by  the  renal  cells  and/or  acti- 
vated within  renal  cells  that  have  either 
local  or  systemic  effect. 

Discussion 

Vitamin  D is  a steroid  hormone  activated 
in  the  liver  and  kidney.  In  the  microsomal 
fractional  of  the  liver  vitamin  D is 
hydroxylated  in  the  25  position  to  25  OH 
D3.‘  Subsequently  it  is  taken  up  by  the 
kidney  where  it  is  hydroxylated  in  the  1 
position  to  the  active  1,25  OH  D3.  This 
reaction  takes  place  in  the  renal  tubular 
cell  mitochondria  in  the  presence  of  low 
intracellular  phosphate  and  PTH.^  As  is 
well  known,  PTH  decreases  the  tubular 
reabsorption  of  phosphate,  thus  enhancing 
the  synthesis  of  1,25  OH  D3.  The  active  D3 
then  is  taken  up  by  intestinal  cells,  binds  to 
nuclear  protein  and  codes  for  the  produc- 
tion of  a calcium  binding  protein  that  aids 
in  active  calcium  absorption  from  the  gut. 
Bone  resorption  with  calcium  release  is 
also  enhanced  by  the  1,  25  OH  D3.  Renal 
conservation  of  calcium  takes  place  with 
either  the  1,25  or  the  24,25  OH  D3.  The 
24,25  form  is  synthesized  in  the  presence  of 
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normal  phosphate  intracellular  concentra- 
tion and  normal  calcium.  The  24,25  form  is 
not  active  for  mobilization  of  calcium  from 
bone,  or  absorption  from  the  gut.  In  renal 
failure  it  is  believed  the  hypocalcemia  is 
associated  with  a decrease  in  the  active 
1,25  OH  D3  form  due  to  a decreased  renal 
cell  mass  and  increased  intracellular 
phosphate. 

Erythropoietin  is  a substance  produced 
by  the  juxtaglomerular  renal  cortical  cells 
in  an  inactive  form  which  then  is  activated 
by  a plasma  activator  located  in  the  alpha 
2 globulin  fraction  of  the  blood.  The 
localization  of  the  inactive  precursor  to  the 
JG  cell  has  been  determined  largely  by 
fluorescent  antibody  technique.'*  The  in- 
active precursor  is  actively  synthesized  by 
the  kidney  in  response  to  several  stimuli, 
the  most  important  and  potent  of  which  is 
hypoxia.^  Normal  rabbit  kidneys  when 
removed  and  perfused  in  vitro  in  a medium 
for  tissue  growth  plus  perfusate,  do  not 
show  erythropoietin  release  as  measured 
by  Fe  59  uptake  into  RBC.  If  the  kidneys 
are  exposed  to  a three  hour  hypoxic 
stimulus  prior  to  the  incubation,  signifi- 
cant erythropoietin  synthesis  and  release 
occurs.  When  puromycin,  a known  in- 
hibitor of  protein  synthesis  is  added  to  the 
media,  there  is  a sharp  decrease  in  the  Fe 
59  uptake  indicating  that  active  synthesis 
was  occurring  in  response  to  the  hypoxic 
stimulus,  and  not  simply  release  of  a 
preformed  substance.^  Erythropoietin  stim- 
ulates the  stem  cell  to  differentiate  along 
the  line  of  erythroid  elements  and  thus 
increases  red  cell  mass.  Stimulation  beyond 
the  pronormoblast  state  does  not  seem  to 
increase  red  cell  mass,  indicating  the 
determination  and  site  of  action  is  prior  to 
the  pronormoblast  stage.  In  renal  failure  it 
is  felt  the  major  cause  of  the  anemia  is 
decreased  erythropoietin  production  by  the 
kidney  due  to  decreased  red  cell  mass.® 

The  juxtaglomerular  appartus  is  an  area 
within  the  kidney  where  the  afferent, 
efferent  arteriole,  the  distal  tubule  and  the 
glomerulus  are  in  close  proximity.  The 
afferent  arteriole’s  medial  layer  contains 
epithelioid  cells  which  produce  over  ninety 
percent  of  the  renin  released  in  the  body. 
The  next  major  contribution  within  the 
kidneys  is  from  the  Macula  Densa,  a group 
of  cells  in  the  distal  tubule  with  very  dense 
nuclei. 

Renin  substrate  is  a glycoprotein  syn- 
thesized in  the  liver  and  found  in  the  alpha 
2 globulin  fraction  of  plasma.  Renin 
substrate  is  increased  in  patients  taking 
estrogen  containing  contraceptives.  This 
increased  renin  substrate  is  believed  to  be 
the  contributing  factor  to  the  hypertension 
associated  with  oral  contraceptives. 

Renin  is  an  enzyme  of  40,000  molecular 
weight.  It  catalyzes  the  conversion  of  renin 
substrate  to  Angiotensin  I by  cleaving  a 
leucine  leucine  bond.  Angiotensin  I is  then 
rapidly  converted  in  the  presence  of 
Converting  Enzyme  in  tissue  vascular  beds 


to  Angiotensin  II,  a potent  vasoconstric- 
tor.** Importantly  there  is  an  Angiotensino- 
genase  which  rapidly  inactivates  this 
potent  vascular  constrictor  — avoiding 
severe  tissue  ischemia.  With  respect  to 
renal  autoregulation  of  renal  blood  flow,  it 
is  believed  that  local  release  of  renin  and 
Converting  Enzyme  within  walls  of  the 
afferent  arterioles  may  act  as  a transient 
vasoconstrictor  influence  responding 
acutely  to  changes  that  mediate  renin 
release,  which  is  quickly  dissipated  by  the 
Angiotensin  II  Inactivator;  thus  prevent- 
ing under  normal  circumstances  severe 
persistent  renal  ischemia. 

One  of  the  most  important  documented 
functions  of  renin  is  to  stimulate  the 
release  of  aldosterone  from  the  Zona 
Glomerulosa  of  the  adrenal  gland.  Al- 
dosterone then  acts  on  the  distal  renal 
tubule  to  enhance  the  distal  tubular 
reabsorption  of  sodium  and  the  excretion  of 
potassium. 

Summary 

Extracellular  fluid  depletion,  decrease  in 
renal  artery  pressure,  increase  in  sym- 
pathetic tone,  or  norepinephrine,  stimulate 
the  JG  apparatus,  particular  the  epithelioid 
cells  of  the  afferent  arteriole,  to  release 
renin  which  acts  on  renin  substrate  to 
stimulate  the  production  of  Angiotensin  I 
which  then  rapidly  converts  to  Angiotensin 
II,  that  both  stimulates  arteriolar  vaso- 
constriction and  the  release  of  aldosterone, 
in  turn  which  stimulates  renal  sodium 
retention,  extracellular  fluid  expansion  and 
return  of  renal  arterial  pressure  and  volume, 
thus  inhibiting  the  stimulus  to  renin  release. 

Prostaglandins  have  long  been  hor- 
mones in  search  of  a function.  Renal 
prostaglandins  are  twenty  carbon  un- 
saturated lipid  acids  with  a five  membered 
ring.  Locally  the  hormone  is  synthesized 
from  polyunsaturated  fatty  acids  in  the 
microsomal  fraction  of  the  collecting  tubu- 
lar cell  of  the  renal  medulla  and  released 
from  the  endoplasmic  reticulum  into  the 
cytoplasm  or  extracellular  fluid  of  the  renal 
medulla.**  PGE2,  one  of  the  most  potent  and 
important  of  the  renal  prostaglandins  acts 
to  oppose  both  neuro  and  humoral  vaso- 
constriction.9  Thus  there  is  an  intrarenal 
mechanism  for  increasing  renal  blood  flow 
without  changing  GFR.  Bradykinin  acts  in 
concert  with  PGE2  by  stimulating  its 
synthesis  and  release  from  the  renal  cell. 
Interestingly,  the  enzyme  which  inacti- 
vates prostaglandins  is  a 15  OH  dehydro- 
genase located  in  the  renal  cortex.  With  the 
anatomic  separation  within  the  kidney  of 
areas  designated  as  sites  of  production  and 
inactivation  of  PGE2,  the  kidney  possess  a 
self  contained  packet  for  the  intrarenal 
control  of  renal  blood  flow. 

Current  theories  of  essential  hyperten- 
sion now  center  around  the  kidney  as  a key 
organ  with  defects  in  the  depressor  systems 
as  a possible  source  of  the  increased 
vascular  reactivity.  Kallikrein  is  a pepti- 


dase that  is  produced  in  the  kidney, 
activates  kinnogen  to  yield  active  kinin: 
one  of  the  most  active  of  which 
bradykinin — an  eight  amino  acid  peptidt 
Bradykinin  is  a potent  vasodilatory  agi 
that  does  not  appear  to  required  alphal 
beta  receptor  sites.  In  patients  with  ess> 
tial  hypertension  the  kallikrein  peptid; 
excretion  in  urine  is  subnormal.'*  Furth 
more,  sodium  restricted  diets — 2 Gm. 
Diets — in  essential  hypertensive  patio 
increase  the  renal  excretion  of  kallikr 
into  the  normal  range. Thus,  there  see 
to  be  some  evidence  for  a defect  in 
depressor  substance  being  present  in  c 
population  of  essential  hypertensiv 
More  research  into  this  area  is  obviouj 
required  to  elucidate  the  complex  ini 
relations  between  prostaglandins,  bra^ 
kinin  and  renin.  Clearly  labelling  the  b'^ 
of  essential  hypertension  as  falling  inbj 
category  related  purely  to  defects  in  eitl| 
the  vasoconstrictor  or  vasodilatory  s 
terns  is  an  oversimplification. 

In  conclusion  we  can  see  in  addition| 
being  a major  site  of  excretion  of  d 
products  of  protein  metabolism,  water  a| 
various  toxins  both  endogenous  and  et 
genous,  and  being  a prime  target  organj| 
hormones  such  as  PTH,  ADH,  and  Aid'll 
terone,  the  kidney  is  a source  of  horm<3 
production  and  a key  to  hormc| 
modulation. 
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lacrophage  Phagocytic 
unction  and  Dysfunction 


anton  G.  Axiine,  M.D. 

I 

Phagocytosis  has  long  been  a source  of 
•eat  fascination  to  biologists.  In  1883,  Elie 
etchnikoff  initiated  experiments  into  the 
udy  of  phagocytosis  by  inserting  a 
dinter  into  starfish  larvae  and  observ- 
; g the  organism’s  response.  This  was  the 
fst  in  a long  series  of  elegant  experiments 
I at  led  to  recognition  that  the  process  of 
lagocytosis  plays  a central  role  in  cell- 
iediated  host  defense  against  and  re- 
)onse  to  foreign  substances.  Since  those 
[irly  experiments,  we  have  made  much 
1‘ogress  in  our  understanding  of  the 
rocess  of  phagocytosis  and  of  the  structure 
|id  function  of  phagocytic  cells.  Phago- 
|/tic  mechanisms  and  the  dysfunction 
irndromes  of  mononuclear  phagocytic 
ills  are  the  subjects  of  this  report. 
Mononuclear  phagocytic  cells  are  the 
•incipal  components  of  the  reticuloendo- 
elial  system  and  represent  a spectrum  of 
■11s  that  all  have  a common  origin  in  the 
>ne  marrow.  They  circulate  briefly  as 
E onocytes  and  then  migrate  to  tissue  sites 
jhere  they  differentiate  into  structurally 
• ore  complex  and  functionally  more  active 
iacrophages.*'^  In  the  liver,  the  macro- 
lage  becomes  the  Kuppfer  cell,  in  the  lung 
:e  differentiated  cell  becomes  the  alveolar 
acrophage  and  in  other  tissues  it  becomes 
e histiocyte  or  epithelioid  cell.  Despite 
|ese  various  names,  mononuclear  phago- 
; ( tic  cells  represent  a single  cell  line  with  a 
mmon  origin.  Whatever  differences  exist 

I'*nong  the  various  members  of  the  reticulo- 
idothelial  system,  their  biologic  signifi- 
nce  is,  in  large  measure,  a reflection  of 
eir  special  ability  to  engage  in  extensive 
derophagic  activity. 

The  phagocytic  process  and  the  intra- 
llular  events  that  are  triggered  by  it  are 
e result  of  a complex  series  of  inter- 
tions  involving  the  outer  cell  surface, 
,.asma  membrane,  lysosomal  system, 
icrofilaments,  microtubules,  Golgi  ap- 
ijiratus,  mitochondria  and  cytoplasmic 
mponents.  To  understand  these  proces- 

!s  and  their  dysfunctions,  it  is  useful  to 
vide  the  entire  phagocytic  process  and 
* sociated  events  into  several  distinct 
lases. 

; 1.  Chemotaxis 
2.  Particle  attachment 
t 3.  Particle  interiorization 
' 4.  Centripetal  flow 

5.  Fusion  of  phagosome  and  lysosomes 
liS.  Bactericidal  activity 
|7.  Digestion 

jesented  at  the  Arizona  Regional  Meeting  of  the 
jnerican  College  of  Physicians.  Phoenix,  Arizona, 
itober  29-30,  1976. 
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CHEMOTAXIS 

Macrophages  are  attracted  to  areas  of 
need  by  specific  and  nonspecific  mechan- 
isms. Altered  protein  which  is  found  in  an 
area  of  inflammation  is  a strong  chemo- 
tactic  stimulus  for  macrophages.  In  addi- 
tion, lysates  of  neutrophils  exert  a specific 
attractive  force  for  monoyctes.  Polymorpho- 
nuclear leukocytes  release  their  contents 
during  phagocytic  and  killing  events  and 
in  this  way  call  monocytes  into  the  area  of 
inflammation.  Certain  bacteria  release 
substances  that  are  capable  of  attracting 
phagocytes.  However,  the  activation  of  the 
complement  system  by  microbes  and  their 
products  plays  a central  role  in  formation 
of  chemotactic  activity.  The  active  com- 
ponents of  special  interest  are  C3a  and  C5a 
which  can  be  generated  in  a number  of 
ways.  Antibody  to  surface  components  of 
the  microbe  can  react  to  form  an  antigen- 
antibody  complex  that  activates  the  hemo- 
lytic complement  components  Cl,  C4  and 
C2.  These,  in  turn,  attack  C3  and  C5  in  the 
serum  to  yield  the  chemotactic  peptides 
C3a  and  C5a.  Alternatively,  certain  micro- 
organisms with  or  without  antibody  may 
generate  C3a  and  C5a  in  serum  by 
activating  the  alternate  complement  path- 
way, the  properdin  system.  Some  bacteria 
are  capable  of  producing  proteases  that  can 
attack  C3  or  C5  directly  to  form  C3a  and 
C5a.®  Agregating  platelets  and  certain 
damaged  tissues  are  also  able  to  release 
proteases  that  cleave  C3  and  C5  to  form 
C3a  and  C5a.  Other  substances  that  are 
chemotactic  for  monocytes  include  lympho- 
kines  produced  by  lymphocytes  in  response 
to  antigen  stimulation,''  serotonin,  kalli- 
krein,  and  plasminogen  activator. 

Defective  Monocyte  Chemotaxis 

Defective  chemotaxis  resulting  from  ab- 
normally functioning  or  absent  comple- 
ment components  has  been  described  in  a 
number  of  patients.  These  defects  include 
genetic  deficiencies  of  C2  and  C3,®  depletion 
of  C3  secondary  to  acute  glomerulonephri- 
tis, systemic  lupus  erythematosus,  or  cir- 
rhosis,®  or  dysfunction  of  C5.  Defective 
chemotaxis  can  also  occur  in  patients  with 
acute  or  chronic  infections  due  to  the 
presence  of  inhibitors  that  interfere  with 
complement  generation.® 

Monocytes  from  patients  with  Wiskott- 
Aldrich  syndrome  have  been  reported  to 
exhibit  a deficient  chemotactic  response  to 
the  complement  component  C5a.'^  It  has 
been  suggested  that  this  results  from 
overproduction  of  a factor  produced  by 
lymphocytes  (lymphocyte-derived  chemo- 
tactic factor)  that  attaches  to  the  surface  of 
monocytes.  Defective  chemotaxis  is  one  of 


several  immunologic  defects  that  have 
been  demonstrated  for  patients  with  chron- 
ic mucocutaneous  candidiasis.  Similar  de- 
ficiencies have  been  described  for  patients 
with  Chediak-Higashi*  and  “Lazy  Leuko- 
cyte” syndromes.  Defective  monocyte 
chemotaxis  has  also  been  observed  in 
Hodgkin’s  disease,®  some  types  of  cancer, 
particularly  melanoma,  certain  adenocar- 
cinomas and  sarcoma.  Patients  who  have 
been  treated  with  adrenocorticosteroids, 
and  patients  with  herpes  simplex  or 
influenza  viral  infections  have  also  been 
reported  to  exhibit  abnormalities  of  macro- 
phage chemotaxis. 

PARTICLE  ATTACHMENT 

After  the  macrophage  and  the  material 
to  be  engulfed  have  come  into  contact,  the 
actual  process  of  phagocytosis  can  begin. 
This  is  initiated  by  attachment  of  the 
particle  to  the  macrophage  at  one  or  more 
of  several  functionally  distinct  receptor 
sites.  The  cell  surface  of  the  macrophage 
possesses  receptor  sites  for  C3  which 
permit  the  cell  to  accommodate  comple- 
ment coated  particles.'®  It  also  contains 
receptors  for  the  Fab  portion  of  immuno- 
globulins.'® In  addition  the  cell  surface 
contains  non-specific  particle  recognition 
receptors  which  permit  attachment  of  latex 
particles,  denatured  proteins,  and  certain 
other  types  of  particulate  matter."  Macro- 
phages also  possess  receptor  sites  for  both  T 
and  B lymphocytes  that  are  not  dependent 
upon  specific  antigenic  stimulation. 

Defective  Particle  Attachment 

In  a preliminary  assessment  of  patients 
with  combined  immunodeficiency,  in  vitro 
studies  showed  decreased  monocyte  ad- 
herence to  glass,  abnormal  surface  morph- 
ology, reduced  monocyte  spreading,  and 
only  infrequent  lymphocyte-monocyte  con- 
tact."^ These  data  suggest,  but  do  not  prove, 
that  defects  in  attachment  between  macro- 
phage and  foreign  particles  can  occur. 

PARTICLE  INTERIORIZATION 

For  an  understanding  of  the  process  of 
particle  interiorization,  we  are  indebted  to 
the  work  of  Cohn'®  and  Hirsch.''*  They 
provided  morphologic  evidence  that  par- 
ticle engulfment  is  achieved  by  a series  of 
invaginations  and/or  evaginations  of  plas- 
ma membrane.  First  a slight  indentation  at 
the  site  of  particle  attachment  develops 
and  then  a deep  pouch  is  formed  as  the 
particle  is  surrounded  by  plasma  mem- 
brane. Ultimately  the  particle  is  completely 
surrounded  by  plasma  membrane  which 
then  fuses  with  itself,  pinches  off,  and 
forms  a vacuole  made  up  of  plasma 
membrane  turned  “inside  out.”  The  parti- 
cle is  then  fully  contained  within  the  pouch 
now  referred  to  as  a phagocytic  vacuole  or 
phagosome. 

Rabinovitch"  showed  that  the  require- 
ments for  particle  ingestion  were  distinctly 
separate  from  those  for  particle  attach- 
ment. Calcium  was  shown  to  be  required 
for  particle  interiorization  but  not  for 
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attachment.  Stossel''’  extended  these  find- 
ings by  carefully  quantitating  the  effects  of 
divalent  cations.  Calcium,  magnesium, 
manganese  or  cobalt  were  all  shown  to 
stimulate  particle  uptake,  and  both  calcium 
and  magnesium  were  required  for  maximal 
uptake.  He  also  showed  that  for  certain 
particles  the  complement  system  was 
required.  Serum  opsonic  activity  involved 
C3  fixation  to  the  particle.  This  could  be 
generated  by  the  properdin  pathway  as 
well  as  by  the  classical  complement 
activation  system.  Opsonization  of  par- 
ticles markedly  diminished  the  concentra- 
tion of  divalent  cations  required  for  max- 
imal rate  of  particle  uptake.  These  data 
suggest  that  divalent  cations  and  heat- 
labile  opsonins  stimulate  the  work  of 
ingestion  and  heat-labile  opsonins  act  by 
potentiating  the  effects  of  divalent  cations. 

The  process  of  particle  uptake  is  quite 
selective  in  that  ingestion  of  one  particle 
does  not  trigger  generalized  phagocytosis 
of  all  particles  attached  to  the  cell  mem- 
brane, but  rather  the  phagocytic  stimulus 
is  confined  to  the  segment  of  the  cell’s 
plasma  membrane  immediately  adjacent  to 
the  particle  being  ingested.'®  Thus  the 
macrophage  exhibits  substantial  selectiv- 
ity in  the  ingestion  phase  of  phagocytosis. 

Formation  of  the  endocytic  vacuole,  cell 
movement  involved  in  chemotaxis,  attach- 
ment of  cells  to  a substratum,  and  mainten- 
ance of  cell  shape  all  require  extensive 
translocation  of  plasma  membrane.  Al- 
though the  precise  mechanisms  are  in- 
completely understood,  recent  studies  have 
suggested  that  contractile  microfilaments 
may  participate  in  plasma  membrane 
movement.'^  The  macrophage  contains  an 
organized  system  of  40-50A  microfilaments 
in  specific  association  with  the  subplas- 
malemmal  region  of  newly  forming  phago- 
cytic vacuoles.  These  microfilaments  are 
composed  of  actin,  myosin,  an  actin- 
binding  protein,  and  perhaps  other  com- 
ponents that  form  a contractile  network. 
Evidence  that  these  structures  are  involved 
in  phagocytosis  is  provided  by  the  obser- 
vation that  treatment  of  macrophages  with 
cytochalasin  B,  a fungal  metabolite,  re- 
versibly interferes  with  phagocytosis  and 
also  disrupts  microfilaments. 

Defects  in  Particle  Interiorization 

Hyperosmolar  conditions  inhibit  inges- 
tion and  may  account  for  impaired  particle 
uptake  by  leukocytes  in  patients  with 
diabetic  acidosis. 

feoxer  and  Stossel'®  recently  reported  a 
patient  with  abnormalities  in  function  of 
the  actin-myosin  system  of  granulocytes. 
The  cells  exhibited  abnormalities  of  move- 
ment, inability  to  extend  pseudopods, 
defective  chemotaxis,  and  a markedly 
reduced  phagocytic  capacity.  The  discov- 
ery of  abnormalities  in  contractile  mech- 
anisms which  can  be  related  to  defects  in 
phagocytic  function  provide  a framework 
for  new  approaches  to  the  investigation  of 
phagocytic  dysfunction. 


CENTRIPETAL  FLOW 

Following  particle  interiorization,  the 
phagosome  migrates  centripetally  into  the 
interior  or  centrosphere  region  of  the  cell. 
This  form  of  movement  occurs  in  all 
phagoc3des,  but  is  particularly  pronounced 
in  the  mononuclear  phagocyte.  The  mech- 
anism of  centripetal  flow  is  not  certain 
although  it  has  been  suggested  that 
microtubules  may  play  a role.  There  are  no 
known  phagocytic  functional  defects  at- 
tributable to  deficiency  of  centripetal  flow. 

FUSION  OF  PHAGOSOME  AND 
LYSOSOMES 

In  the  centrosphere  region  the  phago- 
some comes  into  contact  with  pre-existing 
primary  and/or  secondary  lysosomes.  It  is 
not  known  if  such  contact  results  from  direct 
motion  or  random  collision.  After  contact 
has  been  made,  the  phagosome  fuses  with 
one  or  more  lysosomes  to  form  a membrane- 
bounded  phagolysosome.  As  a result  of 
fusion  the  phagocytized  material  is  brought 
into  contact  with  the  hydrolytic  enzymes 
and  other  contents  of  the  lysosomal  system. 
It  is  at  this  stage  that  the  particle  can  be 
regarded  as  being  truly  intracellular.  F usion 
occurs  very  rapidly  after  particle  uptake  and 
the  extent  of  fusion  is  directly  proportional 
to  the  amount  of  material  interiorized  by  the 
cell.'® 

Defective  Phagosome-Lysosome 
Fusion 

Patients  with  Chediak-Higashi  syndrome 
contain  giant  lysosomes  that  have  been 
reported  to  exhibit  selective  impairment  of 
fusion  with  phagosomes.®  This  results  in  a 
functional  myeloperoxidase  deficiency  that 
may  account  for  the  bactericidal  defect 
seen  in  these  patients. 

Jones  and  Hirsch®®  provided  morpho- 
logic evidence  that  phagosomes  containing 
live  Toxoplasma  gondii  organisms  exhibit 
decreased  fusion  relative  to  phagosomes 
containing  dead  toxoplasma  or  other  organ- 
isms. This  suggested  that  one  mechanism 
by  which  toxoplasma  remain  viable  intra- 
cellularly  is  by  inhibiting  the  process  of 
fusion.  Similar  suggestions  have  been 
made  for  macrophages  following  ingestion 
of  live  Mycobacterium  tuberculosis  or 
Chlamydiae. 

It  has  been  suggested  that  adrenocorti- 
costeroids  may  affect  the  process  of  fusion 
of  lysosomes  with  phagosomes.  The  sug- 
gestion is  based  on  observations  with 
isolated  lysosomes  in  which  adrenocorti- 
costeroids  “stabilized”  the  lysosomes  as 
manifested  by  a delay  in  leakage  of 
lysosomal  contents.  However,  there  are  no 
confirming  data  that  adrenocorticosteroids 
“stabilize”  lysosomes  of  intact  cells  or  that 
they  alter  rates  of  fusion  of  phagosomes 
and  lysosomes. 

MICROBICIDAL  ACTIVITY 

Once  the  particle  is  enclosed  within  the 
phagolysosome  the  cell  is  able  to  initiate 
the  microbicidal  activity.  The  mechanisms 
by  which  monocytes  kill  microorganisms  is 


not  fully  understood.  However,  hydros  i 
peroxide,  myeloperoxidase  and  haluj 
play  a partial  role.^'  Molecular  oxygen  j, 
reduced  to  superoxide  radical  by  oxid:^ 
mechanisms  that  use  either  NADH  1 
NADPH.  Superoxide  is  then  further  - 
duced  to  form  hydrogen  peroxide  wh  f 
then  interacts  with  myeloperoxidase  an  ^ 
halide — either  chloride  or  iodide— to  foi 
an  aldehyde  which  is  lethal  for  a numbe  | 
microorganisms.  This  mechanism  lA 
been  shown  to  operate  as  a bacterici  t 
mechanism  in  polymorphonuclear  leu^ 
cytes  and  in  certain,  but  not  necessarily  7 
mononuclear  phagocytic  cells. 

Monocytes,  unlike  poymorphonuclfc 
leukocytes,  have  not  been  shown  to  contI 
cationic  substances  which  are  bacterici  | 
for  organisms. 


Defective  Monocyte  Microbicidal 
Activity 

Patients  with  chronic  granulomat 
disease  exhibit  deficiencies  in  mononucl 
phagocytic  cell  as  well  as  in  polymorp 
nuclear  leukocyte  cell  function.  The  m 
likely  mononuclear  cell  defect  in  chro 
granulomatous  disease  is  deficient  p' 
phagocytic  hydrogen  peroxide  proc 
tion.'^'^  A subset  of  patients  with  heredit 
glucose-6  phosphate  dehydrogenase  d < 
ciency  exhibit  a defect  in  bacterici! 
activity.'^® 

Another  phagocytic  cell  defect  is  that  • <■ 
to  deficiency  of  myeloperoxidase.  Lev^ 
cytes  from  such  patients  are  unablef 
effectively  kill  certain  bacteria  or  fungu 
Acute  myelogenous  leukemia  and  s(  f: 
patients  with  lymphoma  show  non*, 
phagocytosis,  but  a failure  to  inhj^ 
intracellular  replication.  The  specific  4 
chemical  defect  involved  in  these  patie^^ 


is  not  known  with  certainty  although 
patient  with  myelomonocytic  leukemia  ^ 


5 


reported  to  have  a myeloperoxidib 
deficiency.  i 

In  addition  to  documented  macroph^ 
bactericidal  defects,  abnormal  monel 
clear  cell  function  has  been  thoughfH|. 
occur  in  several  other  disorders.  Patiejl 
who  fail  to  control  intracellular  parasibS 
adequately  must  be  suspected  of  havin  4 
defective  macrophage  defense  systjj 
Therefore,  patients  with  lepromatous 


rosy,  miliary  tuberculosis,  and  dissem; 
ted  fungal  infections  may  be  considere(f| 
possibly  having  macrophage  dysfunci 
syndromes.  However,  in  these  disoreW 
intrinsic  or  acquired  defects  of  macrophL| 
function  or  of  macrophage  lymphoid  ir^ 


action  have  been  inferred  but  not  profit 


Malignant  diseases  of  the  lymphoid  |i 


reticuloendothelial  systems  are  associf 
with  an  unusually  high  incidence 
infection  with  intracellular  organis 
many  of  which  are  nonpathogenic  or  ai 
a low-grade  pathogenicity  for  nor 
individuals.  For  example,  infection  \ 
Listeria  monocytogenes  or  Candida  c 
cans  occurs  with  unusually  high  freque 
in  patients  with  reticulum  cell  sarco 
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Igkin’s  disease,  and  chronic  lympho- 
c leukemia.  Although  abnormalities  of 
ular  or  humoral  immune  responses  are 
1 documented  in  such  disorders,  it  is 
'icult  to  know  whether  these  are  critical 
|,ors  resulting  in  opportunistic  infection 
^whether  related  phenomena  such  as 
Inulocytopenia,  indwelling  venous  cath- 
^s,  immunosuppresant  or  adrenocorti- 
ieroid  therapy  are  most  important, 
andidicidal  and  staphylococcocidal  ca- 
ity  in  circulating  blood  monocytes  in 
h have  been  shown  to  be  diminished  by 
fitment  with  adrenocorticosteroids.^^  De- 
ised  clearance  by  macrophages  of 
bhylococci  aerosolized  into  lung  have 
Jn  found  following  treatment  with  ozone. 
|ias  been  suggested  that  this  occurs  by 
l^rference  with  killing  mechanisms. 

DIGESTION 

rhe  final  step  in  the  phagocytic  process 
digestion  of  the  material  interiorized. 
iftain  particles  are  digested  rather  com- 
tely  within  cells.  On  the  other  hand, 
le  particles  are  never  digested  and  are 
lined  within  the  macrophage  lysosomal 
kem  until  the  death  of  the  cell.  A good 
Imple  of  the  later  is  a tattoo  in  which  the 
Ibon  particle  remains  associated  with 
I macrophage  for  the  life  of  the  indi- 
|iual.  The  rate  of  digestion  for  bacteria 
ries  quite  remarkably  depending  upon 
I material  interiorized.  For  Staphylo- 
lews  albus  the  half-life  for  degradation  of 
Itein  to  the  level  of  amino  acids  or 
kptides  is  approximately  22  hours  where- 
llfor  Bacillus  subtilis  the  half-life  for 

Itein  degradation  is  6 hours.  Various  of 
carbohydrate  and  lipid  components  of 
ested  microbes  may  be  degraded  at 
ich  different  rates  than  the  protein, 
las,  rates  of  digestion  of  endocytized 
terial  are  dependent  on  the  composition 
well  as  the  complex  chemical  environ- 
nt  in  which  that  material  exists. 

Iracellular  Digestion  Defects 
everal  inborn  errors  of  metabolism 
jlting  in  diminished  or  abnormal  lyso- 
hal  enzyme  activity  have  been  identi- 
The  congenital  defect  of  a lysosomal 
I hydrolase  will  cause  the  accumulation 
he  lysosomal  system  of  all  substances 
iose  degradation  is  dependent  upon  the 
lising  enzyme.  Mononuclear  phagocytic 
Is  as  well  as  other  cell  types  store  the 
Completely  digested  material  in  large 
iuoles. 

Examples  of  lipid  metabolism  defects 
ulting  in  lipid-laden  macrophages  are 
ucher’s,  Niemann-Pick,  Tay-Sachs,  Par- 
’s, and  Fabry’s  diseases,  sulfatide  lipi- 
lis,  and  metachromatic  leukodystrophy, 
lilarly,  examples  of  mucopolysacchari- 
les  which  result  in  engorged  lysosomal 
‘uoles  are  the  glycogenoses  types  I - 
d,  Hurler’s  syndrome,  Pseudo-Hurler’s 
idrome,  a -mannosidase  deficiency,  and 
osidosis. 


It  has  recently  been  reported  by  Ode- 
gaard^®  that  azathioprine  decreases  the 
intracellular  digestion  of  bacteria.  Whether 
this  plays  any  role  clinically  is  unknown. 
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It’s  Here  Again 
Entrapment 


The  illicit  flow  of  drugs  from  doctors  and 
pharmacies  is  now  under  intensive  investi- 
gation by  the  U.S.  Department  of  Justice 
Drug  Enforcement  Administration.  A spe- 
cial strike  force  has  been  formed  by  the  DE  A 
using  undercover  informers  and  if  you  think 
that  you  are  safe  just  be  doubly  careful  in 
your  prescription  to  new  patients  regardless 
of  how  thoroughly  you  examine  them. 

One  physician  in  San  Francisco  has  been 
brought  up  for  illegal  prescribing  of  drugs 
when  the  drug  prescribed  was  not  a narcotic. 
It  was  prescribed  in  a number  of  forty-eight 
total.  He  did  examine  the  patient  and  did  all 
the  regular  things  but  the  undercover  agent 
was  so  skillful  that  she  mislead  the  doctor 
completely  and  he  must  answer  therefore  to 
the  great  white  father. 


Director  Besinger  recently  stated  that  the 
“new  program  has  been  identifying  doctors 
and  druggists  who  illegally  divert  drugs  to 
addicts”. 

The  information  is  secured  by  well- 
schooled  undercover  agents  who  present 
themselves  to  private  offices.  The  physi- 
cians may  or  may  not  have  examined  the 
new  patient  thoroughly  but  the  undercover 
agent  seems  to  always  come  away  with  the 
illicit  prescription. 

So  it  won’t  happen  to  you!  Well,  let  me  just 
say  that  when  I came  to  the  Valley  in  1950, 
two  of  the  most  respected  physicians  of 
Phoenix  had  been  entrapped  by  similar 
methods  except  that  the  entrapment  was 
done  by  an  agent  who  was  simulating  an 


attack  of  asthma  and  always  wanted  df 
erol.  There  are  a host  of  other  drugs  n 
besides  narcotics  which  the  DEA  is  c 
cerned  about. 

The  warning  is  clear.  If  in  doubt  abou 
new  patient’s  complaints,  be  very  carei 
about  what  you  prescribe  and  how  much  ai 
whether  or  not  it  is  a drug  that  would 
easily  converted  to  illicit  use  by  otl| 
individuals.  | 

J.  W.  Kennedy,  M.j 

No  person  can  be  said  to  enjoy  civil  /i6ej 
who  has  no  share  in  legislation,  and] 
person  is  secu  re  in  society  unless  the  laws] 
known  and  respected. 

Noah  Webster  (17 
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Annual  Report  of 
the  President 
1976-1977 


As  the  85th  year  of  existence  of  the  Arizona 
Medical  Association  draws  to  a close,  it  is 
gratifying  to  observe  that  most  of  the 
physicians  of  Arizona  are  contiiiuing  to 
meet  the  problems  of  providing  quality 
health  care  with  unity,  organization,  suc- 
cess and  guarded  optimism.  The  outstand- 
ing example  of  this,  of  course,  has  been  the 
sponsorship  and  incorporation  of  the 
Mutual  Insurance  Company  of  Arizona, 
providing  a strong  new  approach  to 
professional  liability  protection.  At  least  the 
advancing  ravages  of  the  malpractice 
disease  have  been  checked,  and  we  seem  to  be 
in  a period  of  remission.  With  tort  law 
reforms  and  a new  and  vital  insurance 
program  underway,  we  are  continuing  to 
explore  other  parameters  of  therapy  through 
our  crisis  committee,  to  hopefully  achieve  a 
permanent  cure. 

Two  grants,  shared  by  the  Arizona 
Medical  Association  and  the  University  of 
Arizona  College  of  Medicine,  give  further 
evidence  of  the  salutary  effects  of  unified 
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effort  by  the  physicians  of  our  State.  The 
Arizona  Perinatal  Program,  continues  to 
demonstrate  the  feasibility  of  providing  the 
most  sophisticated  and  expert  care  to  high 
risk  mothers  and  infants  from  throughout 
our  large  land  area.  The  newer  grant,  only 
recently  received,  for  the  development  of  an 
Arizona  Health  Service  Corps,  to  provide  for 
adequate  health  care  in  under-served  areas, 
contains  equal  promise  of  success  with  the 
joint  cooperation  of  physicians  from  all  over 
the  State. 

Our  public  relations  program  is  thriving 
and  we  have  seen  a favorable  image  of  us 
presented  in  the  various  media  throughout 
the  state.  Legislators  seek  out  and  are 
influenced  by  our  opinions  of  matters 
relating  to  health  and  disease.  Our  program 
of  continuing  medical  education  has  not 
only  had  a salutary  effect  on  public  opinion 
but  should  also  serve  to  satisfy  the  new 
requirements  of  continuing  education  for 
licensure  renewal.  With  the  tabulated  sup- 
portof  our  membership,  Arizona  Medicineis 
undergoing  changes  and  improvements  as  a 
very  viable  state  medical  publication. 
Through  our  physicians  rehabilitation 
committee  we  are  continuing  our  work  in 
helping  some  of  our  unfortunate  colleagues 
regain  their  health  and  professional  stand- 
ing. All  of  our  standing  committees  are 
functioning  in  their  areas  of  responsibility 
as  the  annual  reports  indicate.  All  of  this  is 
perhaps  reflected  in  the  continued  success 
and  attendance  at  our  annual  meeting  and 
scientific  assembly. 

To  remain  successful,  ArMA  must  con- 
tinue to  be  efficient  and  effective.  This  year 
the  concept  of  zero-based  budgeting  was 


introduced  and  should  help  toinsuretheb 
use  of  our  financial  resources  on  an  ann 
basis.  With  this  system,  there  are  no  car 
over  budgeted  funds;  all  money  proposer 
be  spent  must  be  justified  from  the  fif 
dollar  on  up  every  year  for  every  progran  i 
capital  account.  This  will  help  to  guaran 
efficiency  in  our  operations.  Our  execut 
staff  has  taken  up  this  concept  enthusi 
tically  as  they  do  in  all  their  supp 
activities.  Thus,  they  help  to  guarantee 
effectiveness,  and  despite  their  heavier  cjj 
heavier  responsibilities,  they  remain  (|j 
dially  and  personally  available  to  ev[j 
member  physician.  They  are  truly 
backbone  which  helps  to  keep  Arl 
standing  straight. 

I think  it  might  prove  very  interesting  r 
enlightening  if  we  kept  a time  log  for  one  y 
of  all  the  hours  Arizona  physicians  h. 
voluntarily  contributed  to  the  varied  <'| 
complex  activities  of  our  state  associatii] 
I ’m  sure  the  total  would  be  staggering!  W J 
other  group  of  people,  professional  ^ 
otherwise,  give  as  freely  and  gratuitous! I 
their  time  and  talents  as  physicians — fori 
ultimate  purpose  of  providing  better  hefl 
care  for  more  people.  | 

As  president,  I had  the  opportunity  id 
privilege  of  meeting  with  eleven  of  i 
fourteen  county  societies.  Despite  | 
rapidly  increasing  numbers  of  physician  il 
the  state  to  serve  our  expanding  populal  n 
and  the  increasing  complexity  and  numi 
of  serious  problems  facing  all  of  us,  I gai  I 
the  impression  that  we  are  becoming  be^ 
acquainted  and  more  aware  of  our  comr  n 
good,  no  matter  where  we  practice.  I 
ferences  of  opinions  arise  and  often  he«K 
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:ussions  ensue  at  times,  temporarily 
curing  the  common  goals  for  which  we  all 
ve.  In  the  end,  however,  we  find  as 
5onable  people  that  we  are  all  trying  to 
vide,  by  the  best  of  our  efforts,  the  best 
lical  care  available  anywhere  in  the 
•Id.  We  must  continue  to  meet  together 
I talk  together  and  work  out  our  problems 
iether— urban  and  rural,  specialist  and 
eralist,  liberal  and  conservative.  It  is 
ly  in  this  manner  that  we  have  been  so 

tcessful  in  the  past.  Together  we  can  face 
future,  without  flinching,  under  the 
Iwart  leadership  of  our  new  president, 
m Kahle,  M.D. 

! Edward  Sattenspiel,  M.D. 

President 
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UTOR’S  NOTE: 

ncreasing  awareness  of  the  many 
ferent  problems  facing  patients  and 
hilies  of  patients  with  cancer  has 
to  the  implementation  of  more 
hie  and  more  comprehensive  can- 
I rehabilitation  programs  in  many 
l^pitals  and  cancer  centers  around 
! country.  In  1975,  the  Section  of 
tmatology  and  Medical  Oncology  in 
••  Department  of  Internal  Medicine 
the  University  of  Arizona  Health 
ences  Center,  in  order  to  more 
iquately  meet  the  psychosocial 

|n:  Section  of  Hematology  and  Oncology,  Department 
ntemal  Medicine,  University  of  Arizona  Health 
nces  Center,  Tucson,  Arizona  85724. 

i 

I 


needs  of  its  rapidly  growing  patient 
population,  recruited  Ms.  Sherry  John- 
son, a psychiatrically  trained  social 
worker,  to  join  its  staff.  Ms.  Johnson 
has  become  an  indispensable  member 
of  our  health  care  team  in  meeting 
the  total  needs  of  patients  with  cancer. 

In  this  month’s  column,  Ms.  Johnson 
describes  her  role  in  our  Section  and 
provides  us  with  some  insight  into 
some  of  the  non-medical  factors  which 
should  be  considered  in  the  care  of  the 
patient  with  cancer. 

INTRODUCTION 

With  many  types  of  cancer,  the  outlook 
for  prolonged  life  after  diagnosis  has 
improved  over  the  years.  This  has  occurred 
as  a result  of  better  diagnostic  methods, 
increased  public  awareness  of  the  impor- 
tance of  early  diagnosis,  and  improved 
treatments.  In  many  types  of  cancer, 
treatment  is  given  with  curative  intent. 
However,  despite  these  medical  successes 
(reflected  by  statistics  on  improved  disease- 
free  intervals  and  prolonged  survival), 
many  non-medical  problems  must  be  ad- 
dressed. For  example,  the  patient  who  has 
had  definitive  treatment  and  is  hopefully 
“cured”  of  cancer  must  still  face  the 
possibility  of  recurrence  of  disease,  as  well 
as  adjusting  to  the  permanent  cosmetic 
and/or  functional  effects  caused  by  treat- 
ment, and  dealing  with  society’s  prejudices 
regarding  cancer  (manifested  in  such 
practical  problems  as  difficulty  in  obtaining 
employment  or  life  insurance).  The  patient 
whose  disease  cannot  be  cured  may  face, 
in  addition,  the  stresses  of  either  prolonged 
illness  or  perhaps  the  realization  that  he 
may  soon  die.  In  individual  cases,  these 
nonmedical  problems  may  be  over- 
whelmingly important  to  the  success  or 
failure  of  treatment.  Thus,  incorporation  of 
an  approach  to  the  psychosocial  needs  of 
the  patient  and  his  family,  with  efforts 
directed  toward  interpretation  of  these 
needs  to  the  individuals  responsible  for  the 
patient’s  medical  care  and  others  with 
whom  the  patient  must  interact,  is  es- 
sential. Although  concerned  nurses  and 
doctors  can  offer  support  in  this  area,  the 
medical  social  worker  is  specially  trained 
to  deal  with  these  problems  and  is 
available  on  a full-time  basis  to  staff  and 
patients  for  consultation. 

In  describing  my  efforts  as  outpatient 
medical  social  worker  for  the  Section  of 
Hematology  and  Oncology  at  the  Uni- 
versity of  Arizona  Health  Sciences  Center, 
I hope  to  convey  some  idea  of  the  potential 
scope  of  medical  social  work  as  it  is  ideally 
practiced  today  and  the  contributions  the 
social  worker  can  make  in  improving  the 
total  care  of  the  patient  and  his  family.  For 
purposes  of  discussion,  I have  identified 
and  considered  separately  four  interrelated 
roles:  a)  patient  and  family  counselor;  b) 
member  of  the  medical  oncology  team;  c) 
leader  of  the  medical  oncology  staff  group; 
and  d)  consultant  and  educator. 


A.  Patient  and  Family  Counselor 

As  a medical  social  worker,  my  primary 
objective  is  helping  patients  and  their 
families  to  deal  with  the  emotional  and 
social  problems  which  may  result  from 
chronic  and/or  terminal  illness,  hospital- 
ization, and  disability.  Initial  contact  with 
the  patient  is  made  in  the  Hematology/ 
Medical  Oncology  outpatient  clinic, 
through  case  finding,  referral  by  a member 
of  the  medical  or  nursing  staff,  or  at  the 
request  of  the  patient  or  one  of  the  patient’s 
family  members  or  friends.  Referrals  are 
encouraged  for  a number  of  different 
reasons  (see  Table  1). 

Through  evaluation  and  counseling  of  a 
patient,  I attempt  to  delineate  those 
psychosocial  factors  such  as  social  roles, 
interpersonal  relationships,  emotional  re- 
sponses, and  social  resources  which  may 
affect  a patient’s  response  to  his  illness  (or 
which  may  be  affected  by  his  illness  or 
disability),  and  to  identify  with  the  patient 
areas  for  intervention.  The  key  to  helping  a 
patient  is  not  always  in  changing  his 
culture  or  environment  or  even  in  curing  or 
arresting  his  disease,  but  rather  it  may  be 
in  helping  him  to  understand  his  emotional 
reactions  and  their  consequences  and 
helping  him  to  see  other  options  which  may 
be  available.  By  accepting  the  patient’s 
perception  of  himself  and  his  situation 
with  sensitivity  and  understanding,  the 
social  worker  strives  to  provide  an  atmos- 
phere or  relationship  in  which  the  patient 
will  feel  comfortable  in  revealing  emotions 
(such  as  fear,  anger,  guilt,  hostility)  which 
are  frequently  suppressed  in  the  presence 
of  family  members  or  medical  staff.  The 
goal  is  to  help  the  patient  to  free  himself 
from  such  disabling  forces  and  to  develop 
or  regain  a sense  of  self-esteem,  and  the 
ability  to  assert  himself  in  a more  con- 
structive way  so  that  he  can  cope  more 
effectively  with  personal  and  family  life 
situations  even  in  the  face  of  death.  In 
some  cases,  counseling  of  the  patient 
together  with  his  family  or  perhaps  family 
members  alone  is  indicated. 

The  following  examples  may  serve  to 
illustrate  some  of  these  concepts. 

A major  concern  of  many  patients  with 
cancer  is  how  other  people  such  as  their 
spouse,  children,  or  employer,  will  respond 
to  their  illness  and  many  of  these  patients 
may  make  certain  inaccurate  assumptions 
which  directly  affect  how  they  relate  to 
these  other  people.  For  example,  women 
who  have  undergone  mastectomy  are  often 
fearful  of  disfigurement  and  anxious  about 
being  less  feminine.  It  would  not  be 
unlikely  for  this  type  of  patient  to  misin- 
terpret an  innocuous  comment  from  her 
male  partner  as  an  affirmation  of  his 
“rejection”  of  her.  In  reality,  her  partner  is 
usually  more  concerned  with  her  health 
than  her  physical  appearance.  One  con- 
joint counseling  interview  may  help  to 
alleviate  many  of  the  patient’s  fears  and 
misperceptions,  and  facilitate  more  open 
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Table  1 

General  Indications  for  Obtaining 
Social  Service  Referral 
or  Consultation 

1.  Patients  expressing  multiple  somatic 
complaints  without  sufficient  medical 
basis  should  be  evaluated  for  depres- 
sion. 

2.  Patients  or  spouses  expressing  undue 
feelings  of  loneliness,  fear,  hostility,  or 
isolation  due  to  illness,  chemotherapy, 
prognosis,  lengthy  hospitalization,  etc. 

3.  Patients  resistant  to  or  unable  to 
adhere  to  medical  recommendations 
for  treatment. 

4.  Patients  experiencing  sexual 
dysfunction. 

5.  Patients  who  live  alone  (any  age). 

6.  Patients  experiencing  problems  of  liv- 
ing (e.g.,  employment,  housing,  trans- 
portation, money). 

7.  Patients  or  spouses  who  have  experi- 
enced one  or  more  of  the  following 
events/losses; 

— employment:  forced  retirement; 
medical  leave 

— divorce  or  separation 

— death  of  significant  other  (spouse, 
parent,  other  relative) 

— surgery  and/or  chemotherapy  re- 
sulting in  loss  of  body  part  or 
change  in  body  image 

— adolescents  emancipating  from 
parents 

— recent  move  to  Tucson 

— lack  of  support  from  family  or  friends. 

8.  Patients  requiring  plans  for  continu- 
ing care  at  home  or  in  a nursing  home, 
etc. 

9.  Patients  who  are  terminally  ill  who 
may  desire  assistance  in  making  plans 
for  a will,  mortuary  arrangements, 
care/guardianship  of  children,  etc. 

10.  Patients  requiring  a spokesman  within 
the  hospital  or  with  outside  agencies. 

11.  Offer  of  counseling  services  to  spouses 
and  other  family  members  of  deceased 
patients. 


communication  between  the  patient  and 
her  partner. 

Other  patients  may  assume  that  because 
they  have  cancer  their  employer  will  think 
that  they  are  no  longer  capable  of  handling 
their  job  and  any  suggestions  from  the 
employer  regarding  work  performance  are 
interpreted  as  proof  of  this.  In  cases  such 
as  this,  the  task  is  to  examine  and  to  clarify 
with  the  patient  the  extent  to  which  he  is 
projecting  his  own  fears  of  inadequacy 
upon  his  employer. 

Problems  of  role  reversal  due  to  pro- 
longed illness  may  often  result  in  family 
dysfunction.  For  example,  a man  who  can 
no  longer  work  to  support  his  family  may 
suffer  loss  of  confidence  and  feelings  of 
guilt  and  inadequacy.  Correspondingly, 
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the  wife  may  experience  anger  over  the 
changes  she  must  make  and  the  additional 
responsibilities  she  must  assume,  as  well 
as  fear  over  the  potential  loss  of  her  spouse. 
In  these  situations,  I try  to  assist  the  couple 
in  identifying  and  understanding  their 
feelings,  expectations,  and  patterns  of 
behavior  as  they  relate  to  communicating 
and  living  within  the  context  of  a life- 
threatening  illness. 

In  addition  to  individual  and  family 
counseling,  assistance  in  reducing  the 
stresses  in  a patient’s  living  situation  may 
be  provided  by  locating  and  utilizing 
appropriate  personal  and  community  re- 
sources such  as  home  health  care  and 
homemaker  services.  Frequently,  referrals 
to  ease  a patient’s  financial  burdens  are 
made  to  the  Arizona  chapters  of  the 
American  Cancer  Society  and  Leukemia 
Society,  as  well  as  to  the  U.  S.  Department 
of  Social  Security  and  the  Arizona  Depart- 
ment of  Economic  Security.  When  neces- 
sary, patients  and  families  are  referred  to 
attorneys  who  will  assist  with  wills  and 
guardianship  of  children  and  mortuaries 
that  will  help  patients  and  families  make 
funeral  arrangements. 

Although,  as  stated  previously,  evalu- 
ation and  counseling  is  conducted  on  an 
outpatient  basis,  the  understanding  of  the 
patient’s  psychosocial  needs  gained  during 
these  sessions  is  also  of  great  importance 
in  reducing  the  patient’s  anxiety  and  in 
providing  continuity  and  integration  of 
care  should  the  patient  become  hospital- 
ized. 


B.  Member  of  Medical  Oncology  Team 

As  is  implied  above,  the  oncology  social 
worker  in  collaboration  with  the  medical 
oncologists,  house  staff,  nursing  staff,  and 
other  members  of  the  health  team  partici- 
pates in  the  development,  implementation, 
and  evaluation  of  an  effective  treatment 
plan.  The  personal,  family,  employment, 
and  educational  history  obtained  by  the 
social  worker  facilitates  the  medical  team 
in  maintaining  a total  patient  perspective. 
The  insight  obtained  with  regard  to  the 
patient’s  emotional  reaction  to  his  disease 
can  be  of  special  assistance  to  the  team  in 
discerning  the  best  alternatives  to  the 
patient’s  care,  since,  in  general,  patients 
cope  with  stress  after  the  diagnosis  of 
cancer  as  they  have  characteristically 
throughout  their  lives.  Hence,  the  oncology 
social  worker’s  specialty  is  to  be  the 
generalist  on  the  team — to  be  active  in 
assisting  the  team  to  identify  and  commun- 
icate treatment  objectives  and  a plan  of 
care  which  conceptualizes  multiple  causa- 
tions of  behaviors. 

For  example,  physicians  are  frequently 
bewildered  and  frustrated  by  a patient  who 
is  reluctant  to  accept  or  flatly  refuses 
treatment  which,  from  the  physician’s 
point  of  view,  is  the  best  means  possible  of 
maintaining  the  patient’s  survival.  The 
physician  may  even  feel  anger  toward  the 


patient  who,  in  his  perception,  is  sal 
taging  his  attempts  to  cure  or  control  t 
cancer.  However,  the  patient  may 
indirectly  communicating  to  the  physici 
his  feelings  of  hopelessness  and  despf 
Perhaps  submitting  to  treatment  mea 
acknowledging  having  cancer,  or  a reel 
rence,  withstanding  increasing  medii 
bills,  or  needing  to  take  a week’s  abseij 
from  work  after  each  course  of  treatme( 
The  patient’s  resistance  to  treatment  m 
be  a very  positive  attempt  to  preserve  jj 
emotional,  financial,  or  social  well  bei) 
In  these  situations,  the  social  worker  ser'i 
as  the  patient’s  advocate  and  urges  i 
team  to  involve  him  more  in  decisi(j 
regarding  his  treatment  plans.  For  ( 
ample,  belligerency  on  the  part  of  i 
patient  or  a family  member  or  use  of  ) 
staff  as  a scapegoat  may  really  bei 


manifestation  of  the  anxiety  and  anger  | 
regarding  the  patient’s  loss  of  control  o I 
what  is  happening  to  him  or  the  uncerU  ( 
ty  of  his  quality  of  life.  By  interpreting  tu 
to  the  staff  and  helping  the  staff  | 
understand  and  ventilate  their  own  fl 
ings,  the  social  worker  provides  a basis  f 
alternative  suggestions  which  actiyf 
involve  the  patient  in  decisions  and  redjt 
the  anxiety  and  agitation  of  both 
patient  and  the  staff. 


C.  Leader  of  Medical  Oncology  S 
Group 

In  addition  to  their  awareness  of 
importance  of  total  care  for  the  pati^ 
most  of  our  oncologists  have  acknowled 
their  awareness  of  the  emotional  need; 
the  oncology  team  and  the  importanc 
maintaining  good  communication  bet 
team  members.  The  medical  oncol 
social  worker  and  charge  nurse  of  | 
inpatient  unit  serve  as  facilitators  c 
weekly  staff  group  meeting  which  is  geg 
to  assist  all  staff  (i.e.,  attendings,  med| 
house  staff,  nurses,  and  allied  he? 
professionals)  to  deal  with  their  fears 
feelings  of  inadequacy  and  the  conslj 
stress  of  caring  for  dying  patients.  A 
tional  problems  related  to  division  of  le 
and  negotiation  of  roles  may  also 
resolved  in  discussions  between  var:j 
staff  members.  For  example,  when  nuri 
roles  overlap,  the  social  worker  in 
indicate  that  role  assignment  is  not  me| 
an  issue  of  who  has  the  skills,  but  j 
desires  to  do  what,  and  who  the  patj 
wants  to  assist  him.  The  purpose  off 
group  is  to  provide  an  empathetic 
accepting  atmosphere  where  staff 
express  their  real  feelings  and  work  tf 
through  toward  a more  productive  si 
We  believe  that  patient  care  is  maxim/ 
by  the  existence  of  this  staff  group  wl 
deals  with  the  feelings  resulting  from  i| 
care  of  cancer  patients.  j 

i 

D.  Consultant  and  Educator 

Support  for  the  cancer  patient  andi( 

family  must  extend  beyond  the  pati'tj 
medical  oncology  doctors,  nurses, 
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iiial  worker.  The  medical  social  worker 
1 a commitment  to  sensitize  and  educate 
er  health  professionals  within  the 
lical  center  and  the  community,  as  well 
the  community  at  large,  to  the  unmet 
chosocial  needs  of  these  patients  and  to 
li'k  with  other  health  professionals  to 
|ntify  and  mobilize  existing  or  needed 
I )urces  and  structures.  Through  partici- 
ion  in  training  programs  for  medical 
se  staff,  nurses,  and  allied  health 
lents  in  conferences,  seminars,  and 
ihing  rounds,  planned  courses  within 


;ontinuing  with  the  present  issue  of 
tona  Medicine  is  the  series  of  articies 
itied  “Seminars  in  Endocrinology 
I Metabolism.”  The  purpose  of  these 
rt  review  articies  is  twofold.  First, 
! to  the  rapid  proliferation  of  new 
•wiedge  in  the  fieid  of  endocrinology 
I the  multiple  tests  available  for  their 
Iluation,  short,  clinically  oriented 
ews  would  enable  the  physician  to 
p abreast  of  these  newer  deveiop- 
iits  as  they  relate  to  their  practice.  In 
ition,  with  great  stress  being  placed 
I voluntary  recertification  in  many 
specialities,  reviews  such  as  they 
Id  serve  as  an  authoritative,  succinct 
:hing  forum.  The  editors  wili  en- 
vor  to  accomplish  these  goals  by 
zing  the  talents  of  practicing  physi- 
iis  as  guest  contributors  to  this 
les.  Feedback,  both  positive  and 
ative,  is  encouraged  in  order  to  heip 
I'ulfill  these  objectives. 

|Marshall  B.  Block,  M.D.,  Editor 

sing  the  five  screening  procedures  pre- 
sly  presented,  thecauseofinfertility  can 
•etermined  in  90%  of  couples.  Further 
stigation  may  require  adjunctive  testing 
1 as  laparoscopy  (10-30%  margin  of  error 
patency  tests);  immunologic,  specific 
eriologic,  and  genetic  evaluations  (anti- 
nal  antibodies  are  very  probably  a 
e of  infertility  in  some  couples,  despite 
ent  testing);  or  testing  for  various 
'Crine  or  systemic  disorders. 
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the  University  and  community,  and  con- 
sultation with  other  health  professionals, 
the  opportunity  to  work  toward  fulfilling 
this  objective  is  provided. 

For  example,  the  general  public  is  often 
uncomfortable  in  discussing  cancer  openly 
or  in  dealing  with  its  related  social 
problems  such  as  death.  Hopefully,  courses 
such  as  the  one  I am  currently  teaching  to 
University  students  on  death  and  dying 
and  others  being  offered  in  the  community 
can  provide  a forum  to  address  these 
issues. 


Ovarian  factors  causing  infertility  may 
be  primary  or  secondary  and  are  pre- 
dominantly related  to  anovulation  and 
oligo-ovulation.  Absolute  evidence  of  ovula- 
tion can  be  determined  only  by  direct 
visualization  or  by  subsequent  pregnancy 
after  presumptive  evidence  is  documented 
by  the  above  test  (i.e.,  temperature  record- 
ings, progesterone  levels,  etc.).  Anovula- 
tion may  occur  as  a result  of  an  ovarian, 
pituitary  or  hypothalamic  defect.  If  anovu- 
lation is  a result  of  ovarian  failure  such  as 
premature  menopause  or  ovarian  dys- 
genesis, no  ova  are  present  in  the  ovary 
and  attempts  to  induce  ovulation  will  be 
futile.  Ovarian  failure  is  suggested  by  the 
total  absence  of  estrogen  effect  on  the 
cervical  mucus,  abnormal  vaginal  cytology 
or  lack  of  withdrawal  response  to  proges- 
terone, but  is  best  diagnosed  if  gonado- 
tropin levels  are  measured  and  found  to  be 
in  the  menopausal  range.  Primary  or 
secondary  ovarian  abnormalities  are  also 
often  the  cause  of  infertility  in  patients 
with  oligo-ovulation  and  irregular  menses. 
This  syndrome  is  usually  the  result  of  mild 
imbalance  in  hormone  production  or  regu- 
lation and  may  be  caused  by  polycystic 
disease  of  the  ovary,  adrenal  or  thyroid 
disease  or  by  mild  derangements  of  the 
hypothalamic-pituitary-ovarian  axis. 

Whatever  the  degree  of  ovulatory  failure, 
the  treatment  for  all  of  these  patients  is 
similar.  Three  therapeutic  regimens  are 
available  for  ovulation  induction  and  are 
emplemented  in  successive  stages  until 
ovulation  occurs.  First,  clomiphene  citrate 
is  administered  in  progressive  dosages. 
Clomiphene  acts  by  blocking  endogenous 
estrogen  and  by  negative  feedback  causes 
an  outpouring  of  LH  and  FSH  which  in 
turn  stimulates  the  ovarian  follicle.  If  it  is 


In  cooperation  with  other  existing  agen- 
cies such  as  the  American  Cancer  Society 
and  the  Leukemia  Society,  additional 
opportunities  are  provided  for  myself  and 
other  medical  social  workers  to  educate  the 
public.  Ideally,  concomitant  with  increased 
public  awareness  will  come  mobilization  of 
the  community  to  better  coordinate  exis- 
ting services,  increase  expenditures,  and 
implement  new,  more  comprehensive  pro- 
grams in  cancer  care. 


ineffective,  a regimen  of  clomiphene  citrate 
followed  by  human  chorionic  gonadotropin 
(HCG)  is  tried.  The  luteinizing  hormone 
action  of  HCG  may  be  needed  for  ovulation 
after  follicular  maturation  is  attained  by 
stimulated  gonadotropins.  If  there  is  still 
no  response,  human  menopausal  gonado- 
tropins (HMG)  are  administered.  Patients 
responding  to  HMG  have  a gonadotropin 
deficiency  originating  on  the  hypothalmic 
or  pituitary  level.  Pituitary  of  hypothala- 
mic tumor  must  be  ruled  out  as  the  cause 
for  gonadotropin  deficiency.  Before  HMG 
is  administered  one  must  be  certain  that 
the  ovaries  are  able  to  respond.  Patients 
who  fail  to  respond  to  clomiphene  may  be 
potentially  capable  of  ovulation  and  go- 
nadotropin levels  are  sufficient.  Included 
in  this  group  are  patients  having  poly- 
cystic ovarian  disease  and  should  be 
considered  for  bilateral  ovarian  wedge 
resection. 

Corpus  luteum  defects  are  thought  to  be 
caused  by  progesterone  deficiency  and 
supplementation  is  the  current  mode  of 
treatment. 

Other  endocrinopathies  may  also  be 
responsible  for  affecting  the  ovary.  Hypo- 
thalamic disorders,  such  as  the  amenorrhea- 
galactorrhea  syndromes  which  involve 
elevated  prolactin  levels,  interfere  with 
ovulation.  Hypothyroidism  and  occasion- 
ally hyperthyroidism  may  also  be  related 
to  anovulation. 

Tubal  and  peritoneal  pathology  are 
responsible  for  30%  of  cases  of  infertility. 
The  results  of  surgery  for  correction  of 
tubal  pathology  have  been  notoriously 
poor. 

Uterine  causes  of  infertility  are  rare. 
Such  abnormalities  include  didelphic  uter- 
us, bicornuate  uterus,  septate  uterus, 
uterine  synechiae  and  uterine  fibromyomas. 

Cervical  problems  causing  infertility  are 
primarily  due  to  cervicitis  and  its  affect  on 
cervical  mucus  and  sperm  survival. 

Causes  of  infertility  in  the  man  are 
investigated  if  the  semen  analysis  is 
abnormal.  Genetic  causes  include  Kline- 
felter’s, male  Turner’s  and  Reifenstein’s 
syndromes.  Gonadal  dysfunction  and  pri- 
mary testicular  disease  include  crypt- 
orchidism, the  Sertoli  cell  only  syndrome 
(germinal  cell  hypoplasia),  testicular  age- 
nesis, orchitis  resulting  from  epidemic 
parotitis,  seminiferous  tubular  sclerosis 
after  gonorrhea  and  myotonia  dystrophica. 
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When  FSH  levels  are  high,  as  they  are  in 
many  of  these  disorders,  primary  testicular 
failure  is  suggested  and  very  little  can  he 
done  to  enhance  fertility. 

Endocrine  imbalances  may  cause  in- 
fertility as  a result  of  decreased  levels  of 
pituitary  gonadotropins.  Normal  sperma- 
togenesis requires  adequate  levels  of  FSH 
to  initiate  the  functioning  of  the  semini- 
ferous tubules.  LH  must  also  be  available 
to  initiate  (and  maintain)  spermatogenesis 
via  testosterone.  Kallman’s  syndrome  is  a 
rare  syndrome  in  which  hypogonadotro- 
phic  (FSH  and  LH  deficiency)  hypogo- 
nadism is  associated  with  anosmia  and 
may  include  midline  defects  such  as  a cleft 
hp  or  palate.  These  patients  do  not  enter 
puberty  because  of  deficiencies  in  FSH  and 
LH.  Thearpy  for  Kallman’s  syndrome 
involves  administration  of  HMG  (which 
contains  FSH)  and  HCG  (which  contains 
LH)  to  occasionally  stimulate  spermato- 
genesis. Administration  of  testosterone 
will  encourage  development  of  secondary 
sex  characteristics.  Fertile  eunuchism  is 
seen  in  patients  who  have  an  isolated  LH 
deficiency.  Azoospermia  and  low  testos- 
terone levels  are  the  result  of  the  LH 
deficiency.  Delayed  puberty  is  clinically 
difficult  to  distinguish  from  Kallman’s 
syndrome.  The  possibility  of  lesions  such 
as  a craniopharyngioma  must  be  excluded. 
Panhypopituitarism  will  result  in  impo- 
tence and  decreased  libido  as  well  as  in  the 
loss  of  secondary  sex  characteristics.  Be- 
fore therapy  is  begun  in  post-pubertal 
panhypopituitarism  the  possibility  of  a 
causative  intracranial  lesion  must  be 
eliminated.  Hypothyroidism  may  cause  a 
low  sperm  count  and  infertility;  the  sperm 
count  will  rise  in  reponse  to  therapy. 
Adrenal  insufficiency  may,  in  addition  to 
typical  findings,  be  associated  with  gonad- 
al failure.  Congenital  adrenal  hyperplasia 
may  be  suspected  in  the  adult  male 
presenting  with  decreased  sperm  count 
only.  Cushing’s  disease  and  cirrhosis  of  the 
liver  may  also  cause  a low  sperm  count,  in 
addition  to  more  classic  symptoms. 

A varicocele  may  be  defined  as  a 
varicosity  of  the  spermatic  vein  and  is  one 
of  the  major  correctable  causes  of  male 
infertility. 

Certain  medications  and  drugs  can  cause 
infertility  in  the  male  and  be  classified  into 
two  groups  on  the  basis  of  whether  their 
chief  effect  is  on  potency  and  ejaculation  or 
on  spermatogenesis.  The  former  include 
narcotics,  alcohol,  tranquilizers  (e.g.,  phen- 
othiazines),  MAO  inhibitors  and  drugs 
which  interfere  with  autonomic  nervous 
system  (e.g.,  quanethidine  and  methyl- 
dopa)  and  are  thus  associated  with  retro- 
grade ejaculation.  Drugs  that  affect  sperm- 
atogenesis are  amebicides,  antimalarial 
drugs,  nitrofurantoin  and  chemotherapeu- 
tic agents. 

Ductal  obstruction  is  often  present  in 
cases  of  azoospermia  where  the  testicular 
biopsy  is  normal.  It  may  be  caused  by 


infections  (e.g.,  tuberculosis),  in  compe- 
tence of  the  vas  deferens  (congenital  or 
secondary  to  cystic  fibrosis),  or  previous 
ligation  of  the  vas. 

Male  infertility  of  uncertain  etiology  may 
be  related  to  oligospermia,  poor  motility 
(may  occur  as  a result  of  infection)  or  high 
semen  volume  (of  which,  prostatis  is  a 
correctable  cause). 

If  infertility  in  the  male  cannot  be 
treated,  artificial  insemination  with  a 
specimen  provided  by  a donor  may  be 
considered.  This  procedure  poses  moral, 
legal  and  many  psychological  ramifica- 
tions. Other  couples  in  whom  infertility 
cannot  be  treated  successfully  may  wish  to 
consider  adoption.  At  present,  a couple 


may  have  to  wait  years  before  they  lA 
adopt  a child.  | 

In  conclusion:  The  fertility  rate  fori 
infertility  patients,  irrespective  of  etiolcl 
is  approximately  50%.  The  prognosis  '1 
obviously  vary  according  to  the  etiology  J 
those  female  infertility  patients  who, 
become  pregnant,  pregnancy  wastage 
increased  over  that  in  normal  con ' 
populations  and  the  incidence  of  ect(  { 
pregnancy  is  about  five  times  the  nonj 
rate.  Spontaneous  abortions  are  also  k, 
creased  and  even  the  perinatal  mortaliti 
doubled  in  some  series.  Therefore,  J 
infertile  patient  who  is  so  fortunah  i 
conceive  should  not  be  treated  as  J 
ordinary  pregnant  patient  but  watc  i 

carefully  throughout  her  pregnancy.  ' 

I 
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The  DESAD  Project 

Vaginal  and  Cervical  Cancers  and 
Other  Abnormalities  Associated  with 
Exposure  In  Utero  To  Diethylstilbestrol 
and  Related  Synthetic  Hormones 


Donald  J.  Ziehm,  M.D.,  Editor 


The  subject  of  diethylstilbestrol 
(DES)  exposure  in  utero  is  a familiar 
one.  The  National  Cancer  Institute’s 
Division  of  Cancer  Control  and  Re- 
habilitation is  directing  a study  in  four 
institutions,  called  the  DESAD  project, 
of  DES-associated  vaginal  and  cervical 
irregularities  and  the  rare  instances  of 
clear-cell  adenocarcinoma  that  occur 
in  DES-exposed  daughters. 

The  following  text  of  the  Information 
for  Physicians-DES  Exposure  In  Utero 
paper  was  compiled  by  the  physicians 
of  the  DESAD  Project’s  Professional 
and  Public  Relations  Subcommittee, 
and  edited  by  the  Office  of  Cancer 
Communications  of  the  National  Cancer 
Institute.  This  information  is  very 
important  to  every  physician  in  this 
country  who  is  at  aU  likely  to  be  contacted 
concerning  DES  exposure  in  utero. 


Reprint  request.s  to  Dr.  Ziehm.  1728  W.  Glendale  Ave.. 
Phoenix,  AZ  S.hOZl. 


I.  What  Is  Diethylstilbestrol  (DF 

DES  (Diethylstilbestrol  or  stilbestro'  ■ 

synthetic  estrogen-type  hormone,  was 
synthesized  in  the  late  1930’s.  During 
1940’s  many  physicians  throughout 
United  States  and  other  countries  prescr 
this  substance  for  pregnant  women.  Sev 
studies  suggested  that  in  complication 
pregnancy  such  as  bleeding,  threatf 
miscarriage,  or  diabetes,  this  treatn 
improved  salvage  of  the  fetus. 

Although  its  use  in  pregnancy  has  1 
discontinued,  DES  remains  a useful  ai 
for  certain  menopausal  symptoms,  cer 
cases  of  carcinoma  of  the  breast  and  pros 
and  a few  other  clinical  problems.  ' 

II.  Why  Were  DES-Type  Drugs 
in  Pregnancy? 

Nearly  one  pregnancy  in  five  resull 
spontaneous  abortion.  Various  studies 
gested  that  DES-type  drugs  given  to  wo 
likely  to  have  miscarriages  decreased 
incidence  of  abortion.  Additional  inv' 
gation  indicated  that  pregnant  women  ' 
more  than  one  prior  miscarriage,  diabeh 
toxemia  of  pregnancy  could  also  bei 
from  DES  administration.  These  find 
were  widely  publicized  during  the  1 940’s! 
1950’s,  and  prenatal  administration  off: 
type  drugs  was  extensive.  ' 

Later  studies  disclosed  that  the  adm 
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J ion  of  DES  during  pregnancy  was  less 
jctive  than  initially  thought.  Additional 
: ical  research  and  development  of  newer 
pipounds  gradually  diminished  their  use. 

II.  What  is  the  Cancer  Problem 
Associated  with  In  Utero 
Exposure? 

jU  1971,  Drs.  Arthur  L.  Herbst,  Howard 
l|elder  and  David  Poskanzer  at  Massa- 
lisetts  General  Hospital  and  Harvard 

I dical  School  reported  a link  between 
iternal  DES  therapy  during  pregnancy 

I I the  later  occurrence  of  clear-cell 
1 nocarcinoma  of  the  vagina  in  female 
» spring  exposed  to  the  drug  in  utero.  This 
1 ial  report  was  soon  confirmed  by  others. 

oon  after  the  discovery  of  the  initial 
|es,  a Registry  of  Clear-Cell  Adeno- 
Icinoma  of  the  Genital  Tract  in  Young 
Jnales  was  established  by  Dr.  Herbst  and 
^ Robert  E.  Scully  with  support  from  the 
riional  Cancer  Institute  and  the  American 
licer  Society.  It  now  contains  verying 
(ounts  of  data  on  almost  300  cases  from 
J United  States  and  abroad.  Registry 
|lress  is  MARP,  Room  303, 5841  Maryland 
Imue,  Chicago,  Illinois  60610. 

I'he  patients  have  ranged  in  age  from  7 to 
/ears  at  the  time  of  diagnosis, 
documentation  of  exposure  to  DES-type 
1 mones  has  been  established  in  two-thirds 
) ne  fully  investigated  case  histories.  Of  the 
Jrinal  adenocarcinoma  cases,  more  than 
lt)ercent  are  known  to  have  been  exposed  to 
SS-type  hormones. 

lecause  DES-type  hormones  were  not 
ihinistered  to  some  of  the  mothers  of  these 

I cer  patients,  factors  other  than  maternal 
mone  administration  also  may  play  a 
* in  the  etiology  of  these  cancers. 

1 all  cases  for  which  precise  treatment 
l^es  are  available,  the  drug  was  initiated 
>Dre  the  18th  week  of  gestation.  Dosages 
|l  duration  of  therapy  varied  widely, 
ivever,  as  little  as  1.5  mg.  DES  adminis- 
fcd  daily  throughout  pregnancy  was  found 
Jpne  case  history  to  be  associated  with 
i'sequent  cancer  in  female  offspring, 
jhiinistration  of  the  drug  in  varying 
ounts  for  a week  or  more  during  the  first 
aester  also  was  associated  with  the 
sequent  development  of  cancer, 
dancers  related  to  DES-exposure  have  not 
,n  reported  in  male  offspring, 
llthough  the  exact  number  of  pregnant 
■nen  treated  with  DES  or  chemically 
lilar  compounds  during  pregnancy  is 
mown,  it  has  been  estimated  to  be  as 
ny  as  two  million.  The  risk  of  developing 
nocarcinoma  in  exposed  females  under 
years  of  age  appears  to  be  minimal,  in 
w of  the  large  exposed  population  and  the 
y rare  incidence  of  the  disease  so  far 
orted.  However,  as  exposed  females  grow 
3r,  the  incidence  of  cancer  related  to  DES- 
e drugs  may  change. 

V.  Noncancerous  Irregularities 
larly  in  their  investigation.  Dr.  Herbst 
1 associates  noted  that  most  of  the 
final  and  cervical  cancers  in  the  exposed 


females  were  associated  with  vaginal 
adenosis  (the  presence  of  glandular  epi- 
thelium in  the  vagina).  Benign  adenosis  is 
found  histologically  in  over  97  percent  of 
vaginal  clear-cell  adenocarcinomas,  whether 
or  not  a history  of  DES-type  drug  exposure  in 
utero  is  confirmed.  Vaginal  adenosis  is  rare 
in  normal  (unexposed)  young  women. 

The  results  of  examinations  of  females 
exposed  in  utero  to  DES-type  drugs  have 
been  reported  in  several  studies.  More  than  a 
third  of  those  who  were  exposed  in  the  first 
four  months  of  gestation  have  vaginal 
adenosis,  and  more  than  two-thirds  have 
cervical  ectropion  (the  presence  of  glandular 
tissue  on  the  portio  vaginalis  of  the  cervix). 

Other  abnormalities  seen  in  these  ex- 
aminations, such  as  transverse  vaginal  and 
cervical  ridges,  also  may  be  associated  with 
intrauterine  exposure  to  DES-type  drugs. 
These  are  described  by  a variety  of  names — 
hood,  pseudopolyp,  rim,  collar,  cockscomb 
cervix. 

V.  If  the  Patient  was  Exposed  to 
DES-Type  Drugs,  What  Should  be 
Done? 

All  asymptomatic  girls  who  were  exposed 
in  utero  should  receive  a thorough  pelvic 
examination  at  menarche  or  if  they  have 
reached  1 4 years  of  age.  Y ounger  girls  should 
be  examined  if  they  develop  adnormal 
bleeding  or  discharge.  Whenever  prenatal 
exposure  is  probable,  and  there  are  symp- 
toms of  discharge,  further  investigation  is 
imperative,  regardless  of  the  patient’s  age. 
This  investigation  should  not  be  concluded 
until  it  is  certain  that  no  lesion  is  present. 

Before  the  examination  is  undertaken,  the 
entire  procedure  should  be  thoroughly 
discussed  with  the  patient  (and  her  mother 
or  father  if  she  is  a monor).  The  examination 
should  include  inspection  and  palpation, 
Panpanicolaou  smear  (cervix  and  vagina), 
and  an  iodine  staining  test  of  the  entire 
cervix  and  vagina.  Abnormal  areas,  in- 
cluding those  that  do  not  stain  with  iodine, 
should  be  biopsied.  This  procedure  can  be 
performed  in  the  physician’s  office  with 
small  biopsy  instruments  and  without 
significant  discomfort. 

For  the  very  young  patient  who  has 
symptoms  that  require  investigation,  anes- 
thesia may  occasionally  be  required  before 
an  examination.  A small  speculum  permits 
adequate  visualization  of  the  vagina  with- 
out undue  discomfort  in  younger  patients. 

With  asymptomatic  females,  if  adequate 
examination  is  not  possible  at  the  initial 
visit,  vaginal  tampons  should  be  used  for  a 
few  months  to  allow  an  adequate  examina- 
tion later  without  discomfort. 

Colposcopy  is  a useful  adjunct  to  this 
examination,  butitisnotessential.  Utilizing 
its  low  power  magnification  to  examine  the 
vagina  and  cervix,  the  physician  can 
identify  areas  of  glandular  tissue  (adenosis) 
in  the  vagina  or  on  the  cervix.  This 
identification  permits  directed  rather  than 
“blind”  biopsies.  Used  in  conjunction  with 
the  iodine  staining  test  and  selected  biopsy. 


colposcopy  permits  precise  recording  of 
observed  abnormalities  and  their  appraisal 
at  fixed  intervals. 

VI.  Followup  Examinations 

The  patient  exposed  to  DES-type  drugs 
should  be  followed  on  a regular  basis.  After  a 
normal  initial  examination,  annual  pelvic 
examinations  with  cervical  and  vaginal 
cytology  and  iodine  staining  are  probably 
adequate.  If  any  abnormalities  are  noted 
during  the  initial  evaluation,  more  frequent 
followup  examinations  are  suggested  (every 
3 to  6 months,  depending  on  the  severity  of 
the  findings). 

VII.  Management  of  Vaginal  and 
Cervical  Irregularities  Other 
than  Clear-Cell  Adenocarcinoma 

Locally  destructive  measures  such  as 
cauterization,  cryosurgery,  or  excision  can 
be  utilized  if  atypical  changes  such  as 
marked  squamous  dysplasia  or  carcinoma 
in  situ  of  the  vagina  or  cervix  are  found  on 
biopsy. 

Optimal  management  of  nonmalignant 
lesions  in  females  exposed  to  DES-type 
drugs  in  utero  is  uncertain.  At  the  present 
time,  no  case  has  been  reported  in  which 
vaginal  adenosis  has  progressed  to  cancer 
under  direct  observation.  Careful  followup 
appears  at  present  to  be  the  most  prudent 
approach  to  DES-exposed  subjects  without 
carcinoma. 

There  is  no  evidence  to  date  indicating 
that  use  of  oral  contraceptives  by  the  DES- 
exposed  population  would  be  undesirable. 
However,  they  add  further  hormonal  vari- 
ables to  a complex  situation  and  are  one 
more  aspect  of  the  problem  requiring  more 
information. 

The  presence  of  adenosis  is  not  a 
contraindication  to  future  pregnancy  if  the 
woman  desires  to  have  children. 

VIII.  Cancer  Diagnosis 

The  cancers  reported  in  the  Registry  have 
been  found  more  often  on  the  cervix  or  upper 
anterior  vaginal  wall  than  elsewhere.  They 
usually  are  elevated,  soft  and  friable,  with  a 
tendency  to  invade  surrounding  tissue  early 
and  metastasize  through  the  lymphatic 
system.  The  ratio  of  vaginal  to  cervical  site  of 
origin  (classification  of  the  Cancer  Com- 
mittee of  the  International  Federation  of 
Gynecology  and  Obstetrics)  has  been 
approximately  two  to  one. 

IX.  CANCER THERAPY 

Decisions  regarding  mode  and  extent  of 
therapy  in  these  young  women  are  difficult 
in  themselves  and  further  complicated  by 
emotionally  charged  issues.  Both  surgery 
and  high  energy  radiotherapy  potentially 
can  cure  the  disease.  Cancers  associated 
with  DES-type  drugs  may  develop  in  young 
women  primarily  in  tissues  of  Mullerian 
origin — the  upper  portion  of  the  vagina  and 
the  cervix. 

Treatment  should  be  highly  individu- 
alized and  is  best  accomplished  by  phy- 
sicians experienced  in  treating  gynecologic 
cancers. 
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Seminars  in 
Chest  Medicine 


Advances  in 
the  Treatment 
of  Lung  Cancer 
Interstitial  Implants 

Kent  J.  Rossman,  M.D. 


This  continuing  series  of  articles 
entitled  “Seminars  in  Chest  Medicine’’ 
will  attempt  to  keep  the  reader  abreast 
of  developments  in  the  broad  field  of 
pulmonary  diseases.  The  format  used 
will  be  that  of  brief  succinct  reviews 
written  by  the  editors  as  well  as  guest 
contributors.  Areas  of  controversy  as 
well  as  practical  chest  medicine  will  be 
explored.  We  hope  that  these  reviews 
will  be  of  value  in  promoting  continuing 
education  for  certification  examinations 
as  well  as  a forum  for  new  and 
controversial  issues.  The  editors  wel- 
come comments  and  discussion  from 
our  readers. 

Robert  J.  Clark,  M.D. 

Lynn  M.  Taussig,  M.D. 

William  C.  Weese,  M.D. 


An  unnecessary  pessimism  clouds  the 
treatment  of  lung  cancer.  In  at  least  50%  of 
newly  diagnosed  patients,  the  cancer  has 
already  extended  beyond  the  confines  of  the 
lung,  either  to  the  mediastinal  lymph  nodes 
or  other  organ  systems.  Even  when  the 
cancer  is  apparently  initially  limited  to  the 
lung,  the  natural  course  is,  for  many  of  these 
patients,  to  develop  metastatic  disease  later. 
However,  localized  lesions  of  the  lung 
treated  by  radical  excision,  by  lobectomy  or 
pneumonectomy,  can  result  in  cure.  Al- 
though the  surgical  approach  yields  only  a 
30%  cure  rate,  it  is  much  better  than  the 
5%  five-year  survival  of  all  patients  with 
lung  cancer. 

It  is,  therefore,  discouraging  to  receive  a 
patient  who  has  a lesion  that  appears  to  be 
small  and  potentially  curable  by  surgery  but 
who,  for  reason  of  chronic  lung  disease  with 
pulmonary  insufficiency,  cannot  tolerate 
resective  surgery.  Also  discouraging  is  the 
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patient  who  has  other  medical  contraindi- 
cations to  lobectomy  or  pneumonectomy  but 
who,  nevertheless,  would  be  able  to  with-; 
stand  the  physiological  consequences  of 
pulmonary  resection. 

There  is  a second  group  of  unresectable 
patients.  They  are  medically  able  to  undergo 
resective  thoracotomy  but,  at  time  of  ex- 
ploration, their  initial  lesion  is  too  extensive 
to  permit  complete  removal.  There  may  be 
chest  wall  invasion,  fixation  of  the  tumor  to 
hilar  structures,  or  intimate  adherence  to  a 
major  vessel.  Finally,  there  is  a third  group  of 
patients  who  have  received  external  radia- 
tion in  high  doses  as  primary  treatment  but 
who  later  develop  local  recurrence  of  tumor. 
Although  this  occurrence  is  rare,  it  is 
particularly  vexing.  This  patient,  now  two  or 
three  years  after  initial  diagnosis,  has  no' 
other  evidence  of  metastatic  disease  and  is 
potentially  curable. 

These  three  groups  of  patients  are  now 
amenable  to  treatment  with  interstitial 
implantation  of  the  tumor  by  a radioactive 
isotope  of  iodine,  a relatively  new  addition  to 
the  clinical  armamentarium.  In  previous 
years,  implantations  with  radon  seeds  or 
gold  grains  had  to  be  specially  prepared  for 
each  individual  patient  because  of  the  short 
half-life  of  these  isotopes.  Thus,  outside  of 
major  cancer  centers  which  used  theisotopes 
frequently,  it  was  not  possible  to  have  a 
supply  on  hand.  '^®I  has  a 60  day  half-life 
and  a gamma  energy  of  28  Kev.  Because  of 
the  longer  half-life  (60  days,  in  contrast  to  3 
days  for  radon),  the  seeds  can  be  stored  for  up 
to  two  months  without  enough  loss  of 
activity  to  prevent  their  usage.  Thus,  they 
are  readily  available  for  use  on  an  on-call 
basis. 

In  addition,  radiation  protection  for  opera- 
ating  personnel,  physicians,  and  nursing 
staff  is  much  simpler  because  of  the  low 
energy  of  the  iodine  isotope.  The  radiation 
exposure  is  further  reduced  50%  by  each 
adjacent  2 cm.  of  tissue.  Consequently,  after 
the  chest  is  closed,  very  little  radiation  is 
emitted  to  surrounding  tissue. 

Therefore  when  a patient  has  a small, 
potentially  curable  lesion,  and  can  tolerate 
thoracotomy  but  not  lobectomy  or  pneumon- 
ectomy, interstitial  implantation  with  '^^I  is 
the  alternative  treatment.  Also,  if  atexplora- 
tion  there  is  chest  wall  invasion,  hilar 
fixation,  or  intimate  adherence  of  tumor  to  a 
major  vessel,  the  surgeon  can  resect  the  bulk 
of  the  tumor  and,  at  the  same  time,  have  the 
radiation  oncologist  implant  the  iodine 
isotope  into  the  residual  tumor.  Finally,  if  the 
tumor  mass  is  under  8 cm.  in  diameter  but 
cannot  be  easily  resected,  implantation  by 
the  radiation  oncologist  can  convert  an 
exploratory  thoracotomy  into  a palliative 
and  possibly  curative  approach  to  an 
unresectable  tumor. 

Most  of  the  initial  work  with  the  iodine 
isotope  in  the  form  of  encapsulated  metallic 
seeds  was  performed  by  Dr.  Basil  Hilaris  and 
his  associates  at  the  Memorial  Sloan- 
Kettering  Cancer  Center  in  New  York.  They 
first  used  the  isotope  in  1967.  Table  1 


compares  their  results  to  radon  seeds  ar 
'^^Iridium. 

There  is  a slightly  improved  biologic 
effect  with  Iodine-125  and  a reasonably  goc 
local  control  rate.  With  small  localize 
lesions,  the  control  rate  is  75%  and  wil 
larger  regionally  invasive  lesions,  this  droj 
to  50%,  with  an  overall  control  rate  of  67%. 

By  utilizing  this  isotope,  a much  larg 
dose  can  be  delivered  to  the  tumor  wi> 
sparing  of  most  of  the  normal  lung  tissue  ai 
therefore  avoiding  significant  lung  injur 
In  fact,  much  higher  doses  can  be  deliven 
with  this  isotope  than  with  the  technique 
external  radiation.  With  external  radiatic 
alone,  the  tumor  dose  must  be  limited 
approximately  6000  rads;  however,  wi 
implant  techniques,  doses  of  14,000  to  18,0'  j 
rads  are  homogeneously  delivered  to  til 
tumor  with  sparing  of  normal  tissues  due 
rapid  decrement  in  dose  outside  the  implari 
The  complication  rate  for  implantatiili 
(approximately  11%)  is  the  same  as  that  ill 
thoracotomy  with  lobectomy  or  pneumcii 
ectomy.  The  radiation  oncologist  shou|| 
have  prior  knowledge  of  the  patient  and  i 
on  call  for  possible  insertion  of  t 
radioactive  material  during  surgery. 

Finally,  this  modality  can  be  combin 
with  moderate  doses  of  external  radiatic 
Hopefully,  with  newer  chemotherapeu, 
approaches  and  surgical  techniques,  inti 
stitial  implantation  will  give  otherw: 
“incurable”  patients  with  localized  lesion 
chance  for  cure.  i 


Table  1 

Local  Control  vs.  Stage  and  Radionuclid  ^ 

Patients 

Controlled/ Treated^ 


Stage 

222Rn 

192 

I 

-/- 

4/5 

5/6, i 

II 

1/2 

4/4 

2/2 

III 

18/51 

22/51 

26/4 

TOTAL 

19/53 

30/60 

33/5| 

Percentage 

Controlled 

36% 

50% 

639 

STAGE  I - 

A tumor  that 

is  3 cm. 

or  lei 

greatest  diameter  without  evidence  of  invai 
proximal  to  a lobar  bronchus  at  bronchosc, 
with  or  without  hilar  lymph  node  involvem 
Or  a tumor  greater  than  3 cm.  in  diam  q 
without  hilar  lymph  node  involvement.  |] 
STAGE  II  — A tumor  greater  than  3 cmA 
diameter  with  ipsilateral  hilar  lymph  nodiJ 
volvement.  |j| 

STAGE  III  — Any  tumor  that  extends  dire  JS 
into  adjacent  structures  such  as  chest  v IJ 
diaphragm,  mediastinum  or  pericardii 
Tumor  less  than  2 cm.  from  carina.  Tui 
associated  with  atelectasas  of  entire  lun,^ 
pleural  effusion.  Any  tumor  with  mediast  J 
lymph  node  involvement.  1} 

bISOTOPES  EMPLOYED:  | 

(radon),  ’^'^Ir  (iridium),  ‘'^^I  (iodine)  i 
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Seminars  in 
Gastroenterology 
and  Liver  Disease 


Diabetes  Mellitus  and 
the  Gastrointestinal  Tract 
Part  III:  Pancreas  and  Liver 

Stephen  Glouberman,  M.D. 


Leon  Rigberg,  M.D. 

Stephen  Glouberman,  M.D. 
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lNCREAS: 

'he  pancreas  is  histologically  abnormal 
rp  to  2/3  of  autopsied  diabetics.^'’  Fibrosis 
i hyalinization  are  the  major  changes, 
•e  majority  of  the  changes  occur  after  age 
while  the  peak  incidence  of  death  is  in  the 
s.  This  suggests  that  pancreatic  changes 
rease  with  age,  and  may  be  secondary  to 
' disease.  Vascular  infarcts  have  been 
lisidered  to  play  a role. 

|)ne-third  of  patients  with  acute  pan- 
atitis  develop  transient  hyperglycemia 
ich  remits  rapidly,  usually  within  a few 
/s,  and  rarely  lasting  up  to  one  or  two 
nths.'^''  Permanent  glucose  intolerance, 
vever,  may  occur  after  a single  episode  of 
ite  pancreatitis. 

Sixty  per  cent  of  patients  with  chronic 
icreatitis  and  pancreatic  calcifications 
\ve  diabetes.  Of  diabetics  without  a history 
Pancreatitis,  up  to  10%  have  calcification, 
e fasting  serum  insulin  levels  of  patients 
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with  chronic  calcific  pancreatitis  is  about 
half  that  of  normal,  or  9 uU./ml.^'’  The  peak 
insulin  output  is  blunted  to  one-half  or  one- 
third  of  normal,  and  has  a peak  at  about  two 
hours  rather  than  at  one-half  or  one  hour.  If 
insulin  is  required  for  therapy,  it  is  usually  at 
doses  of  30-40  units  per  day  or  less.  These 
patients  may  also  have  low  glucagon  levels. 
This,  and  the  insulinopenic  response,  has 
been  offered  as  explanations  for  the  low 
incidence  of  microangiopathy  complicating 
the  diabetes  of  chronic  pancreatitis. 

Patients  with  genetic  diabetes  who  de- 
velop pancreatitis  have  a stormy  course  with 
shock  and  episodes  of  hypoglycemia  super- 
vening. The  mortality  approaches  90%. 
Known  causes  of  pancreatitis  such  as 
cholelithiasis  and  alcoholism  should  be 
treated  propbylactically. 

The  incidence  of  malignancy  in  diabetics 
is  no  greater  than  in  the  general  population. 
However,  pancreatic  carcinoma  occurs  in 
from  5-19%  of  diabetics  but  in  only  4%  of  the 
general  population.-*^  The  reason  for  this  is 
not  clear.  Pancreatic  cancer  rarely  destroys 
the  entire  pancreas.  Obstruction  of  the 
pancreatic  duct  should  notbe  responsible,  as 
insulin  is  secreted  directly  into  the  blood 
stream,  yet  the  diabetes  improves  as  the 


tumor  is  removed.  About  80%  of  patients 
with  pancreatic  carcinoma  have  their  dia- 
betes discovered  within  two  years  of  the  time 
the  cancer  becomes  manifest,  suggesting 
that  the  presence  of  the  malignancy  causes 
the  diabetes.  Many  of  the  rest  have  had  a 
sudden  change  in  the  degree  of  control  in  a 
previously  stable  diabetic  state.  A sudden 
weight  loss  or  an  increase  in  insulin 
requirement  or  the  onset  of  insulin  requiring 
diabetes  in  a middle-aged  person  should  put 
one  on  the  alert  for  pancreatic  cancer. 

LIVER: 

The  incidence  of  fatty  liver  in  diabetes 
ranges  from  21-78%.^'  There  is  nocorrelation 
between  the  duration  of  diabetes  and  fatty 
liver  or  the  degree  of  control  and  amount  of 
fat  in  the  liver.  Sixty-three  per  cent  of 
diabetics  on  oral  agents  have  fatty  livers, 
1 7%  of  those  on  insulin  do.  There  is  a distinct 
correlation  between  age  and  obesity  with 
fatty  liver.  Juvenile  diabetics  have  a less 
than  5%  incidence,  while  maturity  onset 
patients  have  the  higher  rates.  Correlation 
between  overweight  and  fatty  liver  is  about 
the  same  in  diabetics  as  in  non-diabetics. 
Loss  of  weight  is  usually  associated  with 
improvement  in  the  fatty  liver,  butisusually 
also  associated  with  improved  control.  Liver 
function  tests  are  normal,  or  only  minimally 
abnormal.  Thefatispresentin  largedroplets 
and  has  the  composition  of  adipose  tissue 
fat,  suggesting  that  enhanced  transport 
from  the  periphery  to  the  liver  is  the  source  of 
the  fat.  Increased  hepatic  lipogenesis  may 
also  occur.  The  fatty  liver  correlates  well 
with  blood  triglyceridelevels. This  condition 
does  not  lead  to  cirrhosis. 

Glycogen  is  found  in  the  nuclei  of  about 
60%  of  diabetics.  Although  present  in  30%  of 
diabetics  without  fatty  liver,  it  increases  in 
frequency  with  increasing  amounts  of 
cytoplasmic  fat,  being  present  in  100%  of 
patients  with  massive  fatty  livers.  It  is 
probably  produced  in  the  nuclei,  and  oc- 
casionally presents  as  dense  nuclear 
inclusions.  Glycogen  nuclei  are  not  specific 
for  diabetes,  being  seen  in  Wilson’s  disease, 
obesity,  tuberculosis  and  occasionally  in 
hepatitis. 

The  Australia  antigen  is  present  at  a 
greater  frequency  in  diabetics,  up  to  6.5%.^'* 
The  incidence  of  hepatitis  is  two  to  four  times 
greater  than  in  the  general  population, 
probably  because  of  repeated  hospital 
exposure. 

CIRRHOSIS: 

Eighty  per  cent  of  cirrhotics  have 
abnormal  oral  glucose  tolerance  tests,  but 
only  about  20%  are  frankly  diabetic  with 
fasting  hyperglycemia  and  glucosuria.-** 
Clinically,  the  presence  of  ascites  and 
varices  correlates  significantly  with  an 
abnormal  GTT,  as  does  a low  serum 
albumin.  No  other  single  test  of  liver 
function  correlates  with  an  abnormal  GTT. 
This  implies  that  the  worse  the  liver  disease 
and  the  greater  the  portal  hypertension  the 
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more  impaired  is  the  carbohydrate 
tolerance. 

The  majority  of  cirrhotics  develop  im- 
paired glucose  tolerance  at  the  time  cirrhosis 
is  discovered  or  thereafter.  The  disease  is 
usually  mild,  with  diet  or  oral  agents 
sufficient  for  control.  A family  history  of 
diabetes  is  not  common.  If  diabetes  occurs 
first,  the  glucose  intolerance  is  greater,  often 
insulin  dependent,  and  a family  history  of 
diabetes  is  the  rule. 

Fasting  serum  insulin  levels  are  higher  in 
cirrhotics  than  controls  and  the  total  insulin 
output  after  stimulation  is  greater,  but  with  a 
delay  in  the  peak  levels  to  one  or  two  hours.-^ 
The  highest  insulin  levels  are  found  in 
patients  with  a portacaval  anastomosis. 
This  is  probably  due  to  blood  bypassing  the 
liver,  which  normally  removes  up  to  50%  of 
the  insulin  presented  to  it  in  a single 
passage. 

The  cause  of  impaired  glucose  tolerance  in 
cirrhotics  is  unclear.  Insulin  resistance  may 
be  a factor,  but  the  mechanism  is  unknown. 
Elevated  plasma  nonesterified  fatty  acid 
levels,  impaired  conversion  of  immuno- 
reactive  insulin  to  biologically  activeinsulin 
by  a diseased  liver,  absence  of  a factor 
necessary  for  glucose  uptake  peripherally, 
and  elevated  glucagon  and  growth  hormone 
levels  have  all  been  proposed  as  possible 
mechanisms.-' 

Following  creation  of  a portacaval  shunt, 
patients  with  true  diabetes  have  improved 
glucose  tolerance.-^  However,  those  with  an 
abnormal  GTT  but  without  fasting  hyper- 
glycemia have  further  deterioration  of 
glucose  tolerance.  The  mechanism  for  this 
remains  to  be  worked  out. 

Some  cirrhotics  have  low  total  body 
potassium  levels,  despite  normal  serum 
potassium.'"  They  have  low  fasting  and 
stimulated  insulin  levels.  Replacement  of 
total  potassium  stores  by  oral  KCl  results  in 
normalization  of  insulin  output  and  return 
of  the  GTT  to  or  towards  normal.  This 
suggests  that  potassium  may  play  a role  in 
insulin  production  or  release. 

In  summary,  impaired  glucose  tolerance 
in  cirrhosisisusually  subclinical  and  maybe 
analogous  to  the  situation  in  pregnancy, 
obesity  and  acromegaly.  Peripheral  insulin 
resistance,  elevated  growth  hormone, 
glucagon  and  nonesterified  fatty  acid  levels, 
absence  of  an  hepatic  factor,  depressed  body 
potassium  levels,  or  a combination  may  be 
responsible. 
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INTRODUCTION 

We  will  consider  the  role  of  DNA  in 
autoimmune  diseases  and  the  evidence  for 
genetic  and  environmental  influences  upon 
the  induction  of  autoimmunity  and  anti- 
nuclear antibodies  (ANA’s).  The  prototype 
illness  in  which  an  autoimmune  reaction  to 
DNA  develops  is  systemic  lupus  erythe- 
matosus (SLE).  Native  DNA  is  double- 
stranded  and  is  not  immunogenic  under 
normal  circumstances,  but  denaturation  of 
DNA  renders  it  immunogenic.  We  will 
consider  conditions  which  could  alter  DNA 
or  the  body’s  reactivity  to  it. 
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Role  of  Viruses 

There  is  some  evidence  for  a role 
viruses  as  an  etiologic  factor  in  S. 
Certain  New  Zealand  Black  (NZB)  m 
especially  females,  develop  an  SLE- 
illness  with  renal  disease,  lymphoma,  i 
circulating  antinuclear  antibodies.  A ( 
ade  ago  a filtrable  agent  was  derived  ft 
NZB  lymphoma  cells  and  showed  C-b 
particles  on  electron  microscopy.'  C-t 
viruses  contain  reverse  transcriptase  i 
their  RNA  may  code  for  DNA  which  mi 
be  carried  along  with  the  genetic  mate 
to  the  next  generation.  These  particles 
be  found  in  NZB  mouse  tissues  from 
embryo  through  adult. Viral  antig 
have  been  detected  in  the  glomenipn 
lesions  of  these  animals  along  with 
munoglobulin  supporting  their  role  in  h 
immune  complex  nephritis.^  More  recen 
a cell  free  extract  from  the  spleen  of  a 
with  SLE  was  injected  intraperitone; 
into  mice  and  induced  an  SLE-like  illr 
accompanied  by  plasmacytoma  and  a 
nuclear  antibodies  in  the  serum.®  In 
myxovirus-like  and  paramyxovirus- 
particles  have  been  demonstrated  in  ei 
thelial  cells  of  kidneys  and  skin  anc 
lymphocytes  from  SLE  patients  but  tl 
tubuloreticular  structures  are  thought! 
some  not  to  represent  viral  material 
merely  cell  damage  due  to  viral  infectioi 
Patients  with  SLE  may  have  hig 
antibody  titers  to  certain  viruses  indue 
measles,  mumps,  parainfluenza  type  I 
rubella  virus  compared  with  normal  i 
viduals.5  Furthermore,  complement 
teins  are  utilized  in  clearing  viruses  f 
the  circulation,  and  patients  with  inher 
complement  deficiencies  have  manifei 
lupus-like  illnesses.'' 


. i!d 
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Diagnosis 
There  has  been  a 25-fold  increase  ini 
frequency  of  diagnosis  of  SLE  in  the 
twenty-five  years  largely  due  to  thei^i^i 
creased  availability  of  newer  tests  pari| 
larly  the  ANA  determination  by  imm^\j 
fluorescence.®  The  diagnostic  criteria^L 
SLE  according  to  the  American  Rheu  » 
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>m  Association  are  based  on  epidemo- 
i^c  data  and  95  percent  of  patients  with 
have  four  or  more  of  these  criteria  (see 
ible  1).^  Illness  with  a rash  or  another 
?n  in  the  list  which  can  be  explained  by 
lother  mechanism  exclude  these  criteria 


Table  I 

ARA  Criteria  for  classification  of  SLE 

1.  Facial  erythema 

2.  Discoid  lupus 

3.  Raynaud’s  phenomenon 

4.  Alopecia 

5.  Photosensitivity 

6.  Oral  or  nasopharyngeal  ulceration 
r7.  Arthritis  without  deformity 

8.  LE  cells  (two  or  more) 

9.  Chronic  false  positive  serological  tests  for 
I syphilis  ( >6/12) 

9.  Proteinuria  ( >3.5  g/day) 

1.  Cellular  casts 

2.  Pleuritis  or  pericarditis 

3.  Psychosis  or  convulsions 

4.  Haemolytic  anaemia  or  leucopenia 

( < 4000/mm^)  or  thrombocytopenia 
(<100  000/mm3) 


)m  consideration.  Although  SLE  is  more 
mmon  in  females,  drug-induced  lupus 
ythematosus  is  more  common  in  males  as 
11  be  discussed  later. 

Other  connective  tissue  disorders  in 
lich  ana’s  commonly  develop  include 
leroderma,  Sjogren’s  syndrome,  Ray- 
jiud’s  phenomenon,  and  the  so-called 
jnixed-connective  tissue  disease 
ndrome”  (MCTD),  which  will  be 
scussed  later. 

?llular  Aspects 

Lymphocytes  from  patients  with  SLE  are 
inormal.  There  are:  (1)  decreased 
imbers  of  T cells®  (2)  decreased  numbers 
B cells®  (3)  an  increased  population  of 
ill  cells  which  lack  the  characteristics  of 
& B cells®  (4)  decreased  mitogenic 
sponse  of  lymphocytes  to  agents  such  as 
lytohemaglutinin  which  is  primarily  a T- 
11  function.’®  There  also  appears  to  be  a 
rum  factor  from  SLE  patients  which  is 
hibitory  to  mitogenic  functions  of 
mphocytes  from  SLE  patients  and  even 
hibits  functions  of  lymphocytes  from 
irmal  individuals.”  There  is  increased 
nding  of  radiolabelled,  double-stranded 
MA  by  lymphocytes  from  SLE  patients’^ 
’ serum  from  SLE  patients,  the  latter 
tributed  to  the  presence  of  anti-DNA 
itibodies.”  Many  serum  abnormalities  in 
jE  patients  are  more  marked  in  patients 
ith  active  SLE,  especially  those  with 
vere  nephritis.'® 

[ntinuclear  Antibodies  in  SLE 
'Techniques  to  demonstrate  ANA  by 
(direct  immunofluoresence  use  substrates 
I liver,  kidney  or  cells  from  tissue  culture 
ihich  contain  mammalian  cell  nuclei. 
i?rum  to  be  studied  is  layered  upon  a 

i 


cryostat  tissue  section,  excess  serum  rinsed 
away,  and  a fluoresceinated  anti-human 
gammaglobulin  antiserum  prepared  in  an 
experimental  animal  is  applied.  Specific 
fluorescence  in  portions  of  the  nucleus  is 
produced  by  this  sandwich  technique.” 
Anti-DNA  antibodies  which  produce  a 
rim  or  peripheral  nuclear  staining  pattern 
are  often  seen  in  patients  with  active  SLE 
associated  with  glomerulonephritis,  al- 
though certain  ill  patients  have  circulating 
free  DNA.’®  If  anti-DNA  antibody  persists 
in  high  titer  despite  treatment,  the  prog- 
nosis is  poor  and  renal  function  frequently 
deteriorates  in  the  subsequent  months.’®  A 
radioimmunoassay  technique  has  been 
developed  to  determine  anti  DNA  using 
radiolabelled  DNA.” 

A new  substrate  for  immunofluorescence 
Crithidia  lithidia,  a hemoflagellate  which 
is  pathogenic  only  to  the  blowfly  contains 
double-stranded  mitochrondial  DNA  with- 
out proteins  in  a kinetoplast.  This  immuno- 
fluorescent  assay  for  antibodies  to  native 
DNA  is  a more  direct  assay  for  anti-DNA 
antibodies  than  the  standard  ANA,  and  is 
as  sensitive  but  more  convenient  than  the 
radioimmunoassay.’® 

The  lupus  erythematosus  (LE)  cell  is 
thought  to  be  a result  of  antibody  to 
deoxyribonucleoprotein,  a DNA-histone 
complex.  This  antibody  may  enter  dam- 
aged leukocytes  resulting  in  nuclear  swell- 
ing, after  which  a phagocytic  cell  engulfs 
this  damaged  nucleus  which  becomes  a 
hematoxylin  body.’®  This  antibody  also 
produces  the  typical  diffuse  or  homogene- 
ous ANA  pattern. ’’’ 

Drug-induced  Lupus  Erythematosus 
Many  drugs  (see  Table  II)  have  been 
implicated  as  activators  of  a syndrome 
consisting  of  symptoms,  physical  findings, 
and  serologic  and  biochemical  abnormal- 
ities similar  to  those  found  in  SLE.  Studies 
of  the  pathogenesis  and  clinical  features  of 


Table  II.  Some  drugs  which  may  induce  lupus 

1.  Anticonvulsants 

2.  Antibiotics 

3.  Chlorpromazine 

4.  Hydralazine 

5.  Isoniazid  (INH) 

6.  Oral  contraceptives 

7.  Paraminosalicylic  acid  (PAS) 

8.  Phenylbutazone 

9.  Procainamide 

10.  Quinidine 

11.  Thiouracils 


the  drug-induced  SLE-like  syndrome  have 
yielded  information  useful  in  predicting 
which  individuals  are  at  high  risk  of 
developing  this  complication,  and  this  has 
helped  to  give  us  a better  understanding  of 
idiopathic  SLE. 

Procainamide-induced  SLE-like  syn- 
drome has  been  best  described.  Blomgren 
et  aP®  described  clinical  and  laboratory 
features  of  44  patients,  of  whom  26  were 


male,  who  developed  s3miptomatic  SLE- 
like  syndrome  while  receiving  convention- 
al doses  of  procainamide.  The  most  com- 
mon symptoms  (see  Table  III)  including 
symmetric,  polyarticular  arthralgias  and 
diffuse  proximal  and  distal  myalgias. 
Pleuritic  chest  pain,  pleural  effusions,  or 
pulmonary  infiltrates  occured  in  over  one 
half  of  the  patients. 

ana’s  were  found  in  100%  of  these 
patients  with  drug-induced  LE,  and  LE 
cells  in  77%.  Other  studies  have  found 
ana’s  in  50  to  75  percent  of  all  patients 
treated  with  procainamide;  drug-induced 
LE  developed  in  about  10  percent.’^' 
These  ANA’s  usually  react  against  either 
single  stranded  DNA  or  nucleoprotein,  and 
in  contrast  to  idiopathic  SLE  antibody  to 
native  DNA  and  renal  impairment  are  not 
features  of  the  syndrome.  Symptoms  re- 
solve within  days  to  weeks  after  discon- 
tinuation of  the  procainamide  but  in  severe 
cases  prednisone  appears  to  hasten  resolu- 
tion. ANA  titers  regress  over  a period  of 
months  to  years  after  stopping  the  procain- 
amide. 


Table  III.  Frequent  finds  in  drug-induced  lupus  - 
% incidence 


Positive  ANA 

100% 

LE  cells 

77 

Arthralgias 

77 

Pleuropulmonic  involvement 

52 

Myalgias 

48 

Fever 

45 

Weight  loss 

23 

Previous  drug  reactions 

23 

Although  the  pathogensis  of  the  drug- 
induced  SLE-like  syndrome  remains  un- 
explained, investigations  have  demonstra- 
ted interactions  between  hydralazine  or 
procainamide  and  DNA  and  other  macro- 
molecules.2®  “ Hydralazine,  for  example, 
can  increase  the  viscosity  of  DNA  and 
nucleoprotein  solutions  and  prevent  proteo- 
lytic digestion  of  the  DNA-protein  complex, 
which  could  then  serve  as  a source  of 
immunogenic  material.^® 

F or  the  clinician  it  would  be  desirable  to  be 
able  to  predict  which  patients  are  at  greatest 
risk  for  developing  complications  from  drug 
therapy.  Hepatic  acetyl  transferase  can 
acetylate  certain  drugs,  including  hydra- 
lazine, isoniazid,  sulfamethazine  and  pro- 
cainamide.®'' There  is  a bimodal  distribution 
of  acetyl  transferase  enzyme  activity  in  this 
country  with  approximately  half  the  popula- 
tion phenotypable  as  slow  acetylators  and 
half  as  fast  acetylators.  Slow  acetylators 
develop  more  adverse  effects  from  these 
drugs. ^^Furthermore,  among  57  patients  on 
hydralazine  there  was  a strong  association 
between  slow  acetylation,  the  presence  of 
antinuclear  antibodies,  and  the  develop- 
ment of  a clinical  lupus-like  syndrome.®®  In 
one  study  of  acetylator  phenotype  in  14 
patients  with  idiopathic  SLE,  ten  were  slow 
acetylators,  two  fast  acetylators  and  two 
indeterminate.®^  These  results  raise  the 
possibility  that  unknown  aromatic  amine 
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compounds  present  in  the  environment  may 
be  metabolized  by  this  enzyme,  placing  slow 
acetylators  at  greater  risk  of  developing 
autoimmune  disorders. 

Considering  the  similarity  of  metabolism 
and  toxicity  of  hydralazine  and  procain- 
amide, a prospective  study  of  42  patients  of 
long-term  procainamide  therapy  was  under- 
taken.-'' Thirty-five  of  the  42  patients 
developed  a significant  ANA  titer.  Twelve 
developed  a clinical  lupus-like  syndrome,  of 
which  eleven  were  tested  for  acetylation 
phenotype  and  eight  were  found  to  be  slow 
acetylators.  Of  the  twenty-three  patients 
with  positive  ANA  tests  but  without  clinical 
illness,  eight  of  the  nine  patients  tested  for 
acetylator  phenotype  were  fast  acetylators. 
These  data  suggest  that  acetylator  pheno- 
typing  might  be  valuable  prior  to  instituting 
long  term  procainamide  or  hydralazine 
therapy.  Careful  observation  for  this  syn- 
drome should  be  undertaken  particularly  in 
patients  who  are  slow  acetylators. 

Other  Antinuclear  Antibodies 

Other  ana’s  which  have  been  character- 
ized are  those  which  produce  speckled  and 
nucleolar  patterns  by  immunofluorescence. 
Speckled  patterns  are  due  to  tbe  presence  of 
antibodies  to  saline-soluble  extractable  nu- 
clear antigens  (ENA)  which  include  acidic 
nuclear  proteins  (also  known  as  Sm)  or 
antibodies  against  nuclear-ribonucleo- 
protein  (RNP).'  *.  Antibodies  to  Sm  are  found 
primarily  in  patients  with  SLE,  often 
inactive,  whereas  antibodies  to  RNP  are 
found  in  patients  with  SLE,  Sjogren’s 
syndrome,  scleroderma  and  in  patients  with 
mild  or  overlapping  syndromes  for  which 
the  term  “mixed  connective  tissue  disease” 
(MCTD)  was  coined."  The  presence  of  anti- 
RNP  antibodies  is  not  diagnostic  for  MCTD 
or  any  other  disease  nor  are  these  antibodies 
protective  against  renal  disease.-*'  However, 
when  these  antibodies  are  found  in  the 
absence  of  other  ANA’s  such  as  anti-DNA 
antibodies,  this  seems  to  correlate  with  the 
absence  of  renal  involvement  even  in  SLE 
patients. 

Antibodies  to  mammalian  nucleoli  have 
been  reported  primarily  in  patients  with 
scleroderma,  Sjogren’s  syndrome,  and  pa- 
tients with  Raynaud's  phenomenon  but 
these  antibodies  occur  only  rarely.*'" 

Patterns  of  diffuse  nuclear  staining  have 
been  produced  by  sera  from  patients  with 
rheumatoid  arthritis  but  these  antibodies 
are  not  usually  directed  against  DNA- 
containing  antigens  and  may  produce 
confusion  interpreting  ANA  patterns." 

Summary 

In  summary,  genetic  and  environmental 
factors  such  as  chronic  viral  infections, 
ultra-violet  light  exposure  and  certain  drugs 
may  precipitate  or  aggravate  autoimmune 
disease  in  certain  animals  and  in  certain 
patients.  Patients  with  autoimmune 
diseases  may  develop  antinuclear  anti- 
bodies against  DNA  and  RNA-containing 


antigens  and  nuclear  proteins.  The  rim 
pattern  correlates  with  active  SLE  and 
nephritis  whereas  the  homogeneous  pattern 
in  SLE  correlates  with  the  presence  of  LE  cell 
factor  and  is  also  observed  in  drug  induced 
LE.  Speckled  patterns  may  be  observed  in 
SLE,  usually  without  renal  disease  and  in 
scleroderma,  Sjogren’s  syndrome  and  in 
overlap  states  in  which  features  of  several 
connective  tissue  disorders  may  be  present. 
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Drug  Therapy 
Problems 


ROBERT  E.  PEARSON,  M.S.,  R.PI 

Most  practitioners  rely  upon  th 
own  reading  plus  other  external  souri) 
to  assist  them  in  their  quest  to  remi 
abreast  of  the  biomedical  literatii 
This  feature  is  intended  to  provide  fir' 
information,  to  answer  some  questio 
and  to  stimulate  awareness  of  , 
availability  of  an  unbiased  source; 
biomedical  information.  The  format  h 
include:  questions  and  answers,  v 
the  questions  being  provided  by 
readers  and/or  users  of  our  servi| 
abstracts  from  the  literature;  b 
descriptions  of  newly-marketed  iteil 
brief  discussions  of  new  innovation:' 
therapy;  and  short  exercises  regard 
specific  drug  products. 

ABSTRACT  OF  INTEREST:  Takesh:! 
A.,  Nakamura,  M.  (The  Research  Institut( 
Angiocardiology  and  Cardiovascul 
Clinic,  Kyushu  University  Medical  Sch(' 
Fukuoka,  Japan  812),  Tajimi,  T.,  MatJ 
guchi,  H.,  Kuroiwa,  A.,  Tanaka,  S.,  c 
Kikuchi,  Y.:  Long-Lasting  Effect  of  0 
Molsydomine  on  Exercise  Performar 
Circulation  55:401-407,  1977.  j 

Eight  male  patients  ranging  in  age  fr 
51  to  71  years  (mean  60years)participate(| 
a cross-over  study  of  molsydomine  | 
placebo  (molsydomine  is  not  yet  availably 
the  U.S.).  The  patients  had  historiesj 
exertional  angina  pectoris  of  from  tj 
months  to  five  years  duration.  None  hai 
history  of  myocardial  infarction.  Patiej 
were  drug  free  except  for  nitroglyce] 
during  hospitalization  for  the  study.  Bfj 
line  values  were  obtained  for  the  exerej 
stress  test  on  at  least  two  different  days,  ij 
hours  after  oral  administration  of  2md 
molsydomine,  the  exercise  stress  test  jl 
duced  results  significantly  better  (P  < ().({ 
than  placebo.  Onset  of  angina  was  I 
minutesduringexerciseafterplacebodos! 
as  compared  to  7. .3  minutes  after  moi 
domine  dosing.  In  these  same  patie; 
exercise  stress  testing  within  3 minutes  a i 
0.3mg  of  nitroglycerin,  the  onset  of  ang; 
occurred  in  7.9minutes.Theauthorsfeelt| 
molsydomine  offers  prophylaxis  for  ang( 
pectoris  comparable  to  nitroglycerin  . 


Address  all  communications  to  the  author.  Mr.  Pea' 
is  Education  Research  Associate  with  David  Wash 
& Associates,  Inc.,  Pharmaceutical  Consultants, 
Grand  Avenue,  Phoenix,  Arizona  85007.  (602)  253-ii 


266  APRIL  1977  • XXXIV  • 4 


I 

; 


i‘‘=it  molsydomine’s  duration  is  two  hours 
,er  oral  administration. 

.ABSTRACT  OF  INTEREST:  Calimlim,  J. 
(Department  of  Pharmacology,  Univer- 
y of  Rochester,  School  of  Medicine,  601 
mwood  Avenue,  Rochester,  NY  14642), 
irdell,  W.  M.,  Davis,  H.  T.,  Lasagna,  L., 
d Gillies,  A.  J.:  Analgesic  Efficacy  of  an 
ally  Administered  Combination  of  Penta- 
•dne  and  Aspirin,  Clin  Pharmacol  Ther 
:34-43, 1977. 

■^our  regimens  of  aspirin,  pentazocine, 

. d placebo  were  evaluated  in  a randomized, 

I able-blind  trial.  The  regimens  were:  a)  650 
ij?  of  aspirin  (A650);  b)  placebo  (PBO);  (c)  25 
:j?  of  pentazocine  plus  325  mg  of  aspirin 
n( A-L);  and  d)  50mg  pentazocine  plus  650  mg 
i aspirin  (PA-H).  By  random  assignment, 
I patients  received  PBO;  23  received  A650; 
I received  PA-L;  and  23  received  PA-H. 

!st-op  patients  requesting  an  analgesic  for 
)derate-to-severe  pain  within  the  first  3 
ys  received  a single  oral  dose  of  the  study 
ag.  A trained  observer  evaluated  pain 
I ief  via  patient  interview.  Interviews  were 
^ide  at  the  time  the  medication  was  given 
1 :o,  at0.5hr,  Ihr,  and  hourly  through  hour  5 

l.er  the  medication  was  given.  At  each 
^.erview,  4 subjective  measures  were  re- 
I .'ded:  a)  pain  score  on  an  ordinal  scale 
( = no  pain  to  4 = severe  pain),  b)  pain  relief 
iiative  to  pain  before  medication  (0= worse 
1 4=complete  relief),  c)  pain  analog  score 
( no  pain  to  100=worst  pain  I have  ever 
iqerienced)  marked  on  a 20-cm  line  by  the 
I tient,  and  d)  rating  of  medication  (l=poor 
1 5=excellent.)  Five  derived  parameters 
vre  computed  from  a),  b),  and  c)  above  for 
1 98  patients,  while  d)  was  termed  a 
* LOBAL  performance”  and  measured  on 
* patients.  The  GLOBAL  rating  was 
( "med  to  be  the  most  sensitive.  GLOBAL 
nres  were:  l)PBO,  2.4;  b)A650, 3.6;  c)  PA-L, 
and  d)  PA-H,  4.5. 

(ABSTRACT  OF  INTEREST:  Wilson,  P. 
spartment  of  Clinical  Microbiology,  The 
ndon  Hospital,  Whitechapel,  London,  El 

!B),  and  Ramsden,  R.  T.:  Immediate 
fects  of  Tobramycin  and  Correlation  with 
'•um  Tobramycin  Levels,  Brit  Med  J 1:259- 

||l,  1977. 

rhree  case  reports  are  presented  showing 
mediate  decreases  in  cochlear  output  after 
sing  with  tobramycin.  In  each  case,  the 
prease  was  reversible  and  the  patients 
• re  otologically  asymptomatic  both  during 
I d after  treatment.  All  patients  were 
ologically  normal  prior  to  tobramycin 
^sing  and  required  the  drug  for  Ps.aeru- 
fiosa  (2  cases)  or  Ps.  aeruginosa  plus 
i iph.  aureus  (\  case)  infections.  Thedosing 
( tobramycin  was  120  mg  intravenously  as 
I'bolus  over  three  minutes,  followed  by 
lug  every  eight  hours.  Cochlear  output  was 
I asured  by  transtympanic  electrocochleo- 
laphy.  The  decrease  in  cochlear  output  was 
jFo  below  baseline  at  85  minutes  post- 
section  in  Case  1 (serum  tobramycin  11.2 
3:g/ml  at  peak,  approx.  7mcg/ml  at  85 
Bnutes),  35%  below  baseline  at  85  minutes 


post-injection  in  Case  2 (serum  tobramycin 
15.6mcg/ml  at  peak,  approx.  7mcg/ml  at  85 
minutes);  and  25%  below  baseline  at  55 
minutes  post-injection  in  Case  3 (serum 
tobramycin  7.4mcg/ml  at  peak,  approx. 
5mcg/ml  at  55  minutes).  Onset  of  decreased 
cochlear  output  occurred  immediately  after 
cessation  of  injection.  Mid-treatment  electro- 
cochleography  also  showed  tobramycin- 
related  disturbances. 

ABSTRACT  OF  INTEREST:  Malone,  A. 
J.,  Field,  S.,  Rosman,  F.,  And  Shemerdiak,  W. 
P.  (West  Side  Veterans  Administration  Hos- 
pital, Chicago,  IL  60612):  Neurotoxic  Reac- 
tion to  Oxacillin,  NEngJ Afed 296:453, 1977. 

A 37-year-old  heroin  addict  was  admitted 
with  a diagnosis  of  acute  bacterial  endo- 
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Figure  1 . Neutral  posteroanterior  projection 
of  the  right  wrist. 


carditis.  The  organism  involved  was  Staph, 
aureus,  sensitive  to  oxacillin.  Patient  re- 
ceived oxacillin  at  a dose  of  12g/day  for  8 
weeks.  During  this  time,  renal  function 
deteriorated  (CrCl=17ml/min).  Within  six 
hours  of  stopping  oxacillin,  the  patient’s 
temperature  rose  to  39.4  C.  Oxacillin  was 
restarted  at  a 16g/day  dose  level.  Two  days 
later,  two  grand  mal  seizures  occurred,  with 
residual,  bilateral  ankle  clonus.  At  this  time, 
BUN  was  56mg/dl  and  creatinine  was 
3.9mg/dl.  CSF  levels  of  oxacillin  after  the 
second  seizure  were  70mcg/ml.  Oxacillin 
was  discontinued  and  blood  levels  48  hours 
later  were  6mcg/ml.  The  authors  caution 
against  high  doses  of  oxacillin  in  patients 
with  compromised  renal  function. 


The  patient  is  an  elderly  female  who  had 
injured  her  right  wrist.  The  radiographs 
obtained  (Figs.  1.  and  2.)  demonstrate: 

1.  soft  tissue  swelling  of  the  wrist 

2.  generalized  osteopoenia, 

3.  a healing,  non-pathologic.  Smith’s 
or  reversed  Codes’  fracture, 

4.  an  ulnar  styloid  process  avulsion 
fracture, 

and  5.  the  diagnosis  of  interest — what  is  it? 
Be  specific. 


From:  Arizona  Health  Sciences  Center,  Dept,  of  Radi 
ology,  Tucson,  AZ  85724. 
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Secondary  Rotational  Subluxation  of  the  Carpal  Navicular 


Figure  3.  Same  radiograph  as  Figure  1 
except  for  the  circumscribed  and  triangu- 
lated highlights  which  demonstrate  two 
Major  Diagnostic  signs  (see  text  for 
explanation). 


Figure  4.  Comparison  radiograph  of  a 
normal  right  carpus. 


Associated  with  a Smith’s  Type  Fracture 

Rotational  subluxation  of  the  carpal  navi- 
cular, or  scaphoid  bone,  is  a subtle,  fre- 
quently overlooked  abnormality  which  can 
result  in  serious  clinical  consequences. 
When  unattended , severe  progressive  ostero- 
arthritic  changes  can  develop,  that  may 
necessitate  proximal  carpal  row  excision 
and  radiocapitate  arthrodesis. 

This  presentation  will  briefly  review  the 
(1)  diagnostic  roentgen  signs,  (2)anatomyof 
dislocation,  (3)  physical  findings,  and  (4) 
differential  diagnosis  for  this  condition. 

I.  ROENTGEN  SIGNS 

The  four  (4)  cardinal  signs  specific  for 
this  diagnosis  are: 

1.  Two  Major  Signs:  See  Fig.  3.  and 

compare  with  Fig.  4. 

A.  T/ie  TRIANGULAR  LUCEN- 

CY  SIGN,  i.e.,  a widening  of 
the  naviculolunate  joint,  which 
is  dependent  on  the  degree  of 
concurrent  naviculolunate 

dissociation. 

B.  The  NAVICULAR  CORTICAL 
“RING”  SIGN,*  i.e.,  a circular 
cortical  density  noted  within  the 
distal  navicular  outline. 

2.  Two  Minor  Signs: 

A.  The  NAVICULAR  “FORE- 
SHORTENING” SIGN,  i.e.,  the 
subluxed  navicular  has  an  ap- 
parent roentgen  reduction  of  its 
longitudinal  dimension,  when 
compared  with  the  normal  contra- 
lateral navicular.  This  is  observed 
only  on  neutral  PA  views  and  is 
due  to  the  accentuated  volar  angu- 
lation the  subluxed  navicular  as- 
sumes in  its  new  orientation  (see 
Fig.  3.,  compare  with  Fig.  4.). 

B.  The  DECREASED  RADIO- 
NAVICULAR  ANGLE  SIGN, 
i.e.,  a more  “upright”  orienta- 
tion of  the  navicular  than  is 
normal,  notable  ONLY  on  the 
lateral  view  (see  Fig.  2.). 

In  any  given  case,  not  all  roentgen 
signs  will  necessarily  be  present.  Their 
presence  or  absence  is  a function  of  the 
degree  of  abnormal  navicular  rotation  that 
occurred  with  subluxation.  Statistically,  the 
two  major  signs  outlined  have  greater 
diagnostic  import  and  are  more  easily 
appreciated  by  the  casual  observer.  The  two 
minor  signs  are  “soft”  signs  more  difficult  to 
identify.  Since  three  of  the  four  roentgen 
signs  are  noted  only  on  the  neutral  PA  view, 
it  is  the  radiograph  of  diagnostic  choice  for 
best  evaluation  of  the  condition. 

II.  ANATOMY 

To  account  for  the  roentgen  findings,  a 
torque  of  the  navicular  must  occur  along  its 
long  axis  (which  is  in  the  anatomic  trans- 


verse plane).  This  results  in  the  distal  poll 
the  bone  (i.e.,  the  intermediate  waist  8 
distal  tubercle)  angulating  in  the  vc 
direction.  Simultaneously,  the  proximal  Pj 
of  the  navicular  (i.e.,  the  body  and  its  rac' 
articular  surface)  rotates  posteriorly,  s 
luxing  toward  the  dorsum  of  the  wrist. 

III.  PHYSICAL  FINDINGS 

The  clinical  presentation  includes 
following  symptoms  and  signs:  (1)  pain;, 
limitation  of  extension,  supination,  f' 
pronation;  (3)  point  tenderness  and  swell  > 
over  the  radionavicular  joint  localized 
finger  tip  palpation;  and  occasionally, 
appreciation  of  a palpable  click  over 
radionavicular  joint  during  extensi|. 
These  findings  relate  to  encroachment  of 
distal  radius  on  the  proximal  pole  of  i 
subluxed  navicular. 

IV.  DIFFERENTIAL  DIAGNOSIS  ( 

The  diagnostic  gamut  for  this  entifij 
limited.  It  may  be  considered  either  aj 
primary  or  secondary  condition.  Second\ 
subluxation  is  ALWAYS  the  result j 
significant  trauma.  This  occurs  either  aq 
an  isolated  phenomenon,  or,  more  i 
quently,  (2)  in  conjunction  with  other  car) 
dislocations  (especially  lunate  and  pj 
lunate)  and/or  fractures  (as  in  this  case  v| 
an  associated  Smith’s  fracture  and  ul| 
styloid  avulsion).  Contrarily,  primary  q 
luxation  of  the  navicular  may  be  considti 
to  bear  NO  relationship  to  trauma.  Thij 
either  (1)  idiopathic  or  (2)  pathologid 
origin.  The  latter  is  due  to  an  intrii 
disease  process  which  has  effected  suffic 
ligamentous  laxity  or  destruction  to  fii 
itate  the  subluxation  during  normal  d. 
activity  (e.g.,  as  often  occurs  in  rheuma ' 
arthritics,  etc.). 

To  summarize,  rotational  subluxatio:) 
the  carpal  navicular  has  somewhat  sul 
but  characteristic  roentgen  findings.  If  j 
condition  is  allowed  to  persist,  consider.; 
disability  may  result.  The  specific  roentj 
signs  discussed  must  be  recognized  to  en; 
successful  orthopoedic  treatment. 
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Considered  PATHOGNOMONIC  when  present,  the  s|i 
only  occasionally  demonstrated.  It  is  due  to  the  shado’f 
by  the  tubular  cortex  of  the  navicular  waist,  which  m 
aligned  in  an  exact  plane  to  effect  this  “ring"  format  j 
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i VD  Control 
ontrolling? 

un  Annual  VD  Review 
■ 1976  — Maricopa  County) 


I C.  Pinto,  M.D.,  M.P.H. 


Jlitors  Note:  This  decisive  discourse 

fi  the  incidence  of  venereal  disease  in 
ntral  Arizona  after  a recent  ex- 

Iasion,  is  said  again  to  be  on  the  wane. 
John  Mahoney  USPHS  pioneered 
e use  of  sulfa  drugs  in  treatment  of 
Inorrhea  and  penicillin  in  the  treat- 
ment of  syphilis.  His  greatest  hope  and 
pectation  (1945)  was  that  with  a 
ecific  therapy  for  gonorrhea  and 
philis,  along  with  case  finding,  his 
pectation  was  that  these  diseases 
>uld  be  eradicated.  Dr.  Thomas  Parran, 
rgeon  General  USPHS  had  in  1934 
ude  syphilis  a household  word  used  in 
wsprint  or  radio.  Inspite  of  specific 
rapy  a change  in  sexual  mores,  has 
ain  made  these  household  words, yea 
usehold  diseases! 


^erhaps!  At  least  there  has  been  a 
Hmatic  drop  in  the  national  rate  of 
•rease  for  gonorrhea  from  10%  to  less  than 
le-half  of  1%.  Just  as  encouraging  is  the 
)ort  of  a decline  by  7.4%  for  infectious 
hilis. 

Jiust  maybe  the  federal  commitment  of 
•reased  support  to  local  health  depart- 
■nts  during  the  past  few  years  and 
Teased  control  efforts  by  local  VD 
inters  are  finally  starting  to  decrease  that 
st  VD  reservoir! 

VD  Control  reports  a tremendous  drop  of 
in  acute  gonorrhea  cases  which  far 
,beeds  the  national  trend  but  still  repre- 
(pting  a community  gonorrhea  rampage, 
ud  a decrease  in  total  number  of  syphilis 
Ises  by  30%.  However,  the  number  of 
fTectious  syphilis  cases  still  remains  stable 
i about  69  cases. 

The  main  reason  for  the  continuing 
norrhea  rampage  remains  social,  but 
Dre  is  a medical  component  which  must  be 
mdidly  identified:  1)  use  of  inappropriate 
Jugs  (repository  type  penicillins  have  no 
f ice  in  the  treatmen  t of  gonorrhea  and  may 


well  encourage  resistance  because  of  its  long 
tail-off  and  prolonged  low  serum  level  of 
penicillemia),  2)  failure  to  perform  test  of 
cures  to  determine  the  effectiveness  of 
treatment  schedules,  3)  failure  to  recognize 
and  adopt  special  regimens  in  pregnant 
women,  gays  and  prostitutes,  4)  failure  to 
vigorously  seek  out  and  examine  and  treat 
all  sexual  contacts  to  active  VD,  and  5) 
failure  to  do  a serology  on  all  cases  of 
gonorrhea  or  other  sexually  transmitted 
diseases. 

With  respect  to  gonorrhea,  there  is  no 
doubt  that  the  social  aspect  is  the  main 
culprit.  A relatively  short  incubation  period 
coupled  with  promiscuity  in  premarital  and 
extramarital  sexual  relationships,  sex  cults, 
sex  orgies,  gay  bath  houses,  prostitution  and 
a cavalier  attitude  (“one  shot  cures”) 
towards  gonorrhea  creates  almost  insur- 
mountable epidemiological  control  prob- 
lems. One  of  the  worst  offenses  is  when  the 
patient  names  many  contacts,  all  of  whom 
are  negative,  and  then  finally  confesses  to 
one  more  (who  is  infected)  whom  he  did  not 
name  since  he  thought  she  was  “pure  and 
clean.”  Unless  all  contacts  are  investigated, 
the  chain  of  infection  cannot  be  broken.  The 
relatively  long  incubation  period  of  syphilis 
permits  some  latitude  in  the  epidemiological 
process. 

A comparative  three-year  statistical  study 
reveals  that  Maricopa  County  may  harbor  at 
least  20%  of  sexually  active  males  who  may 
be  asymptomatic;  that  is,  those  male 
contacts  without  objective  or  subjective 
urethral  symptoms  ami  who  are  at  least  five 
or  more  days  past  exposure  and  positive  only 
on  culture. 

It  appears  that  the  percentage  of  women 
surprised  to  learn  they  have  active  gonor- 
rheal disease  is  stabilizing  at  about  9-10%. 
This  is  that  group  of  sexually  active  women 
who  from  curiosity  or,  as  they  put  it,  just 
want  to  be  sure  (JWTBS  or  JiWiTBis  - 
acronym)  are  chagrined  to  learn  they  are 
infected.  Three  were  amazed  to  learn  they 
had  oral  (pharyngeal)  gonorrhea.  All  oral 
G(”s  are  confirmed  by  sugar  fermentation. 


women  during  routine  pelvic  examinations. 
Both  public  and  private  clinics  throughout 
the  county,  other  than  VD  clinics,  are 
cooperating.  There  is  no  charge  to  the 
patient.  All  lab  work  is  performed  by  VT3 
Control,  and  of  164,473  cultures  performed 
in  the  past  three  years,  3,337  were  found  to  be 
positive.  (Table  1.) 

Table  1. 

Female  Gonnorrhea  Screening 
(1974-  1975-  1976) 

Cultures  sPositive 


Public  Type  Patients 


MCDHS  non  VD  Clinics 

75,940 

1,775 

ASU  Student  Health 

4,180 

185 

Terros 

2,268 

246 

CODAC 

550 

29 

Juvenile  Detention 

2,860 

218 

Private  Type  Patients 

Private  Physicians 

46,057 

513 

Planned  Parenthood 

31,544 

324 

3 Year  Total  Cultures 

Public  Patients 

86,872 

2,502 

Private  Patients 

77,601 

837 

GRAND TOTAL 

164,473 

3,339 

More  than  50%  of  women  who  have  been 
named  as  a contact,  or  who  have  been  told 
their  sex  partners  have  gonorrhea,  or 
suspect  their  sex  partners  have  gonorrhea, 
do  have  active  disease.  Five  were  surprised 
to  learn  they  also  had  oral  gonorrhea. 

It  is  interesting  to  note  that  the  percentage 
of  male  urethral  exudates  that  may  be 
classed  as  non-gonoccal  urethritis  (NGU); 
that  is,  fails  to  smear  out  any  gram  negative 
intracellular  diplococci,  have  now  increased 
to  more  than  59'Ki.  We  have  joined  England 
where  “the  number  of  male  NGU’s  are 
greater  than  the  number  of  male  G.C.’s.” 
This  emphasizes  the  need  to  do  at  least  a 
gram  stain  foraccuratediagnosis.(Table2.) 

A sometimes  troublesome  but  minor 
complication  of  adequately  treated  acute 


Table  2. 

Male  Urethral  Exudates 


Number 

Number 

Examined 

NGU 

1976 

7,481 

4,452 

1975 

5,975 

2,878 

1974 

5,416 

2,624 

Percent 

Number 

Percent 

NGU 

G.C. 

G.C. 

59 

3,029 

41 

48 

3,097 

52 

48 

2,792 

52 

In  comparison  to  the  9-10%  positive  G.C. 
JWTBS  women  who  reported  directly  to  VD 
Control  and  perhaps  suspected  some  type 
of  infection,  only  2-3%  of  the  general  female 
population  was  found  to  be  positive.  This 
appears  to  compare  with  the  1-2%  JWTBS 
males. 

This  interesting  statistic  was  obtained 
from  our  ongoing  Female  Gonorrhea  Screen- 
ing Program,  which  has  been  conducted 
since  1974.  The  program  consists  of  ob- 
taining a cervical  culture  on  all  consenting 


gonorrheal  urethritis  is  post-gonococcal 
urethritis  (PGU).  It  appears  to  be  on  the 
increase  and  presents  as  a persistent 
urethral  exudate  with  a negative  test  of  cure 
(TOC)  and  readily  responds  to  a total  dose  of 
8.5  gms  of  Tetracycline.  It  now  represents 
about  10%  of  those  adequately  treated  for 
G.C. 

A Test  of  Cure  (TOC)  is  the  best  monitor  of 
gonorrhea  treatmenteffectivenessandmust 
be  included  in  any  treatment  regimen.  About 
50%  of  clinic  treated  cases  return  for  TOC’s 
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with  a negligible  1%  failure  rate.  All 
treatment  schedules  have  been  in  accor- 
dance with  recommendations  by  Center  for 
Disease  Control,  Atlanta,  Georgia.  Copies 
will  be  forwarded  upon  request  by  phoning 
VD  Control,  Phoenix  - 267-0568. 

One  interesting  problem  has  been:  How  to 
manage  a patient  with  a urethral  exudate 
which,  when  subjected  to  a gram  stain, 
reveals  gram  negative  extracellular  diplo- 
cocci  alone  or  amid  other  gram  positive  rods 
or  cocci.  At  the  VD  Control  Center  each  such 
case  is  cultured  but  treated  as  a non- 
gonococcal urethritisiNGU).  Ifthecultureis 
positive  for  gonorrhea,  the  patient  is  then 
interviewed  for  contacts  and  TOC’s  per- 
formed. Of  147  such  smears,  34,  or  23%, 
cultured  out  positive  for  gonorrhea.  The 
reason  for  treating  such  cases  as  NGU’s 
instead  of  G.C.’s  is  that  penicillin  usually 
has  no  effect  on  NGU,  whereas  tetracycline 
is  effective  in  either. 

About  20%  of  gays  reporting  for  examina- 
tion are  found  to  have  positive  gonorrhea 


American  Indian  School 
of  Medicine 

Jasper  L.  McPhail,  M.O. 


Editors  Note:  We  have  asked  Dr. 
McPhail,  Vice  President  and  Dean  of 
the  American  Indian  School  of  Medi- 
cine to  summarize  the  present  state  of 
development  of  the  school. 


The  health  status  of  Indians  and  other 
Native  Americans  is  considerably  below 
that  of  the  national  norm.  Similarly  the 
number  of  health  professionals  per  100,000 
population  from  among  the  ranks  of  these 
First  Americans  is  the  lowest  , of  any 
identified  ethnic  group  in  the  country.  There 
is  likely  a direct  relationship  between  these 
two  facts. 

Of  72  self-identified  American  Indian 
physicians,  only  one  has  ever  returned  to  his 
home  reservation  area  for  his  professional 
career.  Attempts  to  increase  the  number  of 
Indian  physicians  by  providing  scholar- 
ships to  existing  medical  schools  has  proved 
to  be  an  “insular  brain  drain”  of  talented 
young  Indians  as  they  are  “scholarshipped 
out”  to  serve  the  general  society.  Their  loss 
affects  more  than  just  the  health  status  of 
their  communities.  They  represent  a greater 
loss  as  the  necessary  role  models  for  Indian 
youth  who  by  associations  hopefully  could 
see  themselves  as  health  professionals  and 
as  motivators  of  their  communities  to  seek  a 
health  status  within  the  range  of  that 
enjoyed  by  other  Americans. 


anal  cultures.  Coincidentally,  about  20%  of 
those  with  the  positive  anal  cultures  also 
have  positive  oral  cultures. 

We  now  have  VD  on  the  run — let  us  not 
make  the  same  mistakes  of  the  50’s  and  60’s 
of  depending  only  upon  the  “wonder  drugs” 
and  treating  only  the  symptomatic  patients 
seeking  care — the  asymptomatic  pool  is 
deep.  Let  us  aggressively  maintain  “hot 
pursuit”  on  each  case,  insisting  on  examin- 
ing or  referring  for  examination  each  and 
every  contact  regardless  of  how  “pure”.  Of 
course,  confidentiality  must  be  maintained 
and  tact  is  paramount. 

Effective  VD  control  dictates  a partner- 
ship between  VD  control  centers,  private 
physicians  and  patients  with  one  maxim — 
no  treatment  without  diagnosis.  Prophy- 
lactic treatment  or  treatment  of  a case 
without  epidemiologic  follow-up  (contacts) 
carries  with  it  the  grave  risk  of  infective 
contacts  remaining  undiscovered  and  un- 
treated. 

Public  education  and  understanding  of 


Dr.  Taylor  McKenzie,  the  first  Navajo 
medical  graduate,  had  a strong  commitment 
to  return  to  his  people  and  do  something 
about  improving  their  health.  After  gradu- 
ating Baylor  University  College  of  Medicine 
in  1958,  he  specialized  in  surgery  before 
returning  to  the  Navajo  Reservation  for  all 
of  his  career.  In  1976,  on  interviewing  nine 
Navajos  currently  enrolled  in  medical 
schools,  it  was  discovered  that  every  one  of 
them  had  been  influenced  to  enter  the 
medical  profession  because  of  the  role  model 
provided  by  Dr.  McKenzie.  One  student 
remarked,  “All  of  my  life  I have  seen  Anglo 
physicians — and  good  ones — but  it  never 
crossed  my  mind  that  a little  Indian  boy 
could  become  a physician  until  I saw  Dr. 
McKenzie.” 

By  the  late  1960’s,  Indian  groups  had 
begun  to  talk  in  terms  of  developing  Health 
Professions  Education  Programs  specifi- 
cally designed  to  prepare  Indian  health 
professionals  in  adequate  numbers  to 
deliver  quality  health  care  to  every  Native 
American. 

In  1 972,  the  President  of  the  U nited  States 
sent  out  a Task  Force  headed  by  Secretary 
of  DHEW,  Elliot  Richardson,  to  the  area  to 
review  the  health  status  of  American 
Indians  and  to  evaluate  the  feasibility  of 
establishing  an  American  Indian  School  of 
Medicine.  This  task  force  of  eminent 
Americans  reported  to  the  President  that 
not  only  is  an  American  Indian  School  of 
Medicine  feasible,  it  is  badly  needed  as  a 
vital  force  in  improving  the  health  status  of 
all  Native  Americans. 

The  same  year  the  Congress  passed  the 
Self-Determination  and  Education  Assis- 
tance Act  which  authorized  the  establish- 
ment of  appropriate  educational  programs 
to  prepare  adequate  manpower  so  that 
Indian  groups  can  become  self-reliant  and 


VD  Control’s  major  thrusts  of  screen!^ 
procedures  for  asymptomatic  disease  ail 
patient  interview  for  contact  confirmati 
with  aggressive  follow-up  on  all  contacts 
most  important  for  the  interruption  in  t 
chain  of  infection  in  the  community  a' 
vital  to  our  efforts  to  keep  the  VD  incidei 
on  the  downgrade.  ' 

Every  patient  treated  or  examined  for  \| 
should  be  advised  and  afforded  the  opp- 
tunity  to  advise  their  contacts  to  se 
medical  evaluation  and  treatment. 

VD  Control  is  located  at  902  N.  2^. 
Street,  Phoenix,  Arizona  85004,  telephol 
267-0568.  Clinic  hours  are  from  8:00  a.m.l 
5:00  p.m.,  Monday  through  PTiday,  a' 
evening  clinic  hours  are  5:00  p.m.  to  7:00p.i 
each  Monday,  Wednesday  and  Frid:' 
Darkfield’s,  serologies,  smears  and  cultu  i 
are  available  at  no  charge.  Our  experiend 
“Communicable  Disease  Interviewed 
(CDI’s)  are  also  available  for  your  « 
contact  follow-up.  | 


can  take  the  leadership  in  decisicj 
affecting  the  destiny  of  Indians.  < 

In  1972,  after  realizing  that  very  lil 
would  ever  be  accomplished  unless  so 
Indian  group  took  a leadership  role  a 
committed  itself  to  specific  objectives,  \ 
Navajo  Tribal  Council  established  i 
Navajo  Health  Authority  with  two  ma 
objectives:  the  first  objective  is  to  estabi 
an  organization  for  health  in  the  Nav 
Nation  similar  to  a State  Department 
Health.  The  second  objective  is  to  estabi; 
Health  Professions  Education  Progra 
including  a School  of  Medicine  which  v 
prepare  Indian  and  other  Americans 
provide  health  care  to  rural  and  reservat; 
America. 

In  view  of  this  second  objective 
particular  the  Navajo  Tribal  Council 
pointed  a 24-person  Board  of  Commissionr 
to  oversee  the  Navajo  Health  Authority, 
addition  to  representatives  from  a crc 
section  of  Navajo  Reservation  interests, 
24  appointees  included:  | 

1.  Dr.  John  Schaeffer,  President  of 

University  of  Arizona.  i 

2.  Mr.  Lester  Gorsline,  distinguished  mq 

cal  school  facilities  planner.  | 

3.  Dr.  Robert  Bucher,  then  Deputy  Direc 
of  the  Bureau  of  Health  Manpower,  formei 
Dean  of  Temple  University  School  ) 
Medicine  and  later  founding  Dean  of  ' 
Medical  College  of  South  Alabama.  I 

4.  Dr.  William  Knisely,  then  Vice  ChJ 

cellor  for  Health  Sciences  of  the  UniversI 
of  Texas  and  now  President  of  the  Medi’ 
University  of  South  Carolina.  | 

5.  Dr.  George  Bluespruce,  the  first  Indii 

dentist  and  Chairman  of  DHEW’s  Ini 
agency  Committee  on  Indian  programs  frii 
the  Pueblo  Tribe.  i 

6.  Ms.  Pauline  Tyndall,  a registered  nu| 
and  nutritionist  from  the  Omaha  Tribe.  ' 

7.  Dr.  Irwin  Hendryson,  orthopedist  a: 
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i50ciate  Dean  of  the  University  of  New 
xico  School  of  Medicine, 
j Dr.  William  Darby,  physician  and 
|chemist  on  the  faculty  of  Vanderbilt 
jiversity  and  President  of  the  Nutrition 
iindation. 

j Ms.  Louise  Hubbard,  a registered  nurse 
1 Assistant  Director  of  Nurses  at  the  Ft. 
iance  IHS  Hospital,  from  the  Navajo 
be. 

Dr.  Annie  Wauneka,  daughter  of  thelate 
vajo  Chief  Chee  Dodge,  Tribal  Council 
Imber,  and  for  over  50  years  spokeswoman 
health  for  her  people,  and  recently 
lored  by  Ladies  Home  Journal  and  Mrs. 
ty  Ford  among  the  Ten  Outstanding 
men  of  America. 

I Dr.  Marlene  Haffner,  Medical  Director 
■Javajo  Area  of  the  IHS. 

Irwin  Jarrett,  D.B.A.  and  C.P.A.  who 
\i  Associate  Dean  for  Planning  of 
lithern  Illinois  University  School  of 
dicine. 

n 1974,  Dr.  Taylor  McKenzie  was  named 
the  Board  of  Commissioners  as  the 
3cutive  Director  of  the  Navajo  Health 
thority  and  Executive  Dean  of  the 
lerican  Indian  School  of  Medicine.  He 
)ointed  a Medical  School  Planning 
nmittee  chaired  by  Dr.  William  Sodeman, 
nerly  Dean  of  Jefferson  CoOege  of 
dicine,  a distinguished  medical  educator 
I for  twelve  years  on  the  Liaison  Committee 
Medical  Education.  In  addition  to  the 
iical  educators  on  the  Board  of  Com- 
sioners.  Dr.  McKenzie  appointed  repre- 
tatives  from  the  faculties  of  the  medical 
ools  in  the  Four  Comer  States  and  Dr. 
nes  Hampton  from  the  University  of 
ahoma  Health  Sciences  Center.  Dr. 
•npton,  an  Indian  hematologist,  is  Director 
research  institute  at  the  University. 

1 1973  and  1975,  the  Liaison  Committee  on 
iical  Education  sent  staff  on  site  visits  to 
.’uss  the  American  Indian  School  of 
dicine  with  its  planners.  It  was  recognized 
a “developing”  school  of  medicine.  The 
.M.E.  is  recognized  by  the  Office  of 
jcation  as  the  official  accrediting  agency 
all  medical  schools  in  the  United  States, 
kiring  1975,  many  possible  options  for 
iblishing  the  AISOM  were  discussed.  One 
he  first  concepts  discussed  was  that  of 
ting  a quota  of  Indian  students  in  the 
Iical  schools  in  the  Four  Comer  States  or  of 
ting  the  AISOM  as  abramch  adjacent  to  one 
le  established  schools.  The  consensus,  even 
a planners  from  the  Four  Comer  State 
ools,  was  that  the  AISOM  needed  its  own 
inct  mission  which  could  not  later  be 
merged  within  another  school  and  that  the 
iblished  schools  all  existed  in  areas  that 
e of  marginal  size  to  have  the  necessary 
al,  physical  and  human  resources  to 
port  one  school  well.  On  this  basis  it  was 
ded  not  to  put  the  school  in  Albuquerque  or 
son. 

onversations  with  several  institutions  of 
ler  learning  in  the  area  were  held.  Formal 
Dosals  from  Colorado  State  University  and 
them  Arizona  University  to  have  the 


AISOM  affiUated  were  eveduated.  The  demo- 
graphic distribution  of  the  American  Indian 
population  was  studied.  The  LC.M.E.  requires 
that  a school  of  medicine  be  affiliated  with  an 
accredited  university  and  that  the  junior  yecir 
clerkships  be  held  in  hospitals  with  accredited 
Graduate  Medical  Education  Programs 
(residencies)  in  internal  medicine,  pedia- 
trics, psychiatry,  surgery,  family  and 
community  medicine  and  obstetrics-gyne- 
cology. Outside  the  cities  which  already  had 
one  medical  school,  these  conditions  could 
be  met  only  in  Phoenix.  Phoenix  is  the 
largest  metropolitan  area  in  America  with- 
out one  or  two  medical  schools  already.  It 
has  ample  human  and  physical  resources 
for  two  schools  of  medicine. 

June  22,  1975,  the  Board  of  Commissioners 
voted  to  begin  negotiations  with  the  Board  of 
Regents  of  Arizona  and  with  appropriate 
health  care  facilities  to  meet  accreditation 
standards.  I was  appointed  as  the  academic 
officer  to  come  aboard  full-time  to  proceed  with 
these  negotiations.  December  20,  1975  tbe 
Board  of  Regents  of  Arizona  voted  to  approve 
an  academic  affiliation  between  Northern 
Arizona  University  and  the  AISOM. 

The  basic  philosophy  of  the  AISOM  is  to 
develop  a consortium  of  institutions  of  higher 
learning  and  health  care  so  that  the  best  of  all 
can  be  brought  together  in  an  Academic 
Medical  Center  second  to  none  in  the  country. 
Affiliation  negotiations  to  accomplish  this  are 
either  now  in  progress  or  being  planned.  The 
long-range  objective  is  to  have  a Health 
Sciences  University  with  colleges  of  medicine, 
dentistry,  health  related  professions  and 
nursing.  Within  a consortium  arrangements, 
programs  in  nursing  at  Northern  Arizona 
University,  ASU  and  U of  A may  already  have 
the  capabilities  of  preparing  the  categories  of 
nurses  needed.  The  approach  then  may  notcall 
for  a new  school  of  nursing  but  for  developinga 
close  relationship  with  programs  in  existence. 
The  same  principle  applies  to  the  health- 
related  professions.  I do  feel  strongly  that  these 
programs  need  to  be  pulled  together  in  colleges 
of  health -related  professions  rather  than  being 
scattered  in  general  colleges  at  all  three  of  the 
universities  in  Arizona.  The  U of  A is  moving  in 
this  direction  now  and  is  to  be  commended 
for  doing  so. 

In  1976,  legislation  for  chartering  and 
funding  the  AISOM  was  developed.  In  the 
House  of  Representatives  of  the  U.S.  Congress, 
this  legislation  was  incorporated  as  Title  VI  of 
the  Jackson-F'annin  bill,  the  Indian  Health 
Care  Improvement  Act.  The  proposal  passed 
the  Indian  and  Insular  Affairs  Committee  and 
the  V7ays  and  Means  Committee  only  to  be 
reduced  by  the  Interstate  and  Foreign 
Commerce  Committee  to  a Feasibility  Study. 

The  Feasibility  Study  which  will  evaluate 
the  need  for  and  site  locations  for  the  American 
Indian  School  of  Medicine  is  now  in  progress 
imder  the  guidance  of  a National  Advisory 
Group  appointed  by  the  Secretary  of  the 
Department  of  Health,  Education  and  Welfare. 
The  findings  of  this  study  are  to  be  reported  to 
the  Secretary  by  August  15,  1977  and  to  the 


Congress  and  the  President  by  September  30, 
1977. 

It  is  expected  that  this  F'easibility  Study  will 
produce  a positive  report,  as  did  the  original 
feasibility  study  by  the  President  of  the  United 
States  in  1972.  If  that  occurs,  fujiding  is 
expected  to  come  from  the  next  Congress. 
Other  sources  of  fimding  are  being  developed 
from  Indian  Tribal  groups  and  private  sources. 
No  funds  will  be  sought  from  the  State  of 
Arizona’s  educational  budget  since  the 
AISOM  is  a school  of  national  scope  and  since 
there  is  no  desire  to  compete  with  the  three 
Universities  in  Arizona. 

The  plan  for  the  Academic  Medical  Center  in 
Phoenix  is  as  follows; 

1.  The  public  hospitals  will  be  invited  to  form 
the  nucleus  of  integrated  teaching  hospitals. 

2.  The  private  hospitals  will  be  invited  to 
affiliate  on  mutually  agreeable  terms  on  a 
service-by-service  or  preceptorship  basis. 

3.  Full-time  staff  at  the  public  hospitals  will  be 
appointed  to  the  faculty  on  the  basis  of  their 
credentials  and  experience  in  education. 

4.  Many  of  the  outstanding  physicians  in  the 
Valley  will  be  invited  to  join  the  faculty. 

5.  Graduate  Medical  Education  Programs  in 
the  Valley  will  not  be  duplicated  but  will  be 
invited  to  affiliate  with  the  medical  school  in  a 
mutually  beneficial  arrangement  for  both. 

6.  Continuing  Medical  Education  will  be 
planned  specifically  to  meet  the  needs  of  the 
physicians  of  the  area  and  those  practicing  on 
Indian  Reservations. 

Area  Health  Education  Centers  will  be 
developed  in  rural  and  reservation  locations  to 
provide  appropriate  settings  for  education  in 
primary  care  and  family  and  community 
medicine.  These  centers  will  be  on  the  Navajo 
Reservation,  at  the  Prescott  VA  Hospital,  and 
hopefully  in  Alaska  and  Oklahoma  IHS 
facilities.  Students  will  spend  summer 
electives  and  their  entire  fourth  year  in  these 
centers. 

The  student  body  will  be  integrated.  First 
preference  for  admission  will  be  given  to 
American  Indians  who  meet  national 
academic  standards  for  medical  school 
admission.  Second  preference  for  admission 
wiU  be  given  to  other  American  citizens  who 
are  interested  in  and  have  a strong 
commitment  to  family  and  community 
medicine  in  rural  and  reservation  America. 

In  1975,  over  500  American  Indians  took  the 
Medical  College  Admission  Test.  Of  these,  141 
scored  within  the  range  that  is  compatible  with 
success  in  the  medical  curriculum.  Only  70 
were  admitted  to  medical  schools  because  of 
competition  of  quabfied  applicants  to  medical 
schools  in  the  U.S.A.;  therefore,  another  71 
potential  American  Indian  physicians  were 
turned  away.  This  means  that  there  is  ab  eady 
an  adequate  pool  of  students  which  can  be 
significantly  increased  within  the  next  few 
years. 

Of  the  medical  students  classified  as 
“minority  students”,  American  Indians  have 
the  lowest  attrition  rate  for  academic  reasons 
of  any. 

Faculty  for  the  school  will  be  recruited 
nationally.  There  should  be  no  problem 
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recruiting  for  faculty  to  move  to  Arizona  or 
to  teach  in  such  a unique  and  innovative 
curriculum.  The  quality  of  applicants  to  the 
Indian  Health  Service  and  to  the  Veterans 
Administration  has  become  very  satis- 
factory for  developing  academic  programs 
in  these  facilities. 

Admission  of  the  first  class  at  the  earliest 
will  be  1979.  About  32  to  40  students  will  be 
admitted.  The  size  of  the  entering  class  will  be 
doubled  in  2 to  4 years. 

During  this  phase  of  planning,  I am  based  at 
the  Phoenix  Veterans  Hospital  where  I serve 
as  Director  of  the  Phoenix  Integrated  Surgical 
Residency.  I also  serve  as  a thoracic  and 
cardiovascular  consultant  to  the  Phoenix 
Indian  Medical  Center. 

Book  Review 

J 

What’s  New  In  Surgery? 

The  January  bulletin  of  the  American 
College  of  Surgeons  goes  the  gammit  of 
surgical  parctice  and  summarizes  some  of 
the  newest  and  preferred  surgical  pro- 
ceedures. 

This  concise  compendium  is  especially 
valuable  to  those  of  us  who  are  not  surgeons 
by  training  or  choice,  and  the  following 
excerpts  are  intended  to  entice  you  to. spend 
an  evening  with  this  bulletin. 

Esophageal  Strictures 

“At  this  time  then  the  procedure  of  choice 
for  esophageal  strictures  is  unresolved.  It 
should  again  be  emphasized  that  if  there  are 
any  symptoms  or  signs  of  esophagitis, 
nasogastric  tubes  should  be  avoided  as  these 
patients  are  very  prone  to  stricture  develop- 
ment. Rather,  a decompressing  or  feeding 
gastrotomy  should  be  done.” 

Mallory-Weiss  Lesions 

“It  has  been  learned  during  the  past  year 
that  these  lesions  are  not  only  frequently 
multiple  but  they  are  frequently  associated 
with  mucosal  erosions  in  the  esophagus, 
stomach,  and  duodenum.  About  6%  of  upper 
gastrointestinal  hemorrhages  are  due  to 
these  lesions.” 


Liver 

“It  appears  that  steroid  administration 
can  result  in  hyperplasia,  benign  adenoma, 
and  carcinoma  of  the  liver.  The  most 
common  source  of  course  is  oral  contra- 
ceptives and  it  is  not  yet  clear  what  happens 
when  these  are  discontinued.  Clinically 
these  patients  present  with  a liver  mass  or 
with  massive,  sudden  intra-abdominal 
hemorrbage  secondary  to  rupture  of  these 
lesions.  This  new  source  of  intraperitoneal 
hemorrhage  must  be  kept  in  mind  in  the 
future.” 


Gynecology  & Obstetrics 
“Diagnostic  ultra  sound  is  being  in- 
creasively  applied  as  a clinical  tool  in 
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obstetrics  and  gynecology.  Sonography  is 
ideal  for  evaluation  of  the  pregnant  uterus. 
The  uterus  is  filled  with  amniotic  fluid  and 
there  is  a strong  interface  between  the  fluid 
and  the  ento-uterine  structures,  i.e.  the 
placenta  and  fetus.  An  interuterine  preg- 
nancy can  be  detected  as  early  as  five  weeks, 
and  its  growth  and  development  can  be 
followed  and  its  eventual  total  maturity 
calculated.  Some  fetal  abnormalities,  mul- 
tiple pregnancies,  or  by  hydatiform  moles 
may  be  diagnosed,  and  aminocetesis  is 
facilitated. 


Neuro-Surgery 

“The  open  microsurgical  transphenoid- 
al  technique  is  currently  the  procedure  of 
choice  for  performing  hypophysiectomy.  It 
can  be  performed  in  about  two  hours  with 
low  morbidity  and  mortality  and  with 
assurance  of  a complete  hypophysiectomy 
in  most  cases.  With  this  technique  available 
for  hypophsiectomy  it  is  difficult  to  under- 
stand why  bilateral  adrenalectomy  con- 
tinues to  be  used  as  a palliative  endocrine- 
ablature  procedure  in  patients  with  breast 
and  prostrate  cancer.  (There  are  some 
surgical  agnostics  who  wonder  about  either 
procedure.) 

Perusal  of  these  concise  reviews  will 
enable  you  to  better  direct  your  patient 
towards  the  proper  surgical  therapy. 


Medical  Mycology 

Medical  Mycology,  Chester  W.  Emmons, 
Ph.D.,  C.  H.'  Binford,  M.D.,  John  P.  Utz, 
M.D.,  and  K.  J.  Kwon-Chung,  Ph.D.,  third 
edition.  Lea  & Febiger,  Philadelphia  592 
pages,  1977. 

For  a non-mycologist  to  review  this  classic 
is  httle  short  of  heresy.  Each  subject  is 
treated  with  a soul  of  brevity  and  yet  with  a 
wealth  of  detailed  facts. 

For  those  of  us  who  emerged  from  the 
medical  citadels  well  before  the  B & T cells 
were  tagged  for  cellular  mediated  immunity, 
we  are  usually  overwhelmed  by  the  new 
nomenclature.  Now  just  consider  this  as  an 
example  of  clarity  and  brevity  and  this  is 
how  Emmons  et  al.,  described  the  functions 
of  T cells.  “They  have  clearly  at  least  five 
major  functions;  (1)  Delayed  cutaneous 
hypersensitivity  (e.g.,  to  tuberculin,  histo- 
plasmin,  and  coccidioidin),  (2)  Defense 
against  fungal  (and  viral  pathogens),  (3) 
Allograft  rejection,  (4)  graft  verses  host 
reactions  and,  (5)  Tumor  surveillance”. 

Each  fungal  disease  is  treated  under  the 
heading  of  definition,  etiology,  historical 
review,  clinical  types,  differential  clinical 
diagnosis,  prognosis  and  therapy,  path- 
ology and  laboratory  diagnosis. 

To  the  practicing  physician  and  mycolo- 
gists alike  this  is  the  ultimate  in  source 
books.  J.  W.  K. 


Life  Saving  Gastrotomy 
in  Acute  Drug  Intoxication 
Prepared  by 
R.  L.  Gorrell,  M.D. 

If  a person  ingests  rapidly  a large  amou 
of  aspirin,  meprobamate,  barbiturate 
glutethimide  (Doriden®),  concretions  m, 
develop.  These  concretions  are  not  remov 
by  gastric  juices  or  gastric  emptying.  ' 
save  the  patient’s  life,  the  stomach  shoe 
be  opened  and  all  the  insoluble  maten 
removed.  If  this  is  not  carried  out,  a sk 
continuous  absorption  of  the  drug  occr 
and  death  follows. 

1.  Goodman,  L.S.  and  Gillman,  A.G.:  Pharmacolo 
Basis  of  Therapeutics.  NYC:  MacMillan  Co.,  1975.  pi 
133. 

2.  Oderda,  G.M.:  Clinical  Toxicology,  J Am  Pharm  Assi 
NS14:626-640  (Nov.)  1974. 

1.  Whole  tablets  of  glutethimide  ha 
been  recovered,  surgically,  from  t 
stomach  of  an  acutely  intoxicated  patien 
days  after  the  ingestion. 

2.  These  concretions  may  develop  if 
large  amount  of  the  compound  has  be 
ingested,  over  a short  period  of  tin 
Examples  of  drugs  whose  ingestion  h 
caused  concretions  include  meprobama 
aspirin,  barbiturates  and  glutethimide. 


Phantom  Limb  Pain 

The  sudden  sharp  pains  of  phantom  lii 
phenomenon  may  often  be  relieved 
carbamazepine  (Tegretol,  Geogy)  400  to  ( 
mg.  daily  for  four  to  six  months,  just  a; 
relieves  the  pain  of  tic  doloreux.  In  b( 
instances,  the  blood  count  should  be  tat 
twice  monthly  to  detect  the  developmenl 
anemia.  The  dosage  can  be  lowered  and, 
some  instances,  entirely  eliminated. 
Elliott.  Frederick:  NFJM  295:678  (Sept.  16)  1976. 


NEWS  ITEM 

At  the  recent  meeting  of  the  Medf 
History  Club  of  Arizona,  Dr.  William 
Weese  was  elected  President  for  19 
succeeding  Dr.  Clifford  Ernst.  The  cl 
meets  three  to  four  times  annually  to  hea 
formal  presentation  relevant  to  one  of  1 
many  aspects  of  medical  history.  The  n« 
meeting  will  be  Tuesday,  May  31, 1977,  atl 
home  of  Dr.  and  Mrs.  Lewis  B.  Claypc 
Interested  persons  should  contact  Dr.  We( 
at  264-5685  for  further  details. 
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Letters  to  Editor 


\ \ 

Editorial 

J 


Arizona 

BOMEX  Comments 


J 


I ntlemen: 

i i would  like  to  express  my  appreciation  for 
|ur  sponsorship  of  this  year’s  practice 
I inagement  workshop.  The  presentation 
'is  first  class,  and  I feel  the  information  will 
most  useful  to  me  as  I visit  various  practice 
jportunities  in  this  State  and  others. 

am  recommending  that  all  our  senior 
iidents  in  Family  Practice  here  at  the 
iversity  attend  your  course  next  year, 
cerely, 

ndon  Moody,  M.D. 

isident,  Family  Practice 
liversity  of  Arizona  Medical  Center 

\ 

I itor; 

irhe  Arizona  Department  of  Health  Ser- 
ies, Licensing  Section,  now  has  available 
the  public,  a new  pamphlet  titled  “How  to 
loose  a Day  Care  Center”. 

This  pamphlet  is  designed  to  help  the 
Vent  inchoosingthedaycare  cen  ter  which 
it  meets  both  parents  and  childs  needs  by 
ng  a handy  checklist  of  areas  to  investi- 
te  a number  od  day  care  centers,  and 
lizing  information  about  childrens  spe- 
ic  age  needs  and  appropriate  activities  to 
et  these  needs. 

f you  would  like  a supply  of  these  or  know 
nome  agency  or  group  in  your  community 
Ht  would  be  able  to  use  them,  they  are 
,ailable  free  of  charge  from  the  Arizona 
[partment  of  Health  Services,  Licensing 
:tion,  1740  West  Adams,  Phoneix,  Arizona 
X)7. 
cerely, 

es  R.  Chambers,  Manager 
;ensing  Section 


S Auxiliary 
Highlights 


Jean  (Mrs.  M.  W.)  Phillips 

! 

■Incorporation  of  the  Arizona  Medical 
jixiliary  was  a significant  announcement 
I the  February  state  board  meeting  held  at 
fe  ARMA  building.  Efforts  toward  incor- 
fration  have  spanned  several  years  of 
ipportive  consideration  and  council  be- 
5'een  ARMA  and  the  Auxiliary  which  now 

fso  qualifies  for  favorable  IRS  status.  The 
lucation  and  Chari table501-3C  IRS  status 
J 


Advances  in  the  Office 
Management  of  Asthma 


The  University  of  Arizona,  College  of 
Medicine,  traveling  faculty  came  to  town 
and  presented  a review  of  the  subject. 

This  was  presented  January  29,  in  Tucson 
and  the  next  day,  after  an  overnight  bus  trip, 
this  was  repeated  again  in  Phoenix  at  the 
Veterans  Administration  Hospital. 

To  those  of  you  who  have  not  attended  one 
of  these  “continuing  education  circuses,” 
sponsored  by  the  medical  faculty,  the  advice 
is,  there  is  no  better  way  to  go. 

The  lecturers  in  the  morning  session  kept 
to  schedule.  They  may  have  been  slightly 
esoteric  but  so  be  it;  that’s  where  the 
practical  portions  of  medicine  arise  in  the 
first  place  and  they  reviewed  the  present 
status  of  the  physiology  and  pharmacology 
as  it  relates  to  practical  asthmatic  therapy. 

Ample  time  was  given  for  roundtable 
question  and  answer  sessions  in  the  after- 
noon. The  group  was  split  into  small 
conference  style  sessions  where  individual 
attention  could  be  given  to  questions  on 
diagnosis  and  therapy  raised  by  the  confer- 
ence attenders  in  an  informal  way. 

So  the  next  time  the  medical  school  faculty 
sallies  forth  to  present  a review  symposium, 
carefully  consider  giving  them  a listen! 
Chances  are  you  will  be  pleased  with  the 
presentation.  J.  W.  K. 


requirements  will  be  added  to  tbe  Bylaws 
along  with  Incorporation  data  at  the  state 
convention.  Auxiliaries  will  need  to  remain 
mindful  of  the  requirements  in  planning 
activities  concerning  legislation  and  money- 
raising projects,  but  the  economy  at  the  post 
office  will  make  it  possible  to  maintain 
communication  throughout  the  state  and 
county  memberships. 

County  Auxiliaries  reported  current  pro- 
grams relating  to  Crime  Stop,  Personal 
Safety,  International  Health,  Problem  Medi- 
cal Marriages,  Violence  on  Television, 
Sexual  Assault,  Stresses  of  the  20th  Century 
Physician,  Woman  Aware,  Child  Abuse,  as 
well  as  the  continuing  training  of  GEMS 
(baby  sitters)  and  the  Muppets  nutrition 
skits  in  the  schools. 

Possible  expansion  of  the  Hamer  Educa- 
tion Loan  Fund  to  include  emergency  loans 
to  medical  students  after  their  first  year  of 
school  and  in  amount  equaling  existing 


Services  vs.  Fees 


Dear  Colleague: 

As  a portion  of  the  “Medical  Malpractice 
Crisis  Legislation”  which  became  law  in 
February  of  1976,  your  Board  of  Medical 
Examiners  was  given  additional  statutory 
assignments  which  may  triple  our  office 
staff  and  did  increase  membership  from  five 
M.D.’s  to  nine  M.D.’s.,  two  lay  persons  and 
the  President  of  the  Arizona  Board  of 
Nursing.  Many  of  these  jobs  were  recom- 
mended by  organized  medicine,  several  were 
added  by  the  Legislature  without  asking  our 
advice  and  all  COST  MONEY. 

With  the  approval  of  the  Arizona  Medical 
Association,  a bill  has  been  introduced  to 
again  increase  the  reregistration  fees  to  a 
maximum  of  $100  per  annum  in  order  to 
acquire  the  funds  needed  to  carry  out  these 
unforeseen  conditions  inposed  on  the  board. 
This  is  not  novel  or  new.  Most  other  states 
have  increased  these  fees  and  we  are  told 
California  is  $125,  with  Connecticut  up  to 
$200.  Nevertheless,  you  have  the  solemn 
vow  of  the  Board,  its  Director  and  staff,  that 
we  will  hold  the  line  when  and  wherever 
possible. 

To  save  the  cost  of  printing  a budget 
consisting  of  twenty-eight  pages  for  each  of 
you,  please  feel  free  to  visit  your  Board 
and  review  that  document  any  Monday 
through  Friday,  from  8:00  a.m.  to  5:00  p.m., 
except  statutory  holidays. 

Fraternally  yours, 

George  Scharf,  M.D. 
Secretary 


criteria  was  recommended  to  the  state  board 
by  the  Loan  Committee.  The  board  author- 
ized the  president  to  contact  ARMA  con- 
cerning approval  to  proceed  in  the  matter. 

Emphasis  was  relayed  in  the  encourage- 
ment of  doctors’  wives  serving  among  those 
local  citizens  sitting  on  Health  Planning 
Councils  and  boards,  in  addition  to  being 
alert  to  the  concerns  of  these  in  tegral  groups. 

An  ad  hoc  committee  was  named  to 
evaluate  proposals  for  long  range  Auxiliary 
planning;  and  the  developing  momentum  of 
the  “Spring  Roundup  1977”  Convention 
planning  was  evident  in  report  of  the 
“Creative  Moments”  Arts  and  Crafts  Show 
annually  open  to  doctors  and  wives  partici- 
pation. The  Southwestern  theme  of  the 
convention  will  feature  bandanas  with  a 
flair,  and  the  poster  displays  from  each 
organized  county  will  again  present  an 
enlightening  “thumbnail”  overview  of 
Auxiliaries  in  action  in  Arizona. 
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ArMA 

1 1^1  Medical  History 


Vignettes  of  Prescott 
— Physicians 

John  W.  Kennedy,  M.D. 


John  B.  Me  Nally,  M.D.  (1866-1928) 
practiced  in  Prescott  from  1896  to  1928.  He 
was  in  some  ways  a “loner”.  Although  he 
was  never  associated  in  practice  with  any  of 
the  other  physicians  in  Prescott  at  thattime, 
he  had  a great  following  of  extremely  loyal 
patients. 

One  story  is  that  when  the  Pope  was  quite 
ill  in  Rome  his  patients  thought  thaty  if  they 
sent  Dr.  Me  Nally  to  attend  him  he  would 
certainly  recover.  But  the  hierarchy  never 
called  Dr.  Me  Nally  and  the  Pope  didn’t  make 
it. 

Another  loyal  patient  of  his  was  the  wife  of 
Senator  Henry  Ashurst — one  of  the  first 
Senators  from  Arizona  when  Arizona  was 
admitted  as  a State — who  was  known  for  his 
sonorous  sibilant  oratory.  Dr.  Ashurst’s  wife 
was  such  a loyal  patient  of  Dr.  Me  Nally  that 
her  wish  was  to  be  buried  in  the  same 
cemetery  as  Dr.  Me  Nally.  And  sure  enough  it 
came  to  pass. 

Dr.  Me  Nally  founded  a dynasty  of 
physicians  in  Prescott  with  first  his  son,  the 
late  Doctor  Joe  Me  Nally,  and  today  with  two 
of  his  grandsons.  Dr.  Gerald  F.  McNally  and 
Dr.  Joseph  B.  Me  Nally. 

Many  of  the  physicians  coming  to  early 
Arizona  came  because  of  their  own  health  or 
to  improve  the  health  of  a member  of  their 
family.  Dr.  John  W.  Flinn,  a graduate  of  Mc- 
Gill Medical  College  in  1895,  came  to 
Kingman  in  1898  from  Nova  Scotia,  arriving 
in  Prescott  in  1902  where  he  resided  and 
practiced  until  his  death.  He  suffered  from 
tuberculosis  himself  and  on  one  occasion, 
when  he  had  an  acute  relapse,  was  advised 
to  come  down  to  the  Salt  River  Valley, 
Phoenix,  and  spend  some  time.  This  he  did. 
On  his  way  home  he  traveled  by  way  of  the 
Castle  Hot  Springs  Resort  (alas,  it  burned  in 
December  of  1976).  Here,  camping  on  his 
way  back  to  Prescott,  he  met  a physician 
from  New  York.  This  physician  had  ac- 
quired tuberculosis  as  medical  students, 
physicians,  nurses,  and  everybody  asso- 
ciated with  the  health  profession  at  that 
time  were  prone  to  acquire  the  disease 


because  of  close  association  with  tuber- 
culous patients.  At  any  rate,  this  professor 
from  Columbia  had  been  forced  to  come  to 
Arizona  because  he  could  not  be  admitted  to 
Sanarac  Lake  Sanitorium  in  upstate  New 
York.  He  discussed  this  with  Dr.  Flinn  and 
suggested  that  there  should  be  provision 
somehow  for  people  of  moderate  means  to  be 
under  medical  supervision  when  they  came 
to  Arizona  seeking  therapy  principally  from 
the  salubrous  climate.  He  thought  that  it 
should  be  under  medical  supervision.  This 
inspired  Dr.  Flinn,  when  he  returned  back  to 
Prescott,  to  start  his  own  sanatorium  which 
was  operated  for  a good  many  years  by  him. 
He  pioneered  in  the  “fresh  air”  therapy  for 
tuberculosis. 

At  the  meeting  of  the  Arizona  Medical 
Association  in  1901,  in  Phoenix,  many 
papers  were  read  concerning  the  beneficial 
effects  of  Arizona’s  climate  in  the  cure  of 
kidney  diseases  and  on  the  treatment  of 
tuberculosis.  One  prominent  physician.  Dr. 
Henry  A.  Hughes,  stated  that  he  hoped  that 
not  one  more  person  with  the  disease  would 
come  to  Arizona  until  there  was  some  proper 
accommodation  for  their  care  and  some 
measures  adopted  that  would  prevent  the 
spread  of  the  disease.  Several  doctors 
argued  that  if  tuberculosis  cases  had  been 
kept  out  of  Arizona,  they  themselves  would 
not  have  been  able  to  receive  the  benefit  of 
the  climate. 

There  was  no  unanimity  of  opinion  in 
regard  to  the  treatment  of  tuberculosis.  Bed 
rest  with  minimal  exercise  and  a good  food 
regimen,  advocated  by  Dr.  John  W.  Flinn 
and  practiced  in  his  sanatorium  at  Prescott, 
was  not  condemned  but  was  thought  by 
some  to  be  insufficient.  Dr.  Flinn  never 
retreated  from  his  opinion  that  not  only  he 
but  a great  many  other  physicians  of  that 
era  had  come  to  Arizona  to  recover  their 
health  and  that  better  conditions  for  new 
arrivals  should  be  undertaken. 

This  physician’s  son.  Dr.  Roberts.  Flinn, 
relates  that  at  one  public  gathering,  his 
father  even  went  so  far  as  to  suggest  that 
the  Buckey  O’Neal  statue  on  the  courthouse 
lawn  at  Prescott  be  replaced  by  a statue  to 
the  tubercle  bacillus.  Now  this  must  have 
indeed  been  blasphemy  to  the  ears  of 
Prescott,  for  the  statue  is  in  honor  of  the 
Rough  Riders.  To  be  sure,  Buckey  lost  his 
life  in  Cuba  and  was  a member  of  the  Rough 
Riders,  but  this  author  has  been  unable  to 
find  anything  on  the  monument  plaque  to 
indicate  that  it  was  intended  to  be  a likeness 
of  Buckey  O’Neal.  Nonetheless,  folklore  has 
it  so,  and  for  Dr.  Flinn  to  suggest  that  the 
tubercle  bacillus  should  supplant  Buckey 
O’Neal  must  have  raised  a few  eyebrows. 
The  reason  Dr.  Flinn  suggested  this  was 
that  the  tubercle  bacillus  had  brought  to 
Arizona  a great  many  people  who  became 
leaders  in  communities  all  over  the  stale, 
and  except  for  the  ubiquitous  growing  of  the 
tubercle  bacillus  in  their  pulmonary  tissue, 
they  would  have  remained  elsewhere  and 
not  have  contributed  to  the  growth  and 
progress  of  the  Territory. 


ArMA  Reports 
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THE  MINUTES  APPEARING  IN  THIS  SECTION  HA\ 
BEEN  EDITED  TO  CONSERVE  SPACE.  A COMPLE1 
COPY  OF  THE  MINUTES  OF  ANY  MEETING  WILL  f 
MAILED  TO  ANY  MEMBER  REQUESTING  THEM, 


EXECUTIVE  COMMITTEE  1 

The  meeting  of  the  Executive  Committee  oft 
Arizona  Medical  Association,  Inc.,  held  atSlO  W( 
Bethany  Home  Road,  Phoenix,  AZ  on  Frids 
January  28,  1977  convened  at  7:06  p.m,,  Edwa 
Sattenspiel,  M.D,,  president  and  chairms 
presiding. 

DEPARTMENT  OF  HEALTH  SERVICE! 

Dr.  Dandoy  reported  that  new  appointmei 
have  been  made  to  the  Advisory  Health  Couni 
The  physicians  appointed  to  the  group  are:  Arth 
D.  Nelson,  M.D.;  Dallas  C.  Allred,  M.D,;  and  Phil 
Z.  Saba,  M.D. 

She  also  reported  that  the  Department  h 
received  new  Hypertension  Screening  Progr? 
Grant  and  would  like  several  physicians  to  adv 
on  the  program.  Neil  O.  Ward,  M.D.  offered  to  ass 
in  providing  such  help. 

The  Director  also  reported  that  the  Neona 
Transport  program  is  running  into  soi 
opposition  in  the  finance  committee  of  t 
legislature  and  needs  help  in  convincing  ( 
legislators  of  the  value  of  the  program. 

MALPRACTICE  ASSESSMENTS 
Requests  for  exemptions 

Mr.  Robinson  reported  that  the  names  of  the 
members  who  had  requested  exemption  prior  tot 
12/17/76  meeting  had  been  referred  to  t 
appropriate  county  medical  societies  to  determi 
if  any  of  the  societies  objected  to  the  exemptio: 
none  of  the  societies  expressed  objections. 

MEMBERSHIP  CERTIF  ICATE 

Dr.  Kahle  explained  the  concept  of  issuing  ac 
time  membership  certificate  to  take  the  place  oft 
annual  membership  card.  Mr.  Robinson  report 
that  it  would  cost  approximately  54  cents  each  I 
approximately  $1,405.62  for  the  prese  : 
membership. 

IT  WAS  MOVED  AND  CARRIED  TO  REFF 
THIS  MATTER  TO  THE  BOARD  C ' 
DIRECTORS  FOR  THEIR  CONSIDERATION  ' 

BOMEX  NOMINATIONS  El 

The  Board  of  Medical  Examiners  will  haC 
another  opening  2/26 '77  when  Arthur  I 
Lindberg,  M.D. ’s  term  expires.  I 

It  was  determined  to  ask  the  Maricopa  CounU 
Medical  Society  to  recommend  names  for  the  Boa| 
of  Directors'  meeting  on  2/26/77  for  furtlj 
submission  to  the  Governor.  | 

BOMEX  REPORTING  PROCEDURES 

The  Pima  County  Medical  Society  letter 
1 6/77  regarding  the  Board  of  Medical  Examine 
procedure  of  reporting  to  all  hospitals  in  Arizo 
when  a physician's  hospital  privileges  have  be] 
curtailed  for  administrative  reasons  (n(|j 
completion  of  medical  records)  was  discussed.  8 

It  was  pointed  out  that  the  Professior; 
Committee  is  presently  working  on  correcting  tl; 
problem. 
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Big  Balanced  Rock,  Chlricahua  Mountains,  Arizona  (approx  1,000  tons) 


■ Most  Widely  Prescribed— Antivert  is  the  most  widely  pre- 
scribed agent  for  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system  such  as  Meniere's  disease, 
labyrinthitis,  and  vestibular  neuronitis. 

■ Relief  of  Nausea  and  Vomiting —Anti vert/2  5 can  relieve  the 
nausea  and  vomiting  often  associated  with  vertigo* 

■ Dosage  for  Vertigo*  —The  usual  adult  dosage  for  Anti\'ert/25 
I is  one  tablet  t.i.d. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


*INDICAT10NS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  — National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Ancivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HQ  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy.  See  “Contraindications!’ 

ADYTRSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 

request.  A division  of  Pfizer  Pharmaceuticals 

New  York.  New  York  10017 


Antivert725 

(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 


Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


MAKES  SENSE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PPR.  A 
brief  summary  follows: 


♦ 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


* Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  ‘Dyrenium’ 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K*  should  be  made.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone, 
restrict  intake.  The  presence  of  a widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
Thiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  mi ght 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus.  Adequate  information 
on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte 
determinations.lparticularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
K‘  frequently;  both  can  cause  K'  retention  and 
elevated  serum  K*  . Two  deaths  have  been  re- 
ported with  such  concpmitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium®  (triamterene,  SK&F  Co.),  and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  ‘Dyrenium’  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  in  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuri- 
cemia and  gout,  digitalis  intoxication  (in  hypo- 
kalemia), decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  in- 
stitutional use  only). 

SI^&F  CO.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation 


TRIAMTERENE  CONSERVES  POTASSIUM  WHILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE' 
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CITIZENS  ASSERTIVE  ACTIONS  FOR 
PODIATRY  REFORM  LEGISLATION 

Ms,  Donna  Diaz’s  letterof  1.  15/ 77  was  reviewed 
id  it  was  determined  to  refer  this  matter  to  the 
igislative  Committee  for  action. 


LJTO  RESTRAINT  DEVICES  FOR 
INFANTS 

dugh  C.  Thompson,  M.D.’s  letter  of  12/28/76 
carding  the  subject  matter  was  reviewed. 

:t  was  moved  and  carried  to  REPPIR 

ilS  MATTER  TO  THE  BOARD  OF 
RECTORSE  executive  COMMirrEE'S 
iCOMMENDATION  IN  FAVOR  OF  EN- 
)RSEMENT. 


A.M.A.  LEADERSHIP  CONFERENCE 
Ur.  Kahle  reported  on  the  recently  held 
idership  conference  and  suggested  that  a 
ncerted  effort  be  made  to  get  more  of  the  county 
edical  society  leadership  to  attend  next  year's 
j nference. 


< MICA  ANNUAL  MEETING 
* )r.  Sattenspiel  reported  on  the  plans  for  the 
j thcoming  policyholders  meeting  scheduled  for 
f i/77  and  urged  the  committee  members  to 

^ end. 

1- 


LEGISLATIVE  COMMITTEE 
ileeting  of  the  Legislative  Committee  of  the 
i,  Izona  Medical  Association,  held  Saturday, 
* iruary  5,  1977  at  810  West  Bethany  Home  Road, 
oneix,  Arizona,  convened  at  1 :26  p.m.,  Selma  E. 
rgovnik,  M.D.,  Chairperson,  presiding. 

f 

i;  SEVIEW  OF  LEGISLATIVE  ACTIVITY 
Hr.  Barnett  informed  the  committee  that  since 
session  convened  on  January  10,  most  of  the 
s considered  during  the  previous  meeting,  have 
fact,  been  introduced  however  to  date,  not 
isidered  by  committees  in  either  the  House  or 
late.  The  period  of  indoctrination  for  new 
mbers  to  the  House  and  Senate  appears  to  be 
•rand  the  legislature  is  now  in  full  swing,  and  we 
1 anticipate  active  committee  hearings. 
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IMMUNITY-CONFIDENTIALITY  OF 
ASSOCIATIONS  COMMITTEE 
PROCEEDINGS  AND  RECORDS 
During  the  last  meeting,  the  committee  reviewed 
legal  opinion  by  the  firm  of  Snell  & Wilmer,  in 
which  it  was  considered  that  the  records  and 
proceedings  of  the  Association’s  committees,  are 
probably  not  confidential,  and  determine  to 
actively  support  the  introduction  of  legislation 
providing  confidentiality  of  records  and  pro- 
ceedings of  professional  Associations  committee 
activities.  Mr.  Jacobson  provided  draft  legislation 
to  the  committee  which  would  provide  civil 
immunity  and  confidentiality  to  the  peer  review 
activities  of  professional  societies  of  health  care 
providers. 

IT  WAS  MOVED  AND  CARRIED  TO  SUPORT 
THE  INTRODUCTION  AND  PASSAGE  OF 
DRAFT  LEGISLATION  WHICH  WOULD  PRO- 
VIDE CIVIL  IMMUNITY  AND  CONFIDEN- 
TIALITY TO  THE  PEER  REVIEW  ACTIVITIES 
OF  PROFESSIONAL  SOCIETIES  OF  HEALTH 
CARE  PROVIDERS. 


BOMEX-INCREASE  IN 
REREGISTRATION  FEE 

During  the  last  meeting,  the  I,«gislative 
Committee  considered  a request  by  the  Board  of 
Medical  Eixaminers,  to  increase  the  maximum 
annual  reregistration  fee  from  $50.00to$100.00.  At 
that  meeting,  Mr.  Boykin  informed  the  committee 
that  he  would  be  in  a much  better  position  to 
determine  budgetary  needs  after  the  reregistration 
for  1977  had  been  completed,  approximately 
b'ebruary  1,  1977.  For  that  reason,  the  committee 
moved  the  BOM  EX  request  to  the  next  meeting’s 
agenda. 

The  committee  received  the  following  letter  from 
Mr.  Boykin  dated  February  3, 1977  concerning  the 
increase  in  reregistration  fees: 

“Please  find  attached  some  statistical  data, 
covering  actual  expenditures  and  income  for  the 
Board’s  fiscal  year,  July  1,  1975  to  June  20,  1976; 
expenditures  and  income  for  the  first  seven  (7) 
months  of  fiscal  1976-1977;  and  anticipated 
expenditures  and  income  for  the  balance  of  1977- 
78.  Our  budgetcovering  this  current  fiscal  year  was 
prepared  in  August  of  1976,  so  you  can  readily 
visualize  the  difficulty  in  such  proposals  being 
formulated  twenty  to  twenty-four  months  in 
advance  and  at  least  six  months  prior  to  legislative 
review. 


You  will  note  that  the  current  staff  of  BOMEX 
consists  of  fourteen  fulltime  employees  and  twelve 
Board  members,  while  1976-1977  fiscal  appro- 
priations call  for  nineteen  staff  members  to  carry 
out  legislative  directives  including  the  provisions 
for  a staff  attorney,  law  clerk  and  a legal  steno, 
along  with  other  necessary  personnel  to  provide  for 
the  normal  increases  of  the  Board's  services.  Some 
of  these  persons  ha  ve  not  been  em  ployed  to  date  due 
to  financial  limitations. 

On  adoption  of  the  “Medical  Malpractice  Crisis 
Ivegislation”  in  February  of  1976,  with  its  added 
directives  to  the  Board,  we  estimated  we  would 
need  a maximum  of  twenty-five  staff  members  to 
effectively  conduct  the  Board’s  business  and  again 
this  was  prescribed  by  our  proposed  budget 
prepared  in  August,  1976,  to  become  effective  in 
fiscal  1977-1978. 

Should  the  reregistration  fee  on  that  anticipated 
budget  remain  at  $.50  per  annum,  we  are  obviously 
short  of  funds  without  any  means  of  continuing  to 
operate  beyond  March  1,  1978,  and  would 
effectively  be  out  of  business  on  July  1.  1977. 

It  appears  to  me  that  only  two  avenues  are  open 
to  the  Association  and  the  medical  profession. 
First,  and  I sincerely  believe  (along  with  the  entire 
Board  of  Medical  Examiners  which  has  approved 
all  of  these  budgets)  that  a legislative  amendment 
to  Arizona  Revised  Statutes,  Section  32-1431.8.,  as 
amended,  increasing  reregistration  fees,  is  the  only 
one.  The  second  would  require  the  Board  to  inform 
the  Arizona  Medical  Association  and  the  legisla- 
ture that  it  could  not  carry  out  its  prescribed  duties 
with  available  funds. 

I would  urge  the  Association  to  give  every 
consideration  to  assuming  a position  which  would 
permit  medicine  and  state(in  the  form  of  the  Board) 
to  continue  the  relationships,  coordinated  pro- 
grams, and  cooperation  which  is  second  to  none 
currently  in  existence  throughout  theen  tire  Uni  ted 
States.” 

The  enclosed  statistical  data  and  organiza- 
tional charts  are  on  file  in  the  Association’s 
headquarters  office.  Considerable  discussion 
ensued. 

IT  WAS  MOVED  AND  CARRIED  TO  OFFER 
GENERAL  SUPPORT  TO  LEGISLATION 
WHICH  WOULD  PROVIDE  THE  BOARD  OF 
MEDICAL  EXAMINERS  WITH  AN  INCREASE 
IN  REREGISTRATION  FEE  FROM  A MAXI- 
MUM OF  $50.  TO  $100. 

CONSIDERATION  OF  LEGISLATION 
House  Bill  2087  - Annual  Appropriations 
for  Bomex. 

HB  2087  would  provide  that  the  budget  of  the 
Board  of  Medical  Examiners  and  other  ninety-ten 
agencies  would  be  subject  to  annual  fiscal  review 
by  the  Legislature  and  that  such  appropriations  as 
it  may  make,  shall  be  construed  as  the  I,egislatures 
intended  funding  level  for  such  budget. 

IT  WAS  MOVED  AND  CARRIED  TO 
ACTIVELY  NON-SUPPORT  HOUSE  BILL  2087. 

House  Bill  21 12  - Insurance  Benefits  for 
Services  Performed  at  Health  Care 
Institutions. 

HB  2112  would  provide  that  benefits  may  not  be 
denied  for  certain  services  performed  in  a licensed 
health  care  institution.  The  purpose  and  effects  of 
the  legislation  was  not  determined. 

IT  WAS  MOVED  AND  CARRIED  TO  TABLE 
ACTION  ON  HOUSE  BILL  21 12. 

House  Bill  2058  - Evaluation  of  New  Medical 
Drugs— Laetrile. 

House  Bill  2059  - Laetrile. 

This  legislation  provides  for  the  evaluation  of 
new  medical  drugs,  and  specifically  the  investi- 
gation of  laetrile.  HB  2059  provides  that  laetrile 
may  be  manufactured,  offered  and  sold  in  Arizona. 

IT  WAS  MOVED  AND  CARRIED  TO 


I 


ARIZONA  MEDICINE  277 


ACTIVELY  NON  SUPPORT  HOUSE  BILL  2058 
AND  2059  CONCERNING  LAETRILE. 

House  Bill  2097  - Insurance:  Limitation 
on  Reduction  of  Benefits. 

House  Bill  2097  would  provide  that  insurance 
companies  would  no  longer  be  able  to  coordinate 
benefits  to  a maximum  of  100%  of  the  expenses 
incurred  rather  the  company  would  be  required  to 
allow  the  full  benefits. 

IT  WAS  MOVED  AND  CARRIED  TO  GEN- 
ERALLY SUPPORT  HOUSE  BILL  2097. 

Senate  Bill  1055  - Optometrists. 

Senate  Bill  1055  provides  for  changes  in  the 
Board  of  Optometry  increasing  its  membership  to 
five  (5)  members,  with  one  (1)  lay  person  and 
prescribing  changes  in  the  qualifications,  exam- 
inations and  fees  for  the  Optometrist. 

ITWASMOVEDANDCARRIEDTOTAKENO 
ACTION  ON  SENATE  BILL  1055. 

Senate  Bill  1062  - Licensing  of 
Marriage  and  Family  Counselors. 

This  legislation  provides  for  the  licensing  of 
marriage  and  family  counselors  by  the  Depart- 
ment of  Health  Services. 

IT  WAS  MOVED  AND  CARRIED  TO  GENER- 
ALLY SUPPORT  SENATE  BILL  1062  - LICEN- 
SING OF  MARRIAGE  AND  FAMILY  COUN- 
SELORS. 

House  Bill  21 14  - Credentialing  of  Allied 
Health  Professions. 

Legislation  was  introduced  which  would  provide 
for  the  credentialing  of  allied  health  professions 
within  the  Department  of  Health  Services.  Con- 
versation with  legislatorscausingtheintroduction 
of  this  legislation  indicates  that  there  will  be 
considerable  changes  in  the  concept  of  this 
legislation. 

IT  WAS  MOVED  AND  CARRIED  TO  TABLE 
CONSIDERATION  OF  HOUSE  BILL  2114  - 
CREDENTIALING  ALLIED  HEALTH  PRO- 
FESSIONS. 

House  Bill  21 13  - Blood  Banks  Exemption 
of  State  Licensure. 

House  Bill  2113  provides  exemption  for  federally 
licensed  and  regulated  blood  banks  from  licensure 
or  supervision  as  health  care  institutions  by  the 
Department  of  Health  Services.  It  was  not  known 
whether  the  Department  of  Health  Services  was  in 
support  of  this  legislation. 

IT  WAS  MOVED  AND  CARRIED  TO  TABLE 
CONSIDERATION  Oh'  HOUSE  BILL  21 13. 

Highways  - Signs  Indicating  Hospital  Exits 

Mr.  Barnett  informed  the  committee  that  the 
Hospital  Association  is  introducing  legislation 
which  will  provide  for  signs  on  interstate  high- 
ways indicating  the  exits  leading  to  hospitals. 
Discussion  indicated  that  there  was  a need  for 
signs  leading  to  hospitals  off  the  interstate 
highways  as  well. 

IT  WAS  MOVED  AND  CARRIED  TO 
ACTIVELY  SUPPORT  THE  ARIZONA 
HOSPITAL  ASSOCIATION’S  PROPOSED 
LEGISIATION  TO  PROVIDE  FOR  SIGNS  ON 
THE  INTERSTATE  HIGHWAYS  INDICATING 
EXITS  FOR  HOSPITALS. 

Senate  Bill  1023  - Sex  Crimes 

Senate  Bill  1023  rewrites  the  portion  of  the 
criminal  code  concerning  the  prohibition  and 
regulation  of  prostitution,  certain  obscenity 
offenses  and  family  offenses.  Considerable  dis- 
cussion ensued. 

ITWASMOVEDANDCARRIEDTOTAKENO 
ACTION  ON  SENATE  BILL  1023. 


Senate  Bill  1 189  - Podiatry  Reform 
Legislation. 

Proposed  legislation  was  considered  as  prepared 
by  the  Citizens  Assertive  Action  for  Podiatry 
Reform  I.egislation  which  would  greatly  restrict 
the  practice  of  Podiatry  in  this  state. 

IT  WAS  MOVED  AND  CARRIED  TO  OFFER 
GENERAL  NON-SUPPORT  TO  THE  PODI- 
ATRY REFORM  LEGISLATION  AS  OFFERED 
BY  THE  CITIZENS  ASSERTIVE  ACTION  FOR 
PODIATRY  REFORM  LEGISLATION. 

House  Bill  2149  - Psychologist  - Insurance. 

This  legislation  provides  that  when  an  in- 
surance contract  provides  for,  or  offers  reimburse- 
ment for  any  service  which  is  within  the  lawful 
scope  of  the  practice  of  a duly  certified  psychol- 
ogist, a subscriber  covered  under  such  contract, 
shall  have  the  freedom  of  choice  to  select  either  a 
physician  or  certified  psychologist  to  provide 
examination,  care  or  treatment.  This  legislation 
has  been  introduced  on  previous  occasions,  and 
after  consideration  by  this  Association,  received 
active  non-support. 

IT  WAS  MOVED  AND  CARRIED  TO 
ACTIVELY  NON-SUPPORT  HOUSE  BILL2149. 

Senate  Bill  1144  - Medical  Service 
Corporations. 

This  bill  would  require  representation  of  the 
general  public  on  boards  of  directors  of  hospital, 
medical,  dental  and  optometric  service 
corporations  and  expand  them  to  require  that  such 
public  members  be  elected  by  subscribers  and 
compose  at  lease  2/3rds  of  the  membership  of  such 
boards.  This  statute,  if  enacted  would  affect 
Arizona  Blue  Cross,  Arizona  Blue  Shield  as  well  as 
prepaid  dental  and  optometric  insurance  plans. 

ITWASMOVEDANDCARRIEDTOTAKENO 
ACTION  ON  SENATE  BILL  1144  CON- 
CERNING MEDICAL  SERVICE  CORPORA- 
TIONS. 

Definition  of  Death. 

Mr.  Barnett  informed  the  committee  that  it 
appears  that  legislation  will  be  introduced  which 
will  place  into  statute,  the  “definition  of  death”. 
Copy  of  proposed  legislation  is  unavailable  at  this 
time.  It  was  noted  that  this  subject  has  been 
considered  by  the  American  Medical  Association 
as  recent  as  it's  annual  meeting  in  June  of  1976  at 
which  time  it  reaffirmed  its  established  policy  that 
“statutory  definition  of  death  is  neither  desirable 
nor  necessary”. 

IT  WAS  MOVED  AND  CARRIED  TO  TABLE 
CONSIDERATION  OF  PROPOSED  LEGISLA- 
TION TO  STATUTORILY  DEFINE  DEATH. 

PUBLISHING  COMMITTEE 

Meeting  of  the  Publishing  Committee  of  the 
Arizona  Medical  Association,  held  Saturday, 
February  26,  1977,  at  810  West  Bethany  Home 
Road,  Phoenix,  convened  at  1:05  p.m.,  John  W. 
Kennedy,  M.D.,  Chairman,  presiding. 

Continuation  of  Publication 

Resolution  #9-76  adopted  by  the  1976  House  of 
Delegates  of  ArMA  was  discussed.  The  following 
action  resulted; 

IT  WAS  MOVED  AND  CARRIED  THAT  THE 
PUBLISHING  COMMITTEE  STRONGLY 
RECOMMEND  TO  THE  ArMA  BOARD  OF 
DIRECTORS  THAT  PUBLICATION  OF 
ARIZONA  MEDICINE  BE  CONTINUED. 

Western  Journal  of  Medicine 

Letter  of  December  2, 1976  from  Western  Journal 
of  Medicine  proposing  possible  merger  of  our  two 


publications  was  discussed.  The  consensus  k 
that  at  the  present  time  we  should  not  mal| 
decision  on  a merger  but  should  await  the  deci  l| 
of  the  House  of  Delegates  regarding  continual 
of  publication.  Letter  is  to  be  written  to  Wesl 
Journal  of  Medicine  so  advising  them.  f 

Editorial  Policies  j 

1.  Review  Editors 

Policy  of  having  original  articles  edited  ^ 
discussed.  Concensus  was  that  this  is  a geneilj 
accepted  procedure.  li 

2.  Bibliographies  li 

Several  letters  were  reviewed  from  physic* 

taking  exception  to  the  policy  of  elimina 
bibliographies.  It  was  pointed  out  that  JA 
allows  20  references,  and  that  most  journal 
print  references,  occasionally  in  very  L 
numbers.  After  considerable  discussion  pro  i 
con,  the  following  action  was  taken:  * 

IT  WAS  MOVED  AND  CARRIED  Tb 
REFERENCES  BE  INCLUDED  BUT  LIMI'i  ■ 
TO  TWENTY  IN  NUMBER,  WITH  THE  ff 
VISION  THAT  THE  NUMBER  CAN  BE 
JUSTED  UPWARD  AT  THE  DISCRETIOnI' 
THE  EDITOR.  I, 

It  was  also  determined  that  we  continue  to  I- 
authors  to  be  succinct  in  use  of  references  as  w( 
in  text. 

Associate  Editor 

Dr.  Comerci  reported  that  in  response  to  a req  1 
from  Dr.  Kennedy,  the  University  of  Arizona  . 
expressed  interest  in  participating  as  Assot  t 
Editor  of  Arizona  Medicine.  Names  of  candidll 
for  this  position  are  currently  being  soughtB 
Comerci  agreed  to  act  temporarily  as  Asso(j.' 
Editor  from  the  University  until  the  new  edit| 
Arizona  Medicine  takes  office,  at  which 
names  will  be  submitted  from  the  Universit; 
consideration  by  the  editor. 

Dr.  Comerci  is  presently  putting  togethei 
May  issue  and  was  advised  that  this  issi  ^ 
completely  in  his  charge  and  he  may  eliminat  ^ 
regular  features  as  he  desires. 

Bomex  Page  J" 

I.etter  of  January  4,  1977  from  Paul  Bo  ■ 
requesting  consideration  of  a monthly  pag  " 
Arizona  Medicine  to  be  prepared  by  the  Boa  ' 
Medical  Examiners  was  discussed. 

IT  WAS  MOVED  AND  CARRIED  TO  ' 
PROVE  THE  REQUEST  OF  THE  BOARE  - 
MEDICAL  EXAMINERS. 

Printing 

Report  of  Mr.  Robinson  on  quotations  1 
various  firms  for  printing  of  Arizona  A/edicinc 
reviewed.  It  was  noted  that  there  is  not  a great 
of  variation  in  prices.  Mr.  Robinson’s  re> 
mendation  is  to  continue  with  Publishers  P 
Inc.  for  six  months  to  see  if  they  will  imp 
quality  as  they  have  promised. 

IT  WAS  MOVED  AND  CARRIED  TO  ACC 
THE  RECOMMENDATION  OF  THE  M 
AGING  EDITOR  TO  REMAIN  WITH  ' 
PRESENT  PRINTING  FIRM  FOR  A PERIOli 
SIC  MONTHS  AND  RE-EVALUATE  AT  T1 
TIME. 

Acknowledgements  j 
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NOMINATING  COMMI'ITKE 


meeting  of  the  Nominating  Committee  of  the 
)na  Medical  Association,  Inc.  held  atSlO  West 
any  Home  Road,  Phoenix,  Arizona,  on 
rday  February  12,  1977,  a quorum  being 
mt,  convened  at  2:14  p.m.,  William  C.  Scott, 
, Past  President  and  Chairman,  presiding. 


linations 

llowing  a review  of  the  bylaws  regarding 
inating  restrictions,  the  following  slate  of 
ers  were  nominated: 
incies  in  Office  Nominees 


ident-Elect 

177-78) 

President 

177-78) 

?tary 

177-78) 

surer 

(77-78) 


Richard  L.  Dexter,  M.D. 
William  S.  Masland,  M.I). 

William  E.  Crisp,  M.D. 

E.  Henry  Running,  M.D. 

Derrill  B.  Manley,  M.D. 
Richard  D.  Zonis,  M.D. 

John  T.  Clymer,  M.D. 
Richard  F.  Dahlen,  M.D. 


ker  of  the  House  Robert  A.  Price,  M.D. 
•77-78)  John  A.  Ash,  M.D. 


3r-in-Chief 

(77-78) 


Marshall  B.  Block,  M.D. 
John  R.  Green,  M.D. 


gate  to  AMA  Edward  Sattenspiel,  M.D. 
1/78-12/31/79)  Patrick  P.  Moraca,  M.D. 

gatetoAMA  W.  Scott  Chisholm,  M.D. 
1/78-12/31/79)  Theodore  L.  Mobley,  M.D. 


■nate  Delegate 
AMA 

1/78-12/31/79) 

■nate  Delegate 
AMA 

1/78-12/31/79) 

ral  District 
rector  (1977-80) 
aricopa) 

leastern  District  Edward  R.  Curtis,  M.D. 
^'ector  (1977-80)  Robert  V.  Horan,  M.D. 
!)chise,  Graham, 
eenlee,  Santa 
^z) 


John  B.  Jamison,  M.D. 
Bruce  N.  Curtis,  M.D. 

William  R.  Myers,  M.D. 
Robert  T.  Phillips,  M.D. 

James  M.  Hurley,  M.D. 
John  C.  Bull,  Jr.,  M.D. 


Richard  S.  Armstrong,  M.D. 
William  I).  Carrell,  M.D. 

Joseph  S.  Whaley,  M.D. 
Neopito  L.  Robles,  M.D. 

Jack  M.  Layton,  M.D. 

C.  Donald  Christian,  M.D. 


lem  District 
■ector  (1977-80) 
ma) 

lem  District 
•ector  (1977-79) 
ma) 

nem  District 
■ector  (1977-78) 
ma) 

iwestern  District  James  F.  Martin,  M.D. 
ector  (1977-80)  Alan  C.  Winfield,  M.D. 
nal,  Yuma) 


I 


You  can  get 
updated  information 
on  the  disease  and 
on  effective  treatment 
for  its  symptoms  of 
bone  pain,  skeletal 
deformities,  and 
neurologic  deficits. 


Just  send  the 
coupon  below. 


Do  you  have 
patients  with 
Paget’s  Disease 


Armour  Pharmaceutical  □ 
Company 

Greyhound  Tower  □ 

1 1 1 West  Clarendon  Avenue 
Phoenix,  Arizona  85077 


Send  latest  information 
on  Paget's  Disease  of  Bone. 
Have  your  representative 
call  on  me. 


Dr. 


; Address 

I 

I 


City 


State 


Zip 


Our  direct  line  to  you 
is  more  than  a set  of  numbers 
and  a sympathetic  ear. 


Any  time  you  have  a prob- 
lem, call  our  Pi’ot'essioual  Relations 
Department.  They’re  our  direct  line 
to  you.  A human  link.  And  their  job 
is  to  keep  communications  flowinj^ 
smoothly... to  answer  any  (luestions 
you  mi^ht  have  and  to  help  solve 
claims  problems.  And  we  follow 
through  on  your  re(iuests  RIGHT  N(  )\V ! 

Our  R'ofessional  Relations  people 
are  i)eople  with  answers,  because  we  know 
you  don’t  have  time  for  just  so  much  talk. 

It’s  one  of  the  thinj^s  that’s  made  us  the  leader. 


Blue  Shield  - 

of  Arizona 


The  Leader 


Phoenix;  248-8795 
Tucson:  795-8025 
Flagstaff;  520-0232 


iR'  Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the 

VASODILAN 

IISOXajPRINEHCI) 

the  compatibie  vasodiiator  TABLETS,  20  mg. 


•Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences- 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml 


diabetic  patient  has  been  reported  with 


Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily. 
Intramuscular:  5 to  10  rng.d  or  2 ml.)  two  or  three  times  daily.  Intramuscular  adminis- 
tration may  be  used  initially  in  severe  or  acute  conditions. 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses.  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea,  vomiting, 
dizziness,  abdominal  distress,  and  severe  rash.  If  rash  appears  the  drug  should  be 
discontinued. 


Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 

Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypotension  and 
tachycardia  These  symptoms  are  more  pronounced  in  higher  doses  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg.  are  not  recommended.  Repeated  adminis- 
tration of  5 to  10  mg.  intramuscularly  at  suitable  intervals  may  be  employed. 


Supplied:  Tablets,  10  mg.,  bottles  of  100, 1000,  5000  and  Unit  Dose;  Tablets,  20  mg , 
bottles  of  100,  500, 1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per  2 ml.  ampul,  box  of 
SIX  2 ml.  ampuls.  ■I_n  _ _ _ us  Pat  No  3,056.836 


UABORATORieS 


O 1977,  MEAD  JOHNSON  ft  COMPANY,  EVANSVILLE,  INDIANA  47721  U.S.A. 
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(FREE)  SAMPLE  PLACARD 
FOR  PHYSICIAN’S  OFFICE 
WITH  TAKE-ONE  PAMPHLET 


A MessAoe 

TO  My  PATIGNTS 

Unfortunately,  I find  that  the  excessive  use  of  alcohol  is  a 
problem  with  some  of  my  patients.  Alcohol  abuse  by  itself  is  a hazard 
to  health,  but  when  combined  with  driving  it  is  particularly  dangerous. 
Today,  alcohol-related  highway  crashes  rank  right  after  cancer  and 
heart  disease  as  a leading  cause  of  death  among  Americans. 


The  first  step  in  controlling  alcohol  abuse  is  self-awareness. 

I therefore  urge  any  of  my  patients  who  are  concerned  about  their 
drinking  problem  to  discuss  it  with  me. 

Even  if  you  don’t  have  a drinking  problem,  you  could  be  killed  or 
injured  If  you  drive  after  too  much  to  drink.  So,  for  your  good  health 
and  safety,  stop  and  think.  Are  you  taking  unnecessary  risks  by 
driving  after  excessive  drinking  or  by  riding  with  others  who 
occasionally  drink  too  much? 


A MessAoe 

TO  PATIGNTS 


Alcohol  Crashes  Rank  High 
as  Killers 

Today  the  leading  causes  of  death 
are  degenerative  diseases  usually 
associated  with  advancing  age. 

But  automobile  accidents  have  now 
moved  up  to  the  point  where  they 
ore  challenging  for  the  lead.  Each 
year,  28,000  Americans  die  and 
thousonds  more  ore  injured  in 
highway  accidents  involving 
alcohol.  In  fact,  because  vehicle 
crashes  kill  and  injure  the  young  as 
well  as  old,  they  are  equalled 
only  by  heort  disease  as  the  major 
single  factor  in  lost  man-years  of 
productivity.  And  among  persons 
under  35,  highway  crashes  are  the 
major  single  cause  of  deoth. 

You  May  Not  Recognize  the  Risk 

How  many  times  have  you 
taken  too  many  drinks,  gotten  into 
your  car  and  driven  home?  Or 


driven  with  somebody  who  has  be 
drinking  too  much?  People  who 
drink  excessively  and  drive  can 
increase  their  risk  of  a crash  by  25 
times  or  more. 

Talk  to  Your  Doctor  . 

If  the  amount  of  your  drinkin 
is  a concern  to  you,  feel  free  to  tall- 
to  me.  Medication,  counseling  or 
therapy  can  be  of  help. 

Even  if  you  don't  have  a drin 
ing  problem,  you  could  be  killed 
or  injured  if  you  drive  after  too  | 
much  to  drink.  So,  for  your  good 
health  and  safety,  stop  and  think 
Are  you  taking  unnecessary  risks  I 
driving  after  excessive  drinking  or 
by  riding  with  others  who  occasiot 


The  maigaiine 

hipest 

in  polyunsatuirates 
doesn’t  contain 
a dn>p  of  com  oil. 


)houldi^t  you  spread  that  around? 


Satuiated  fats  sind 
olyunsaturated  fats  in 
om  and  Safflower  Oils 


Corn 

Oil 


56% 


3% 


Safflower 

Oil 

78% 


Saffola  is  made  with  liquid  safflower  oil.  It’s 
higher  in  polyunsaturates  than  either 
Fleischmann’s  or  Mazola.  And  no 
margarine  is  lower  in  saturated  fats. 

Saffola  contains  no  cholesterol. 

Your  patients  will  be  pleased  to 
know  that  Saffola,  as  part  of  a modified 
fat  diet,  is  a delicious  way  to  help 
reduce  serum  cholesterol. 

For  comparative 
nutritional  informa- 
tion on  all  of  our 
safflower  oil  products 
write: 

Consumer  Products 
Division,  PVO  Inter- 
national Inc.,  World 
Trade  Center,  San  Francisco, 

California  94111. 


^ 

• Good  Housekeeping  • 

MOMlSlS 

All  Saffola  products  have  earned  the 
Good  Housekeeping  Seal. 


Enjoy  it  to  your  heart’s  content. 
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Ontral — James  M FIurley.M.D 

Central — Wilfred  M Potter,  M D 

Ontral — Wallace  A.  Reed.  M D 

Ontral — l^wrencej.  Shapiro,  M D.  . . 

Ontral— R Jack  M,  Zeiuff.  M D 

Northeaster — Jack  I.  Mowrey.  M D . . . 
Northwester — All>ert  Rosenblatt.  M D 
Southwestern — Edward  R.  Churns,  M D. 
Souther — Richard  S Armstrong.  M D . 

Southern — Vernor  F.  Lovett.  M.D 

Southern — Jcjseph  S.  Whaley.  M.D.  . . 
.Southwestern — James  F.  Martin.  M D 
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President-Elect — Pedro  Goriazar  Hijar,  M.D. . 

Vice  President — Schuyler  V.  Hilts,  M.D 

Secretary-USA — Peter  J.  Whitney.  M.D 

Secretary-Mexico — Felix  Torres  Herrera.  M.D. 

Treasurer-USA — Lucy  A.  Vernetti.  M.D 

Exec.  Sec’y.-USA — Mrs.  V'irginia  E.  Bryant. . . 
Exec.  Sec’y. -Mexico — Sr.  Alfredo  Patron 


333  E.  V'irginia.  Phoenix,  AZ  85004 
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COMMITTEES  — 1976-77 


ARTICLES  OF  INCORPORATION  AND  BYLAWS:  Charles  E. Henderson. M D . 
Chairman  (Phoenix):  Philip  E.  Dew.  M.D,.  (Tucson):  Paul  B Jarrett.  M D 
(Phoenix):  William C Scott.M  D.,(Tu(son): Clarence E. Yount, M.D. (Prescott). 


BENEVOLENT  AND  LOAN  FUND:  Arthur  V Dudles.  M D . Chairman. 
(Tucson):  John  Clymer.  M.D.,  (Tucson):  Daniel  C.  DeBix'r.  M.D..  (Tucson): 
William  Farr.  M.D.,  (Tucson).  R l^ee  Foster.  M D..  (Phcxmix):  .*\ndrew  M. 
Goldner.  Ph  D..  (Tucson):  Edward  J Lefeber.  M D . (Mesa):  0*c  il  \'aughn. 
Jr  . M.D..  (Phoenix),  Kail  E.  Voldeng,  M D , (Phcx-nix). 

FINANCE  COMMITIEE:  John  T.  Clymer.  M D,.  Chairman.  (Tucson):  Robert 
F Crawford,  M l).  (Phcxnix):  Richard  L.  Dexter,  M D .(  Tucson);  HerberiC. 
Erhart.  Jr  . M D..  (Springerville):  John  R Green.  M l),  (Phfx*nix):  James  L. 
Grobe.  M D . (Phcx*nix).  R T McDonald.  M D..  (Flagstaff);  Theexiore  1. 
Mobley.  M.D,,  (Phcjenix);  Rolxrt  P Purpura.  M D , (Tucson);  Otto  Shill.  Jr  . 
M.D.,  (Temjx*):  Seymcjur  I.  Shapiro.  M D..  ( Tucson);  C»eorge  Wallace.  M D.. 
(.Scottsdale);  George  Yard.  M D . (Flagstaff). 

GOVERNMENTAL  SERV'ICTS:  Wallace  A Reed.  M I).,  (chairman.  (PhcK  tiix). 
John  A.  Ash,  M.D.  (Phoenix);  Allan  Bcigel,  M.D..  (lucson):  Donn  (* 
Duncan.  M.D..  (Tucson):  Walter  R Eicher.  M.D.  ((Tandler);  .Alan 
Engelbert.  M D..  (Tucson);  Lloyd  S.  Epstein,  M D..  (Tucson);  Charles  Kalil. 
M.D.,  (Phc^enix);  Louis  C.  Kossuth.  M.D..  (Phcxmix);  Joseph  J.  Likos.  M.D.. 
(Phcx*nix);  Joseph  L.  Marcarelli.  M D,.  (Sun  City):  Deimoni  W Melick. 
M D..  (Tucson);  Arthur  D Nelson.  M.D,.  (Scottsdale);  Helen  M Rolx'rts, 
M.D..  (Phfx*nix);  Marvin  C^  Schneider.  M I)..  (Tucson) 

GRIEVANCE  COMMITTEE:  William  Scott,  M I)..  Chairman,  (Tucson); 
Richard  W.  Abbuhl.  M D..  (Phoenix);  Walter  Bra/ie.  M D.,  (Kingman): 
Philip  E.  Dew.  M.D  . (Tucson);  Richard  E.  H Duisberg.  M I),.  (PhcK-nix); 
Davici  E.  Glow,  M.D,,  (Sierra  Vista);  John  B,  Jasmison.  M D,.  (Flagstaff) 
Ph:’lip  W Kantor.  M D . (Phcx*nix);  R T McDonald.  M l)..  (Flagstaff); 
A’  ert  J Ochsner,  M D,.  (Yuma);  Robert  P Purpura.  M I),.  (Tucson). 

HEALTH  MANPOWER  COMMITTEE:  I^iuis  C.  Kossuth.  M I)  . C:hairman. 
(Phoenix):  C^sey  D Blitt,  M.D..  (Tucson):  Bruce  N.  Ciurtis.  M D..  (.Safford); 
John  J Kelley.  M.D..  (Phcx*nix);  Alexander  Keller.  M I)  . ( Tucson);  Edward  J 
Lefeber.  M D..  (Phcxmix);  Roger  A.  Lueck.  M l)..  (Phcxnix);  Marcus  M 
Marble.  M.D.  (Buckeye);  Dermoni  W Melcik.  M I)..  (Tucson);  John  B 
Miller.  M.D..  (Phcxnix);  Andrew  W Nichols.  M D..  (Tucson);  James  S 
Pucelik.  M D . (Yuma);  Robert  St  John.  M.D  . (Phfxnix);  II  Siephc-ns 
Thomas,  M D,.  (Phcxnix):  Kevin  F Ware.  D O,.  (Benson);  Herlxn  I. 
Winograd,  M.D..  (Phcxnix). 

HISTORY  AND  OBITTARIES:  John  W.  Kennedy.  M D . (Chairman  (Phcxnix); 
Francis  J Bean.  M D..  ( Tucson);  Walter  Brazie,  M D . (Kingman).  C Bland 
Giddings,  M D,.  (Mesa):  John  R Green.  M D..  (Phcxnix);  Abe  I Pcxlolsky. 
M D..  (Yuma):  Jay  L.  Sitterlev.  M D..  (Flagstaff). 


IT C»ISLA  TI\T  Selma  Taigovnik,  M I)  . (.hair{Ktson.  (PIhkiux).  Richaict  W 
Abbuhl.  M I)  . (PhcK'iiix);  Haiirison  (.  Biiilei.  II.  M I)  . (Phcxiux)  \\  Scon 
Chisholm.  M I),.  (Phcxnix);  Sam  (.olaclns.  Ji  . M I)  . ( Phcxnix );  Richard  I. 
(x)llins,  MI).  (Sc  oiisdalc’);  Michael  R Cx-vsei.  MI)..  (Mes<i).  DoikiIcI  k 
Griess,  M I)  . ( I iic  son),  John  P I lolbicxik.  .M  I)..  ( 1 u<  son  l.  (.c-iald  Ma? shall. 
M 1)..  ( Phcxnix).  Ric  hard  Me  C.iII.  DO  . (Phcx  nix);  (rc  ialcl  k .Me  Nalh . .M  D , 
(Prescott);  Donald  R Miles.  M D . (Phcxnix).  R Michael  ()  liana,  M I), 
(Phcxnix);  Raiibor  Pantovich.  DO.  (Phcxnix);  O .Me  Kin  Philips.  MI). 
(Scottsdale):  Wilfied  M Poitei.  MI).  (Sc oitsd.iic-);  P.iul  Schiuii.  Ml). 
(Tucson);  Berion  Sicgel.  D.O  (Phcxnix);  Jeiomc-  M iargoMiik.  Ml). 
(Phex-nix);  John  V’osskukler.  MI).,  (kl.igsiafl).  Dennis  Weiland.  MI). 
(Scottsdale) 

MAI  ERNAL  AND  C.HILI)  HEALTH  C:ARF  William  C Seoii.  MI)  . (.haiiman 
(Tucson);  Frederic  W Baum.  M D..  {'Temix');  James  k Blute.  III.  M D . 
(Tucson):  Norman  B Blown.  MI).  (Phcxiux)!  Waite?  B Cheim.  Ml). 
(Phcx-nix);  C Donald  Christian.  M l)  . ( I ucson);  Warren  .A  Colton.  ]i  .MI). 
(Temjx);  William  J R Daih.  MI),,  (Phcxnix);  Jack  II  Demlow,  MI). 
(Tucson):  Cdenn  M kiiedman,  M D.  (.Scottsdale).  Harlan  R (,iles.  MD. 
(Tucson);  Raymond  J Jenneti,  MD.  (Phcxnix).  Edward  Kilgoie,  MD. 
(Phcxnix).  Waller  K l.ippard  III,  M D . (Phcxnix).  Belion  P Mevei.  M l)  ! 
(Phcxnix):  Sisic-r  .Alice  Montgornerv.  (Pfuxnix);  William  ),  Mcxiie.  MI), 
(Phcxnix);  U'llliarn  (.  Pavne.  M I)  . (Phcxnix);  David  Pent.  \I  I)  . (Phcxnix); 
Hermann  S.  Rhu.  Jr..  M I)  . ( I ucson),  Paul  .\  Whitmore.  I)  ()  . (Phcx*nix). 
MEDIC. lAI.  FCONO.MI(;S,  Roix’ii  P Puipuia,  M D . (chairman.  ( lucson); 
Richard  S .Aimstrong.  M D..  ( I iie  son).  Allx-ii  (..  .Asendorf.  M I)  . (Phcxnix); 
(Tiestet  C,  Bennett.  M l)  , (Phcxnix);  A\i  Ben-Oia.  M I)  . (Seoitsdalei;  Sam  ( 
Cx>lachis.  Jr  . M I),.  (Phcx  nix).  (.harles  k Dalton.  .M  I)..  (Phcxnix);  C»eoigc  L. 
Hoffmann.  M l),.  (.Mesa);  krc'deruk  W.  Jensen.  M l),.  (Phcxnix);  John  F 
Kahle.  M.D.,.  (Flagstaff):  Howard  N Kanclell,  M I)..  (Plux*nix).  Paiiuk  P 
Moraca.  M D..  (Plux'nix);  Richard  W.  Sw  it/ei.  M l).,  (lucson);  Maiim  1. 
Weic  h.  M D . (Tucson).  Burton  K,  Weissman.  M D,,  (Phcxnix);  Reginald  I M 
Zeluff.  M.D..  (Phcxnix). 

MEDICAL  EDUC.A  1 ION:  Robei  t E T Stark.  M.D  . Cihairman.  (Phixnix);  James 
E Bradv.  Ml).  (Tucson);  Daniel  B Carroll.  Ml)..  (Phcxnix);  Melvin  1. 
0)hen,  M D,.(Phcxnix);CieoigeD  (ximerci.M  D.  (Tuc  son);  David  I.Caosbv. 
M D..  (Phcxnix);  Kenneth  A Dregseth.  M I).,  (Sierra  \’isia):  Franc  is  T klocxl. 
M I)..  (Phcxnix);  Harry  W Hale.  Jr  , M D..  (Phcxnix).  Robert  k Hastings, 
M.D,.  ( Tucson);  John  W Heatcjii.  M l)  . (Phcxnix);  M Wayne  Heine.  M D . 
(Tucson):  Howard  N Kanclell.  MI)..  (Phcxnix);  Jack  M Tivton,  MI). 
(Tucson);  Allxri  Ri/zoli.  MD.  (Tucson);  William  k.  Sheelev.  MI).. 
(Phcxnix).  John  J.  Stanchfer.  M I)  . (Kingman);  lawrence  /.  Siein.  M l)  . 
(Tucson);  David  C.  H Sun.  MD.  (Phcxnix).  Ashton  B Taylor.  MI)! 
(Phcxnix);  Ciharles  A Trahern,  M I)  . (Prescott);  .Allxrt  (»  Wagner.  M I)  . 
(Phcxnix). 

OC.C.ITA  I lONAI  Hk  AIT  M Josepli  M I lughes.  M l)  . Chairman  (Phcx  inx); 
klovd  K Beik,  M I)..  (T  ucson);  Richard  Besscirnan.  M I)  .(Phcxnix);  Earl  M 
Best,  M.D,,  (Phcxnix):  Sheldon  Davidson.  M I)..  (Phcxnix);  Wallet  \'. 
Edwards.  MD.  (Phcxnix);  Eugene  C.  (.ibbs.  M D.  (Su|xrioi).  Rolxrt  B 
Leonard.  M.D  . (Phcxnix);  Charles  H,  Nelson.  M.D,.  (T  ucson);  klorian  R. 
Rabe.  M D . (.Scottsdale);  Eugene  J Rvan.  M I)  . (Scottsdale).  Maier  1 uc  hler. 
M D..  (Phcx'inx);  Willis  ,A  Watnei.  M I)..  (Phcxnix), 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO 
THE  CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF 
ANY  MEMBER  OF  THE  BOARD  OF  DIRECTORS. 


AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PinsK.lAN  RHfABII  IIAIION  Ruhdrdh  M Ouidx*re,  M O . Chdirmaii 
(Pft<xnixl.  Olio  I Hriulhrim,  M I).  (PIuhiiix).  VVillidm  I-  Bi>ho|).  M I). 

Jofiu  ! (.Uinri.  M I)  . ( I u<  vm).  Kvmi  \V  (i/ernv.  M I)  . ( I ii<  ^>n). 

Oonald  i naniNird.  M I).  (PtnK'mx).  VVcslrs  I-  C.rini.  M O,  (HdRsiaff). 
Uiuit-mr  M I.inkiiri.M  0,.  iPluxnix).  Suphrn  C VhiiUi.M  O.llmson). 
Wdlui  H lomhnson.  MO.  (l-on  lldiuhu<d).  Karl  i-  Voldrng,  .MO. 
iPluwmx),  h Irdtioi  A VVaskovs.  M O . (PIuk  iiix) 

PROI-hSSlONAI.  COMMIT!  I- 1-  Joseph  VV  Manss.  Ji  . MO.  Chamnaii 
(Ph»KHix).  Pdul  M BiiulH><as.  MO.iPhormx).  Paul  B Btir^'ison.  MO. 
iPlHK-mx).  John  .\  Bruner,  MO.  iPhoeinx).  I..  Phihp  (-iiier,  MO. 

(PluK-nix),  Alan  I (»ordon.  MO,  iPhoemx).  Jaiiies  I.  (.rolx-,  MO, 

(Plioriiix).  James  M Mmles,  MO  (Phoenix).  Helen  Johns<»n,  MO, 
( I u<  son).  James  ( p I.a\sson.  MO.  {Ph«K  nix).  I jureiue  M I inkner , M O . 
(PIhkiux).  Joseph  Reno.  MO.  ( 1- laKsialf ).  Oonald  h SHiallei,  MO, 
(Phrxnix).  (»eoi>{e  A S|xiullo\e.  MO.  (PhtKinx).  Neil  O V\anl  MO, 
(Ph(M-nix) 

PI  BI  l(  Rtl,-\IIO\S  Charles  M I-mne\.  MO,  (haiiman.  (Phtx-nix);  VV 
Oavul  BrnAsher.  MO.  ilu(son).  James  R («illiv»n.  MO.  (Pluxnixi. 
William  (p  (ihaffir.  MO.  (PIhkiiix).  Ronald  1.  (ihiisi  .MO.  (Yuma). 
Julien  0e\  I les.  ( Ph< x nix),  I heodoir  (p  0<Mlenhoil . M O . ( Pin  wnix ).  Mer hn 
k OuVal,  MO.  (luison).  Iia  B Hiiluh.  MO.  (Phoenix),  tdvvard  B 
(prothaus,  M O . (Sierra  Visla).  (pennaio  (p  I Kosali,  M O . (Plnx-nix).  Mrs 
Nikki  Men/.  (Plnx-nix).  Morton  S I bonus.  MO.  (\Vn  keiiUrK).  Alan 
V uiiell,  MO.  1 Phot  nix ) 

PI  B!  iSHINCt  (.OMMI  T1  I-  ^ John  W Kennedv.  M O , (ihaitnun,  (PlnK  iuxi, 
Waller  V tdssaids.  M I)  . (PhcM  inx).  Warren  I (torman.  .M  0 , (Sioitsdale), 
(»erald  ka(>lan.  M O . iPh<K-nix).  (feor^'i  I.asinu  k,  M 0 . (Sun  (aiv).  William 
B M(  ( .raih.  M O . (PlnK-nix);  Sian  les  H Nordnio.  M O , ( Plnx  nix).  Mk  hael 
M Shreilx'i , M O . ( 1 uc  son).  Muiia>  S|>oinM/.  M O . { PIhk  iiix).  Oonald  J 
/ii'hm,  M O . (Ph(K*nix) 

S(  I F .\  I 1 1 U \SSF  M HI  V 1 .oms  S Ian  MO  ( haiinian.  ( Pin  k mx  i.  Mi  n ill 
M .-VlKshaus.  MO,  i Ha.i<siall  i.  Suresh  ( .\nand.  MO.  (PlnKiiix).  Mo\d 
k Beik,  MO.  (I  in  son,.  I homas  F Binkei.  .MO.  i}*lnK-nix).  W S<  on 
( .hisholm.  .M  0 . ( Pin  k nix ).  ( pcoi^e  O ( .omen  i.  M O . { 1 in  v>n  i;  Bov  dm  1, 
(.loinh.  MO.  (F^hiKinx);  Olio  (parnhaioria.  MO.  (1  in  son).  Jeiome 
(perendasv.  .M  0.  (Mesai.  Cuireine  .M  Haas.  ,M  O.  (iinsoii).  1 imolhv  R 
Hai  I in^ion.  M O , ( Pin  kiux  i.  ( hi  ton!  J Han  is.  Jr  . ( I in  son).  I homas  S 
Haiihv.  MO.  (PlnKiiix).  Wavni  M Hriin  , MO.  (linson);  I homas  S 
Heniv.  MO.  ( Haii'siall );  Siuaii  I Holi/nun.  MO.  (linsoii).  Finn  N 
H.iulana.  M 0..  (( plei  ul.de  i;  lames  M 1 1 in  lev  . M 0 . 1 Pin  kiux  ).  John  F k.ile. 
M 0 . ( FI. it's!. ill ).  Fut'ein  Ixihsohn.  M 0 . (PlnKiux).  Phili|>  la-vv.  .M  O . 
(PluK-nix).  Pi'iei  M.io.  M 0 . iIMukiux).  Wilh.mi  S N<-\in.  M O . ( 1 inson). 
Neopiio  Rohle>.  MO.  (linson).  M.iivin  (.  Sihiuider.  MO.  (PlnKiux). 
Rn  h.inl  A Silvei . M O . ( I in  son  i.  Ooti.dd  P SjK-ei . M 0 . ( I in  son ).  W illmi 
(..  Voss.  .M  0 . I I insoii).  Oon.dd  I /lelun.  \I  0 , (PlnK  iux). 
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COCiONINO:  C.  llerbeil  Iredell.  M l)..  I’les..  12(1  U,  l ure  Siieei. 
llagstall.  .VZ  HbOOl:  Mun\  Feldsiein.  .M  I)..  Sei\..  900  \.  San 
Franc  is<<>.  Flasstall.  ;\/.  80001. 

(.Il..\:  Walsorr  M.  Ijcv.  .Ml)..  I’tes..  I'  ().  Box.'iOO.  P.issoir.  .V.  B.'r.Vl  1 : 
David  B.  (dllKil,  MI).  Sees..  Box  10.80.  Pavson.  .\/.  H.a.a  1 1 . 

C;R/MI.\M:  l..niien(e  R .Mansur.  Ml)..  Piesideirl  It  Sec  y.  201 0 W lOlb 
Si.,  Sallord.  .\Z  8.0.810. 

(.RF  F Nl.F  F : Roberi  \'.  Horan,  .M  I).,  I’lesrdem.  .Morenc  i Ilospli.d. 
.Morerre  i,  A7.  8.8.810;  Jost'pb  .S.  Magill.  M.D..  Sees..  Morerrei 
Hospital.  .Morenci,  .\Z  8,8810. 

.M.IRICOIM:  Neil  ()  Ward.  .M  I)  . I’tesideni:  Ric  bard  Collins.  .M  I)  . 
Sec  letarv  (202.8  N (<  ri(ial  .\\e..  I’boenix.  ,\Z  88001.  Sc«  iel\  ollice 
addiess). 

.MOH.W’F.:  Robeii  Budei.  .M  l)  . 1‘res.,  Box  1928.  I..ik<  Havasu 
( Kv.  .V.8(iI0.8:  .Mai.i>o(  (...  Sobev.  .M  l)..  Seev..  I’.O.  Box  1 128,  lake 
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• Because  it  is  a highly  competitive  life  insurance  plan  providing  max- 
imum protection  for  minimum  dollar  outlay. 

• Because  it  is  renewable  or  convertible  in  total  or  in  part  to  whole  life 
insurance  on  each  anniversary  date. 

• Because  if  you  should  become  totally  disabled  and  have  the  waiver  of 
premium  option,  the  policy  automatically  converts  to  a cash  value  — 
building  whole  life  plan  and  you  pay  no  premiums  as  long  as  you  are  so 
disabled. 

• Because  HBA  Life  is  a long-established  local  company  working  closely 
with  the  medical  profession.  You  are  assured  of  fast,  fair  treatment  of 
your  life  and  health  insurance  needs. 

The  chart  will  show  representative  premiums  for  males  of  our  Annual 
Renewable  and  Convertible  Term  at  some  various  ages. 

Comparison  with  other  companies  is  invited. 


Sample  Rates  for  a 

$100,000.00  Poliey 

Age 

Annual  Premium 

Age 

Annual  Premium 

30 

$227.00 

45 

$ 540.00 

35 

264.00 

50 

828.00 

40 

363.00 

55 

1,282.00 

If  you  would  like  more  information,  we  will  be  glad  to  send  it  to  you. 
Please  phone  us  at  the  number  below. 


1337  N.  FIRST  ST.  (P.O.  BOX  1272),  PHOENIX.  AZ  85001  (602)  258-4-885 


COLLECTIONS 
ARE  A PAIN 
IN  THE  ASSETS. 


This  in  mind,  United  Acceptance  Corporation  was 
started  in  1973  with  one  goal  . . . build  the  best 
collection  and  billing  service  possible. 

Since  then  we’ve  grown  to  be  one  of  the  largest 
and  most  successful  services  around. 

Our  key  to  success,  naturally,  our  creative  ap- 
proach to  collections. 

UAC  clients  consist  of  large  and  small  businesses. 
So,  if  you’re  having  the  kind  of  pain  that  goes  along 
with  most  businesses,  give  us  a call.  Ask  for  Norm 
Hagan  — 

(602)  968-7967 


I 

I 


UNITED  ACCEPTANCE  CORPORATION 

1228  N.  Scottsdale  Rd.  / Tempe,  Az.  85281 


"A  licensed  and  bonded  collection  agency” 


ARMA  86TH  ANNUAL  MEETING 


^You  are  cordially  invited  to  attend  the 
1977  annual  meeting  of  the  Arizona 
'Medical  Association  • April  26-30,  1977 
'at  the  Hyatt  Regency  Phoenix  • Pre- 
Registration  is  urged  and  most  desirable. 


On  Thursday  and  Friday  April  28  & 29,  there  will 
be  fifty-eight  different  scientific  presentations 
from  which  to  choose.  There  will  be  many 
scientific  exhibits  also.  The  scientific  program  is 
approved  to  14  1/2  required  hours  toward  the 
Arizona  Medical  Association’s  Certificate  in 
Continuing  Medical  Education. 


Get  your  start  in  medicine 
as  a Navy  Doctor. 


The  day  you  complete  your  internship,  you’ll 
find  an  important  job  waiting  for  you  in  the  Navy. 

Join  your  contemporaries . . .work  in  primary 
health  care ...  in  30  specialties  and  subspecial- 
ties. There  is  continuing  medical  education... 
there  are  graduate  medical  education  opportuni- 
ties . . . there  are  opportunities  for  clinical  re- 
search. 

And  there’s  more. 

You'll  receive  a guaranteed  income  right 
from  the  start . . . earn  30  paid  vacation  days  an- 
nually. And  medical  care  will  be  provided  for  you 
and  your  family. 

So  if  you  meet  all  qualifications,  consider 
the  Navy.  You’ll  find  it’s  the  place  to  practice 
medicine,  if  you've  got  what  it  takes  to  be  some- 
one special. 

For  complete  details,  see  your  local  Navy 
recruiter. 


LCDR  JOHN  FEARS 
Navy  Recruiting  Class  “A”  Station 
317  N.  Central  Ave. 
Phoenix,  AZ  85004 
(602)  216-3158  coilect 
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Quality  protection 

Association  approved  & recommended 

I 

j 

i 

1 . These  6 plans  were  especially  created  for  the  medical  profession 
under  the  auspices  of  The  Arizona  Medical  Association  as  a unique 
membership  service.  Approved  by  the  Medical  Economics 
Committee. 

2.  In  addition  to  excellence  of  coverage  there  is  supervision  and 
control  by  your  Association. 

3.  In  many  instances. . .a  substantial  saving  in 
required  premiums. 

4.  Inquiries  may  be  directed  to  the  Association 
office  or  to  the  licensed  resident  agents. 

Lasher-Cowie  Insurance  Agency  Ronald  Deitrich 
1807  N.  Central  Ave.  7840  E.  Broadway  #219 

Phoenix,  AZ  85004  p O.  Box  18197 

Tucson,  Az.  85731 


I 


With  our  Accounts  Management  System, 
you  record  daily  charges  and  payments  by  calling 
our  computer  on  a touch-tone  office  phone.  The 
System’s  talking  computer  does  the  rest. 

Our  computer  actually  instructs  you  verbally, 
step-by-step,  to  record  charge  and  payment  trans- 
actions. When  you’re  finished  recording  daily 
activity,  it  reads  back  your  total  balance.  Double- 
checking. Instant  verification. 

Then,  on  your  monthly  cut-off  date,  the  com- 
puter tackles  all  your  receivables  paperwork. 


It  automatically  prints,  stuffs  and  mails  your 
customer  statements.  And  we  promptly  send  you 
the  duplicates,  an  age-analysis  recap  and  a monthly 
activity  report. 

For  any  office  averaging  more  than  150  state- 
ments a month,  the  Valley  Bank  Accounts  Manage- 
ment System  is  a much  simpler,  more  sensible  way 
to  do  the  billing. 

We  can  tell  you  all  about  it  in  just  a few 
minutes.  Call  today.  In  Phoenix,  the  number  is 
261-1666.  In  Tucson,  792-7370. 


We  go  out  of  our  way  for  you. 


Valley  Nation^ll  Bank 

Member  FDIC 


We’U 

make  yovac  billing 
liush-butlon  simpfe. 


George  G. 
Saravia,  MD 


i 


Floyd  L. 

Templeton,  MD 


r~i 


Gould,  |r  , MD  || 


THese 
SHincLes 
maKe 


lerome  F 
S/ymanski,  MD 


Harris  D 
Murley,  MD 


T 


A 

GPEar 

BUILDinC 


Camelback  Professional  Building 
5051  N.  34th  STREET 
PHOENIX,  ARIZONA  85018 
(602)  955-6200 

general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 
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MODERN  COMMUNICATIONS 

FOR  DOCTORS  ON  THE  GO... 


BEEPERS 

Whether  you  are  at  the  Hospital,  home, 
driving  your  car  or  a golf  ball  — our  Beepers 
will  signal  you  anywhere  in  the  valley. 
Choose  from  4 different  types  of  Beepers. 
We  offer  a signal  W/ Memory,  W/ Voice  — 
Vibrating  and  Dual  Signal  (Two  signals  with 
different  sounds).  You’ll  never  miss  an  im- 
portant call! 


CAR 


TELEPHONES 


ANSWERING 

SERVICE 


How  much  time  would  be  saved  if  you  could 
make  calls  from  the  privacy  of  your  car? 
There  is  no  need  to  stop,  park,  find  a pay 
phone  and  wait  to  use  it.  Our  automatic 
"Direct  Dial”  telephone  is  always  on  the 
alert,  because  we  will  take  messages  for 
you  when  you  are  out  of  your  vehicle.  It’s 
a valuable  business  tool  that  allows  you  to 
phone  or  be  phoned  anywhere  in  the  valley. 


If  your  office  phone  is  occasionally  un- 
attended ...  you  could  use  our  28  year  old 
Answering  Service  advantageously.  VVe  main- 
tain a staff  of  courteous,  efficient  operators; 
who  specialize  in  answering  professional 
business  phones.  We  take  your  messages 
and  generally  act  as  your  personal  telephone 
secretary,  while  you  are  away  from  your 
office.  Many  doctors  are  using  our  service 
now! 


For  more  Information  — Call . . . 

257-1577 

GENERAL  COMMUNICATIONS  SERVICE,  INC. 

"OUR  BUSINESS  KEEPS  YOU  IN  TOUCH  WITH  YOURS" 


Computed  neurological  Scanning  Senter 


Baptist  Medical  Center  Outpatient  Facility 
6036  North  19th  Avenue,  Suite  207 
Phoenix.  Arizona  85015  (602)  242-5859 


Alan  Yudell  M D Ralph  B Lilly  M D Barry  A Hendin  MD 
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)IU4icat  Centet  amt  ClMcat  i.ahfatPfii 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


a STrucTureo  procraivi 

For  THE  PaXIENT 


Every  detail  for  the 

patient's  well-being 

is  carefully  planned 

X 

and  evaluated  in 

conjunction  with 

o 

his  personal  physician 

camelback  hospital 

5055  north  thirty-fourth  street 

phoenix,  arizona  85018 


• O 


A NON-PROFIT  COMMUNITY  PSYCHIATRIC  HOSPITAL 
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you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAOUE  SHOP 


Wood  plaques — Ready  to  hong 
No  gloss  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  ore  manufactured  locally. 


7331  EAST  FIRST  AVENUE* 
SCOTTSDALE.  ARIZONA  ISZSt  • 
(603)  94S  R33I 


MEDICAL  ' 
BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 

MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882- 6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Diractori:  Blanch*  C.  Lightowlar,  B.A. 

Matthaw  W.  Lightowlar 

P.O.B.  44,  Cortaro,  Ariz. 


Emergency — our  business 

Air  Evac  — serving  all  Arizonans  — 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 


(602)  254-7150 


A/PFVAC 


Samaritan  Health  Service 

Phoenix,  Arizona 


ARIZONA  MEDICINE 


293 


Pharmacy  Directory 


FREE  RADIO  EQUIPPED  DELIVERY 


K^n  *^^cottsclale  call 
Lute's  Scottsdale  Pharmacy 


FOR  PRESCRIPTIONS 

3904  N,  Scottsdale  Rd.  945-8420  - 945-8429 
Next  to  the  1st  National  Bank 
Open  'til  8 p.m.  daily  — 6 p.m.  Saturdays  and  Sundays 


Since 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 
THE  jtSSaS  STOIE 


2303  N.  7lli  ST. 

DON  BRISCOE  - PHARMACIST 


A new  hexagon  medical  office  under  construc- 
tion with  spacious,  unusual  design,  wood  in- 
teriors, high  pitch  ceilings  with  large  attractive 
supporting  beams  in  all  rooms.  4151  North 
32nd  Street,  between  Camelback  & Indian 
School  Road,  Phoenix,  Az.  Phone:  602  957-3520. 


Medical 

Transcription 


MULLEN  MEDICAL  SERVICE,  INC. 

4446  North  36th  Street 
Phoenix,  Arizona  85018 

Telephone  (602)  955-0763 


1 

i 


Classified 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  327-7471 


At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


LABORATORY 
EQUIPMENT  REPAIRS 
264-1109 

1832  E.  Hazelwood 
Ron  Vander  Ark  Phoenix,  Arizona  8501 6 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


1 


i 


i 

i 


EUROPEAN  FINE  ARTS 

Registered  19th  and  20th  Century  European  paintin 
of  international  value  for  collectors  and  investors. 

Quality  art  is  the  investment  that  can  be  display 
and  enjoyed  as  it  appreciates  in  value  while  held  i 
the  owner,  not  filed  away  in  a safety  deposit  box. 

7152  Stetson  Drive  Tues.-Sat.  10a.m.-4p. 

Scottsdale,  AZ  85251  (602)945-01 

— _i 
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NEW  CONCEPT  MEDICAL  SUITES 

[ew  Medical  Suites  currently  available  in  con- 
:mporary,  centrally  located  professional  building, 
ach  suite  is  architecturally  designed  and  con- 
ducted according  to  individual  requirements  at  no 
xpense  to  prospective  tenant.  Utilities,  6 day 
mitorial  service,  elevator  & covered  parking  all 
icluded.  For  further  information,  contact  Dan 
(/ilbur  at  S.  J.  Dru  Development  Company,  240  W. 
)sborn  Rd.,  Ste,  207,  Phoenix.  (602)  264-9701. 


FOR  RENT  OR  LEASE 

wo  Suites  at  744  and  750  N.  Country  Club  Road  in 
ucson  for  rent  or  lease  on  very  reasonable  terms, 
iround  floor  with  ample  parking.  (602)  795-5661. 


FOR  LEASE 

Tucson  Medical  Park,  Block  I,  approximately 
'00  square  foot  medical  suite  directly  across 
reet  from  maternity  entrance  of  Tucson  Medical 
enter.  Four  exam  rooms  with  sinks  and  cabinets, 
VO  doctors  offices,  two  baths,  (one  with  shower), 
nple  business  office  space  and  nurses  station, 
rge  waiting  room,  abundant  storage  and  parking, 
'ill  remodel  to  suit  tenant.  Competitive  rates, 
imediate  occupancy.  Call  795-9282. 


SUB-LET  OFFICE 

122  N.  Craycroft  Road,  Tucson,  1/2  block  from 
ucson  Medical  Center,  800  Square  Feet;  2+  years 
jmaining  on  lease;  Reasonable  rent.  Call  886- 
291. 


DOCTOR’S  OFFICE  BUILDING  FOR  LEASE 

,165  sq.  ft.;  excellent  location  and  parking  on 
orth  Central.  Ideal  location  for  family  physician, 
erms  neg.  — 718  E.  Bethany  Home  Road.  Call  944- 
337. 


IMMEDIATE  NEED 

:’or  Primary  Care  Physicians,  Internists,  Nurses, 
Pediatricians  and  Psychiatrists  in  the  Air  Force, 
■or  more  information,  call  local  or  collect  to: 
602)  261-4971.  Air  Force  ....  a great  way  of  life 


POSITION  AVAILABLE 

Primary  Care  Group  runs  feestanding  ER  with 
$155,584  yearly  salaries.  900  monthly  visits  now.  As 
volume  grows,  salaries  grow.  Total  practice  volume 
$600,000  yearly.  Seeking  four  board  certified  ER  or 
family  practice  doctors  for  July  1st  to  buy  into 
practice  and  run  ER  and  share  other  practice 
responsibilities.  A unique  opportunity  in  rapidly 
growing,  warm  Northwest  Phoenix,  Arizona.  Reply 
Bob  Williams,  Mgr.  Multicare  Physicians,  LTD, 
2525  W.  Greenway  Rd.,  Phoenix,  AZ  85013.  Phone 
(602)  993-1200. 


FOR  LEASE 

General  Practitioners  office  building  in  Tucson. 
1100  Sq.  Ft.,  3 examining  rooms  with  sinks  and 
cabinets,  1 Doctors  Office,  2 lavs.,  large  waiting 
room  and  nurses  office.  Refrigerated  and  Xray  wired 
and  developing  room  with  equipment.  Close  to 
Tucson,  Medical  Center  with  ample  parking.  Call 
326-3957. 


BEAUTIFUL  3.5  ACRE  ESTATE 

In  the  heart  of  Phoenix.  Zoned  R-3  with  non- 
conforming  use  which  can  be  converted  to  other 
commercial  usage  including  doctors’  offices,  clinic, 
nursing  home.  Ranch-style  house,  sunken  living 
room,  indoor  heated  swimming  pool,  fireplace, 
terrazzo  and  flagstone  floors,  shake  roof.  50  fruit 
trees  and  date  palms,  greenhouse,  irrigation  for 
leisure  watering.  5 refrigerated  apartments.  For 
information  contact  Mr.  Presmyk  at  934-2171. 


WANTED  — SUMMER  ’77 

Family  practitioner,  young  responsive,  qualified,  to 
work  with  me  not  for  me  6 months  (?)  then  take 
over  solid,  solo,  family  practice  free,  major  Arizona 
city.  Excellent  coverage  fortime  off.  For  information 
write  Box  45,  c/o  Arizona  Medicine,  810  W.  Bethany 
Home  Road,  Phoenix,  Az  85013. 


POSITION  AVAILABLE 

Anesthesiologist  needed  by  Arizona’s  largest  HMO. 
Good  salary  (negotiable)  and  benefit  package. 
Reply  to  Box  32  c/o  Arizona  Medicine,  810  W. 
Bethany  Home  Road,  Phoenix,  Az  85013.  An 
equal  opportunity  employer  M/F. 
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Future 

Medical  Meetings 


j 


CONTINUING  MEDICAL  EDUCATION 

THE  FOLLOWING  INSTITUTIONS  AND  ORGANIZATIONS 
HAVE  RECEIVED  ACCREDITATION  FOR  CONTINUING 
MEDICAL  EDUCATION 


DERMATOLOGY  CLINICAL 
CONFERENCE 

Feb.  28,  1977,  Marshall  Auditorium,  Tuc- 
son Medical  Center,  Tucson,  AZ.  Sponsor: 
U of  A College  of  Medicine  & Dept,  of  IM, 
Dermatology  Sect.  Contact:  Peter  Lynch, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85724. 


ARIZONA  STATE  HOSPITAL.  PHOENIX 

DESERT  SAMARITAN  HOSPITAL,  MESA 

GOOD  SAMARITAN  HOSPITAL,  PHOENIX 

HEALTH  MAINTENANCE  ASSOCIATES 

PHOENIX  INDIAN  MEDICAL  CENTER 

MARICOPA  COUNTY  GENERAL  HOSPITAL.  PHOENIX 

MEMORIAL  HOSPITAL.  PHOENIX 

ST  LUKE  S HOSPITAL  AND  MEDICAL  CENTER,  PHOENIX 
ST  JOSEPH  S HOSPITAL  AND  MEDICAL  CENTER 
PHOENIX 

TUCSON  HOSPITALS  MEDICAL  EDUCATION  PROGRAM 
TUCSON 

U OFA  HEALTH  SCIENCES  CENTER 
VETERANS  ADMINISTRATION  CENTER  PRESCOTT 
VETERANS  ADMINISTRATION  HOSPITAL  PHOENIX 

CONTINUING  MEDICAL  EDUCATION  ACTIVITIES 
SPONSORED  BY  THESE  INSTITUTIONS  RECEIVE  CATEGORY 
1 CREDIT  FOR  THE  ArMA  CERTIFICATE  IN  CONTINUING 
MEDICAL  EDUCATION  AND  THE  AMA  PHYSICIANS 
RECOGNITION  AWARD 


CLINICAL  IMMUNOLOGY, 

ALLERGY  AND  RHEUMATOLOGY 
ROUNDS 

Every  Friday  Noon-1  p.m.  Sponsor:  U of  A 
College  of  Medicine,  Dept,  of  Internal 
Medicine,  Clinical  Immunology  Section. 
Contact:  John  Boyer,  M.D.,  U of  A College 
of  Medicine,  Tucson,  AZ  85721 . Approved 
for  1 required  hour  per  session  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


MEDICAL  GRAND  ROUNDS 
Every  Wednesday,  Noon-1  p.m.  1st,  3rd, 
5th  Wednesday  — Staff  Conf.  Rm.,  \ 
Hospital.  2nd  & 4th  Wednesday  — R 
5403,  Arizona  Medical  Center.  Sponsor:' 
of  A College  of  Medicine,  Dept,  of  Intern 
Medicine.  Contact:  Jay  Smith,  M.D.,  U of 
College  of  Medicine,  Tucson,  AZ  8572' 
Approved  for  1 required  hour  per  sessii' 
toward  the  ArMA  Certificate  in  Continuiii 
Medical  Education. 


PSYCHIATRIC  GRAND  ROUNDS 
Every  Wed.,  Sept,  to  May,  4-5:30  p.m.  R 
8403,  Arizona  Medical  Center,  Tucson,  / 
Sponsor:  U of  A College  of  Medicine  De 
of  Psychiatry.  Contact:  Alan  Levens(| 
M.D.,  U of  A College  of  Medicine,  Tucsc 
AZ  85721 . Approved  for  1 1 /2  requir 
hour  per  session  toward  the  ArMA  Cert' 
cate  in  Continuing  Medical  Education.  | 


CURRENT  CONCEPTS:  ASTHMA  1977 

May  7,  1977,  Westwood  Look  Hotel, 
Tucson,  AZ,,  Sponsor:  Arizona  Thoracic 
Society.  Contact:  Robert  W.  Shook,  M.A., 
1239  E.  McDowell  Road,  Phoenix,  AZ 
85006.  Approved  for  2 required  hours 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


MEDICAL  AND  PSYCHOLOGICAL 
MANAGEMENT  OF  LYMPHOMAS  AND 
ACUTE  LEUKEMIA 

May  14,  1977,  Auditorium,  U of  A 

Hospital,  1501  N.  Campbell,  Tucson,  AZ. 
Sponsor:  Leukemia  Society  of  America, 
Inc.  Contact:  Mary  Lou  Passmore,  3318  N. 
2nd  St.,  Phoenix  AZ  8501 2.  Approved  for  5 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


MONTHLY  OR  WEEKLY 


OFFICE  PSYCHIATRY  FOR  THE 
PRIMARY  PROVIDER 
2nd  Monday  of  month,  481 1 N.  7th  Street, 
Phoenix  AZ.  Sponsor:  Arizona  Health  Plan. 
Contact:  T.  R.  Bittker,  M.D.,  Box  5000, 
Phoenix,  AZ  85010.  Approved  for  required 
hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


FILM  READING  SESSIONS  & 
SCIENTIFIC  MEETINGS 

Monthly.  Sponsor:  Phoenix  Radiology  Soc- 
iety. Contact:  Mrs.  Mary  Wood,  810  W. 
Bethany  Home  Rd.,  Phoenix,  AZ  85013. 
Approved  for  2 required  hours  per  session 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


ENDOCRINOLOGY  SEMINAR 

Every  Thursday,  Noon-1  p.m.,  1st,  3rd  & 
5th  Thursday  — Rm,  N318,  VA  Hospital, 
2nd  & 4th  Thursday,  Rm.  6505,  Tucson 
Medical  Center.  Sponsor:  U of  A College  of 
Medicine,  Department  of  Internal  Medi- 
cine, Tucson,  AZ  85721.  Approved  for  1 
required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


HEMATOLOGY-ONCOLOGY 
CLINICAL  CONFERENCE 
Every  Tuesday,  Noon-1  p.m.  1 st.  3rd  & 5th 
Tuesdays  — Rm.  6505,  AZ  Medical  Cen- 
ter. 2nd  & 4th  Tuesdays  — Rm.  N318, 
Veterans  Adm.  Hospital.  Sponsor:  U of  A 
College  of  Medicine,  Dept,  of  Internal 
Medicine.  Contact:  Sidney  Salmon,  M.D.,  U 
of  A College  of  Medicine,  Tucson,  AZ 
85721 . Approved  for  1 required  hour  per 
session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


GRAND  WARD  ROUNDS  — TRAUMA 

Every  Tuesday,  8 a.m,  Arizona  Medical 
Center,  Tucson,  AZ,  Sponsor:  U of  A 
College  of  Medicine,  Surgery  Dept.,  Trau- 
ma Section.  Contact:  Martin  Silverstein, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85721.  Approved  for  1 required  hour 
per  session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


PROBLEM  CASE  WORKSHOPS 

3rd  Monday  of  each  month  7:30  a.m.  Room 
441 0,  Arizona  Medical  Center,  T ucson,  AZ. 
Sponsor:  Division  of  Ophthalmology,  U of  A 
College  of  Medicine.  Contact:  H.  E,  Cross, 
M.D.,  Ph.D.,  Arizona  Medical  Center,  Dept, 
of  Surgery,  Tucson,  AZ.  Approved  for  2 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


TRAUMA  CONFERENCE 

Eveiy  Monday,  4 p.m.  Rm.  4410,  Arizo 
Medical  Center,  Tucson,  AZ.  Sponsor:  U 
A College  of  Medicine,  Dept,  of  Surge 
Trauma  Section.  Contact:  Martin  Silv< 
stein,  M.D.,  U of  A College  of  Medicir 
Tucson,  AZ  85721.  Approved  for  1 i 
quired  hour  per  session  toward  the  Arf' 
Certificate  in  Continuing  Medici 
Education. 


STAFF  EDUCATION  CONFERENCE) 

Wednesdays,  Weekly,  1 p.m.  Arizona  SU 
Hospital,  Phoenix,  AZ.  Sponsor:  Arizo 
State  Hospital.  Contact:  Howard  E.  Wuls 
M.D.,  Arizona  State  Hospital,  2500  E.  V 
Buren,  Phoenix,  AZ  85008.  Approved  fo 
required  hour  per  session  toward  the  Ar^ 
Certificate  in  Continuing  Medic 
Education. 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 
Hospital  Auditorium,  Baptist  Hospi 
Phoenix.  Sponsor:  Baptist  Hospital  Phc 
nix.  contact:  James  B.  Shields,  M.D.,  6C 
N.  1 9th  Ave.,  Phoenix,  AZ  8501 5.  Approv 
for  1 1 /2  required  hours  per  month  towr 
the  ArMA  Certificate  in  Continuing  Medi' 
Education. 

I 

PATIENT  STAFFING  CONFERENCI 

Three  times  weekly.  Camelback  Hospi* 
Phoenix,  AZ.  Sponsor:  Camelback  HospiH 
Contact:  Stuart  M.  Gould,  Jr.,  M.D.,  Medini 
Director,  Camelback  Hospital,  5055  U- 
34th  St.,  Phoenix,  AZ  85018.  Approved  iT 
1 elective  hour  per  conference  toward 
ArMA  Certificate  in  Continuing  Medi:ijj 
Education.  j 
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MELBACK  HOSPITAL  CLINICAL 
'NFERENCE 

Tuesday  monthly.  Camelback  Hospital, 
)enix,  AZ.  Sponsor:  Camelback  Hos- 
|il.  Contact:  Stuart  M.  Gould,  Jr.,  M.D., 
|dical  Director,  Camelback  Hospital, 
|i5  N.  34th  St.,  Phoenix,  AZ  85018. 
proved  for  1 elective  hour  per  session 
|ard  the  ArMA  Certificate  in  Continuing 
jdical  Education. 


UNTER  TRANSFERENCE  GROUP 
ekiy,  Thurs.  8-1 0 p.m.  Sponsor:  Phoenix 
[chiatric  Council.  Contact:  James  E. 
mpbell,  M.D.,  5051  N.  34th  St.,  Phoenix, 
85018.  Approved  for  2 required  hours 
ard  the  ArMA  Certificate  in  Continuing 
bical  Education. 


3ERT  SAMARITAN  HOSPITAL 

jnesday  Evenings  7 p.m.  Sponsor: 
;ert  Samaritan  Hospital.  Contact:  L.  A. 
;ati,  M.D.,  Laboratory,  Desert  Samaritan 
ipital.  Mesa,  AZ  85202.  Approved  for 
jired  hours  toward  the  ArMA  Certificate 
Continuing  Medical  Education. 


Lmonary  disease  grand 

UNDS 

idays  — 12  Noon.  D-5  North  Confer- 
e Rm.,  Good  Samaritan  Hospital,  Phoe- 
I AZ.  Sponsor:  Pulmonary  Disease 
iching  Service,  Good  Samaritan  Hos- 
|l.  Contact:  Bernard  E.  Levine,  M.D., 
[nonary  Function  Laboratory,  Good 
haritan  Hospital,  1033  E.  McDowell 
Ipital,  Phoenix,  AZ  85006.  Approved  for 
bquired  hour  per  session  toward  the 
lA  Certificate  in  Continuing  Medical 
cation. 


LINICAL  CANCER  CONFERENCE 
i Wednesday  every  month,  Butler  Bldg, 
iference  Room,  Good  Samaritan  Hos- 
il,  Phoenix,  AZ.  Sponsor:  Good  Samari- 
Hospital.  Contact:  John  A.  Bruner,  M.D., 
i E.  McDowell  Road,  Phoenix,  AZ 
106.  Approved  for  1 required  hour  per 
Ision  toward  the  ArMA  Certificate  in 
Stinuing  Medical  Education. 


[MONTHLY  MEDICAL  EDUCATION 
MINAR 

ery  other  Wed.  AM  Begin  7/3/74. 

Eyvale  Samaritan  Hospital,  Phoenix,  AZ. 
nsor:  Medical  Staff  Maryvale  Hospital 
itact:  Thomas  J.  Groves,  M.D.,  6037  W. 
1 St.,  Phoenix,  AZ  85033.  Approved  for  1 
uired  hour  per  session  toward  the  ArMA 
rtificate  in  Continuing  Medical 
ijcation. 


TUMOR  BOARD  CONFERENCE 
Every  Friday  at  Noon,  Kiva  Conference 
Room,  Phoenix  Memorial  Hospital.  Spon- 
sor: Phoenix  Memorial  Hospital.  Contact: 
Howard  Kimball,  M.D.,  333  West  Thomas 
Road,  Phoenix,  AZ  85013.  Approved  for 
credit  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


MONTHLY  MEDICAL  EDUCATION 
SEMINAR 

Third  Monday  of  the  Month,  6:30  p.m., 
Kiva  Conference  Room,  Phoenix  Memorial 
Hospital.  Sponsor:  Medical  Staff  of  Memor- 
ial Hospital.  Contact:  George  Scharf,  M.D., 
1201  South  7th  Avenue,  Phoenix,  AZ 
85007.  Approved  for  1 required  hour  per 
session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


MONTHLY  MEETING  OF  TUCSON 
RADIOLOGISTS 

Last  Tues.  of  Month,  Plaza  International, 
Tucson,  AZ.  Sponsor:  U of  A Medical 
Center,  Dept,  of  Radiology.  Contact:  Irwin 
M.  Freundlich,  M.D.,  Arizona  Medical  Cen- 
ter, Dept,  of  Radiology,  Tucson,  AZ  85724. 
Approved  for  2 required  hours  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


FAMILY  PRACTICE  CONFERENCE 
1st  Monday,  Monthly,  12:45  p.m.,  Scotts- 
dale Memorial  Hospital,  Scottsdale,  AZ. 
Sponsor:  Medical  Staff.  Contact:  R.  C. 
Good,  M.D.,  Dir.  of  Medical  Education, 
7300  E.  4th  St.,  Scottsdale,  AZ.  Approved 
for  1 elective  hour  per  conference  toward 
the  ArMA  Certificate  in  Continuing  Medical 
Education. 


MORBIDITY  & MORTALITY 
CONFERENCE 

2nd  Monday,  Monthly,  12:45  p.m.,  Scotts- 
dale Memorial  Hospital,  Scottsdale,  AZ. 
Sponsor:  Medical  Staff.  Contact:  R.  C. 
Good,  M.D.,  Dir.  Medical  Education,  7300  E 
4th  St.,  Scottsdale,  AZ.  Approved  for  1 
elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


CLINICAL  PATHOLOGICAL 
CONFERENCE 

4th  Monday,  Monthly,  12:45  p.m.,  Scotts- 
dale Memorial  Hospital,  Scottsdale,  AZ. 
Sponsor:  Medical  Staff.  Contact:  R.  C. 
Good,  M.D.,  Director  of  Medical  Education, 
7300  E.  4th  St.,  Scottsdale,  AZ.  Approved 
for  1 elective  hour  per  conference  toward 
the  ArMA  Certificate  in  Continuing  Medical 
Education. 


MEDICAL  GRAND  ROUNDS 
3rd  Monday,  Monthly,  12:45  p.m.,  Scotts- 
dale Memiorial  Hospital,  Scottsdale,  AZ. 
Sponsor:  Medical  Staff.  Contact:  R.  C. 
Good,  M.D.,  Uir.  of  Medical  toucation, 
7300  E.  4th  St.,  Scottsdale,  AZ  ed 

for  1 elective  hour  per  conference  toward 
the  ArM.  Certificate  in  Continuing  Medical 
Education. 


CARDIOLOGY  CONFERENCE 
Weekly— Friday  8-9  a m.,  St.  Mary’s  Hos- 
pital Auditorium,  Tucson,  AZ.  Sponsor:  St. 
Mary’s  Hospital.  Contact:  A.  L.  Forte,  M.D., 
St.  Mary’s  Hospital,  Tucson,  AZ  85724. 
Approved  for  one  required  hour  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


GRAND  ROUNDS 

Each  Thursday  7 a.m.-8  a.m.,  St.  Mary’s 
Hospital  and  Health  Center,  Sponsor: 
Depts.  of  Medicine,  Surgery,  Radiology, 
Pathology  and  Family  Practice.  Contact: 
Richard  Silver,  M.D.,  Chairman,  Medical 
Education  and  Library  Committee,  Century 
Medical  Plaza,  Suite  160,  1701  West  St. 
Mary’s  Road,  Tucson,  AZ  85703.  Approved 
for  1 required  hour  per  round  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


Gl  CONFERENCE 

(Special  Program  with  U of  A Consultants) 
4th  Friday  - 1 p.m.  - T-5.  Sponsor:  VA 
Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital  7th  & Indian 
School  Rd.,  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


G.I.-RADIOLOGY  CLINICAL 
CORRELATION  CONFERENCE 
1st  and  3rd  Monday,  1 p.m.  -C435. 
Sponsor:  VA  Hospital,  Phoenix,  AZ.  Con- 
tact: Jasper  L.  McPhail,  M.D.,  Veterans 
Administration  Hospital.  7th  & Indian 
School  Rd.,  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


GASTROENTEROLOGY 

CONFERENCE 

1st  and  3rd  Tuesday,  1 p.m.  - T-5. 
Sponsor:  VA  Hospital  Phoenix,  Contact: 
Jasper  L.  McPhail,  M.D.  VA  Hospital,  7th 
& Indian  School  Rd.,  Phoenix,  AZ.  Ap- 
proved for  required  hours  toward  the  ArMA 
Certificate  in  Continuing  Medical  Edu- 
cation. 
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CARDIOLOGY  CONFERENCE 

2nd  Thursday  - 1 p.m.  - T-5.  Sponsor: 
VA  Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital,  7th  and  Indian 
School  Rd.,  Phoenix,  AZ,  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 

CLINICOPATHOLOGY  CONFERENCE 
4th  Thursday  of  3rd  Mo.  (Mar.,  Jun., 
Sept.  & Dec.),  1 p.m.  - T-5.  Sponsor:  VA 
Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital,  7th  and  Indian 
School  Rd.,  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Education. 

MEDICAL-SURGICAL  CHEST 
CONFERENCE 

1st  and  3rd  Thursday  - 1 p.m.  - T-5. 
Sponsor:  VA  Hospital  Phoenix.  Contact: 
Jasper  L.  McPhail,  M.D.,  VA  Hospital,  7th 
and  Indian  School  Rd.,  Phoenix,  AZ. 
Approved  for  required  hours  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


THE  I’'BRAIRY 

CANCER  SYMPOSIUM  (formerly 
Tumor  Board) 

Each  Wednesday  - 1 p.m.  - T-5.  Sponsor: 
VA  Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital,  7th  and  Indian 
School  Rd.,  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 

SURGERY-PATHOLOGY 

CONFERENCE 

Each  Thursday  - 7 a.m.  - 2128.  Sponsor: 
VA  Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital,  7th  and  Indian 
School  Rd.,  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 

DERMATOLOGY  CONFERENCE 

1st,  2nd  & 3rd  Wednesday,  Sponsor: 
VA  Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital,  7th  and  Indian 
School  Rd.,  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


medical  SERVICE  GRAND  ROUNDS 

Each  Friday  - 11  a.m.  - T-5.  Sponsor:  Vi 
Hospital  Phoenix.  Contact:  Jasper 
McPhail,  M.D.,  VA  Hospital  7th  & India 
School  Rd.,  Phoenix,  AZ.  Approved  fi 
required  hours  toward  the  ArMA  Certifical 
in  Continuing  Medical  Education. 

HEPATOLOGY  CONFERENCE  . 
2nd  and  4th  Tuesday  - 1 p.m.  - 212: 
Sponsor:  VA  Hospital  Phoenix.  Contacj 
Jasper  L.  McPhail,  M.D.,  VA  Hospital,  7th  i: 
Indian  School  Rd.,  Phoenix,  AZ.  Approve'! 
for  required  hours  toward  the  ArMA  Certifi, 
cate  in  Continuing  Medical  Education.  ' 

I 

UROLOGY-PATHOLOGY 

CONFERENCE 

Each  Wednesday  - 7 a.m.  - 2128.  Sponso' 
VA  Hospital  Phoenix.  Contact:  Jasper  l| 
McPhail,  M.D.,  VA  Hospital,  7th  and  India 
School  Rd.,  Phoenix,  AZ.  Approved  f(| 
required  hours  toward  the  ArMA  Certificat 
in  Continuing  Medical  Education. 
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ANXIETY-SPECIFIC 

• a predictable  pattern  of  patient  response 

• seldom  associated  with  serious  side  effects,  in  proper  dosage 

• rarely  interferes  with  mental  acuity 

• used  concomitantly  with  many  primary  medications 

• three  dosage  strengths  meet  most  patient  needs 


UBRHJHre 


chlordiazepoxide  HCI/ Roche 

5mg,10mg,  25mg  capsules 


Lihritabs®  (chlordiazepx^xide)  available 
in  5 mg,  10  mg  and  25  mg  tablets. 


tropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Ob- 
serve usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimu- 
lation and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants:  causal  relation- 


Before prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported. 


Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possi- 
bility of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do 
become  pregnant. 


Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  toler- 
ated. Not  recommended  in  children  under 
six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 


ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.:  severe  states, 

20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  1 0 mg  and  25  mg— bottles  of  1 00 
and  500.  With  respect  to  clinical  activity, 
capsules  and  tablets  are  indistinguishable. 

/ Roche  LaDoratOfies 

\ ROCHE  ✓ Division  of  Hoffmann-La  Roche  Inc 
X X Nutley  New  Jersey  07110 


Please  .see  following  page. 


I 


Since  its  discovery  in  the  research  laboratories  at  Roche,  Librium 
has  been  the  object  of  ongoing  pharmacologic  and  clinical  investigation. 

The  published  record  on  Librium  is  enormous.  So  large,  in  fact,  we 
put  it  into  a computer  literature  retrieval  system  to  make  it  more  accessible 
in  answering  your  inquiries.* 

It’s  a record  that  reveals  a consistent  pattern  of  patient  response. 
A highly  favorable  benefits^to-risk  ratio.  And  minimal  interference  with 
many  primary  medications. 

Doing  one  thing  well.  Basically,  that’s  what  Librium  is  all  about. 


UBRIUM  ^ 

chlordiazepoxide  HCI/Roche 


ROCHE 


*If  you  have  a question  about  Librium 
or  any  other  Roche  product,  write  to 
Professional  Services,  Roche  Laboratories, 
Nutley,  New  Jersey  071 10. 


Please  see  preceding  page 
for  a summary  of 
product  information. 
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A pharmacokinetic 
character  all  its  own 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 

to  reflex  spasm  to  local 


a 

3-hydroxydiozcpom 


P 

desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


oxQzepofn 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


Valium^ 

(diazepam)  ^ 

2-mg,5-mg,  lOmg  scorefd  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


MUTUAL  INSURANCE  COMPANY  OF  ARIZONA 

5320  North  Sixteenth  Street/Suite  106/Phoenix,  Arizona  85016 


MICA  is  your  Association’s  response  to  tlie  availability  and 
affordability  of  malpractice  insurance  for  Arizona  physicians. 

For  personalized  information,  call  or  write: 

Phoenix  area  - 248-9183 

Tucson  & Yuma  areas  - Ask  operator  for  Enterprise  269 
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(FREE)  SAMPLE  PLACARD 
FOR  PHYSICIAN'S  OFFICE 
WITH  TAKE-ONE  PAMPHLET 


A MeSSAGG 
TO  My  PATIGNTS 

Unfortunately,  I find  that  the  excessive  use  of  alcohol  is  a 
problem  with  some  of  my  patients.  Alcohol  abuse  by  itself  Is  a hazard 
to  health,  but  when  combined  with  driving  it  is  particularly  dangerous. 
Today,  alcohol-related  highway  crashes  rank  right  after  cancer  and 
heart  disease  as  a leading  cause  of  death  among  Americans. 


The  first  step  in  controlling  alcohol  abuse  Is  self-awareness. 

I therefore  urge  any  of  my  patients  who  are  concerned  about  their 
drinking  problem  to  discuss  it  with  me. 

Even  If  you  don’t  have  a drinking  problem,  you  could  be  killed  or 
injured  if  you  drive  after  too  much  to  drink.  So,  for  your  good  health 
and  safety,  stop  and  think.  Are  you  taking  unnecessary  risks  by 
driving  after  excessive  drinking  or  by  riding  with  others  who 
occasionally  drink  too  much? 


AMGSSAGG 
TO  PATIGNTS 


Alcohol  Crashes  Rank  High 
as  Killers 

Today  the  leading  causes  of  death 
are  degenerative  diseases  usually 
associated  with  advancing  age. 

But  automobile  accidents  have  now 
moved  up  to  the  point  where  they 
are  challenging  for  the  lead.  Each 
yeor,  28,000  Americans  die  and 
thousands  more  are  injured  in 
highway  accidents  involving 
alcohol.  In  fact,  because  vehicle 
crashes  kill  and  injure  the  young  as 
well  as  old,  they  are  equalled 
only  by  heart  disease  as  the  major 
single  factor  in  lost  man-years  of 
productivity.  And  among  persons 
under  35,  highway  crashes  are  the 
major  single  cause  of  death. 

You  May  Not  Recognize  the  Risk 

How  many  times  have  you 
taken  too  many  drinks,  gotten  into 
your  car  and  driven  home?  Or 


driven  with  somebody  who  has  been 
drinking  too  much?  People  who 
drink  excessively  and  drive  can 
increase  their  risk  of  a crash  by  25 
times  or  more. 

Talk  to  Your  Doctor 

If  the  amount  of  your  drinking 
is  a concern  to  you,  feel  free  to  talk 
to  me.  Medication,  counseling  or 
therapy  can  be  of  help. 

Even  if  you  don't  have  a drink- 
ing problem,  you  could  be  killed 
or  injured  if  you  drive  after  too 
much  to  drink.  So,  for  your  good 
health  and  safety,  stop  and  think. 
Are  you  taking  unnecessary  risks  by 
driving  after  excessive  drinking  or 
by  riding  with  others  who  occasion- 


ARIZONA 

MEDICINE 


JRNAL  OF  ARIZONA  MEDICAL  ASSOCIATION  • MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 


ITOR’S  PAGE 

/aledictory,  31 7 

ohn  W Kennedy,  A.,  B.S.,  M A.,  M.D.,  F.A.C  R. 

ORIGINAL  ARTICLES 

Prospectus  For  Health,  319 
Anthony  Vuturo,  M.D.,  M.P.H 

ESIDENT’S  PAGE 

eloaders,  Conscientious-Objectors  or 

atever,  317 

John  F.  Kahle,  M.D. 

Emotional  Problems  of  Physicians: 

1.  Nature  and  Extent  of  Problems,  323 
Stephen  C.  Scheiber,  M.D 

A Physician’s  Guide  to  Infant  Formula  Feeding,  325 
Ronald  C.  Hansen,  M.D. 

Victor  A.  Elsberry,  R.Ph. 

Julie  L.  Blazovich,  R.D. 

.AN’S  PAGE 

ntinuing  Medical  Education  and 
ysician  Competence,  318 
^eal  A.  Vanselow,  M.D. 

Differential  Diagnosis  of  Knee  Pain  In  Children,  330 
Donald  P.  Speer,  M.D.,  F.A.C.S. 

General  Anesthetics  and  Hepatic  Toxicity,  332 
Burnell  R.  Brown,  Jr.,  M.D.,  Ph.D. 

FRODUCTION  TO  SPECIAL  ISSUE,  318 
George  D.  Comerci,  M.D. 

Clinical  Contrasts  in  the  Presentation  of 
Pneumococcal  Meningitis,  334 
Robert  N.  Hyland,  M.D. 

)VER 

a are  pleased  to  present  the  2nd  Annual  Issue  of 
Izona  Medicine  prepared  by  the  faculty  of  the  Col- 
^e  of  Medicine  at  the  University  of  Arizona. 

In  Vitro  Susceptibility  of  Tucson  Isolates  of 
Neisseria  Gonorrhoeae  to  Penicillin,  Tetracyclin 
and  Spectinomycin,  337 
Mary  Jane  Hicks,  M.D. 

Kenneth  J.  Ryan,  M.D. 

Acquired  Circulating  Anticoagulant  in  Classical 
Hemophilia;  Treatment  with  Prothrombin  Concentrate,  340 
Ronald  Rosen,  M.D. 

Truda  Mikel,  B A. 

James  J.  Corrigan,  Jr.,  M.D. 

Arizona  Experience  in  Cytogenetics,  342 
John  R.  Davis,  M.D. 

Harlan  R.  Giles,  M.D. 

Iris  C.  Veomett,  B.A. 

Linda  C Norris,  B.S. 

Impact  of  Computerized  Tomography  in  Medical 
Practice- Cost-Effectiveness  Considerations,  344 
Jose  F.  Laguna,  M.D. 

Norman  N.  Komar,  M.D. 

FUTURE  MEETINGS,  353 

blished  monthly  by  The  Arizona  Medical 
sociation,  Inc.,  \with  offices  at  810  W. 
thany  Home  Rd.,  Phoenix,  Arizona  85013. 
bscription  $20  a year,  single  copy  $2.00. 
cond  class  postage  paid  at  Phoenix,  Ari- 
na, and  at  additional  mailing  offices. 

ARIZONA  MEDICINE  305 


Providing 
Drug  Information 
toPhyaidans 


RKC  FM  CHANCES 


firms  chaMonge 
r rules 


Health  care  doesn't 
need  more  red  tape 


t W-  s aMIMttnsc  tv  ■MMrlllt.rttM 

•<1  tWt»H 


Orufi 

St4>sMiMion 


iVnt  MMial 
llcallli 
I n»a  ra 


THERE AREA 
LOTOPPEOM£ 
GETTING  BETWEEN 
VOUANDVOUR 

nniENT. 

i 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

DrU^  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  w'ith  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  wdll 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


INI 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N. W,  Washington,  D.C.  20005 
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All  oral  bronchodilators  ar< 
pretty  much  the  same.  Right? 
Wrong! 

The  difference  is  in  their  action  — both  before  and  after 
symptoms  begin.  That’s  the  reason  for  TEDRAL?. 

□ effective  and  prolonged  bronchodilation  from  the 
synergistic  effect  of  ephedrine  and  theophylline 

□ ^-ADRENERGIC  ACTION  RELAXES  BRONCHIAL 
SMOOTH  MUSCLE 

□ a-ADRENERGIC  ACTION  REDUCES  BRONCHIAL 
EDEMA  AND  SECRETIONS 

□ dosage  forms  to  meet  individual  patient  needs 


For  proven  performance. . . 

Tedral  TedrarSA/ 


Each  tablet  contains  130  mg 
theophylline.  24  mg  ephedrine 
hydrochloride  and  8 mg 
phenobarbilal 


Each  tablet  contains  1 80  mg  anhydrous  theophylline 
(90  mg  in  the  immediate  release  layer  and  90  mg  in 
the  sustained  release  layer)  48  mg  ephedrine 
hydrochloride  ( 1 6 mg  in  the  immediate  release  layer 
and  32  mg  in  the  sustained  release  layer),  and  25  mg 
phenobarbital  in  the  immediate  release  layer 


TedralElixi 


Each  5 ml  teaspoontui  contains  32  5 mg 
theophylline,  6 mg  ephedrine  HCI.  and  2 mg 
phenobarbilal.  the  alcohol  content  is  1 5% 


See  next  page  for  brief  summary 


SUSTAINED  ACTION 


WARNER/CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains.  New  Jersey  07950 


T-GP-72-E 
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TKDKAL® 

TKDKAI,"  SA  Sustained  Action 
TKDKAL®  Klixir 

('Al’TIOX:  P'cderal  law  prohibits  dispens- 
injr  Tcdral  SA  without  prescription. 
Description.  Tedral ; each  tablet  contain.s 
130  mir  theophylline,  21  nitr  ephedrine  hy- 
drochloride, and  8 nip  phenoharhital. 

Tedral  S.A  : each  tablet  contains  180  nip 
anhydrous  theophylline  (00  iiip  in  the  im- 
mediate release  layer  and  00  nip  in  the 
sustained  release  layer);  48  mp  ephed- 
rine hydrochloride  (10  mp  in  the  imme- 
diate release  layer  and  .32  mp  in  the  sus- 
tained release  layer);  2.3  mp  phenoharhital 
in  the  immediate  release  layer. 

Tedral  Klixir:  each  .3  ml  teaspoonful  con- 
tains 32..0  mp  theophylline,  0 mp  ephed- 
rine hydrochloride,  and  2 mp  phenohar- 
hital; the  alcohol  content  is  1.3'/<. 

Indications. Tedral,  Tedral  .S.A,  and  Tedral 
Klixir  are  indicated  for  the  symptomatic 
relief  of  bronchial  asthma,  asthmatic  bron- 
chitis, and  other  hronchospastic  disorders. 
They  may  also  he  used  iirophylactically  to 
abort  or  minimize  asthmatic  attacks  and 
are  of  value  in  manapitip  occasional,  sea- 
sonal or  perennial  asthma. 

Tedral  S.A  (Sustained  .Action)  otfers  the 
convenience  of  h.i.d.  dosape. 

Tedral  Klixir  is  convenient  for  persons 
who  may  have  ditliciilty  in  swallowinp 
talilets. 

These  Tedral  formulations  are  adjuncts 
in  the  total  manapement  of  the  asthmatic 
patient.  Acute  or  severe  asthmatic  attacks 
may  necessitate  supiilemen tal  therapy  with 
other  drups  by  inhalation  oi'  other  paren- 
teral routes. 

('out raindicalions.  Sensit ivity  to  any  of 
the  inpredients;  porphyria. 

NN'arninps.  Drowsiness  may  occur.  I’llKNO- 
HAKBIT.AI,  MAY  BK  IIABIT-FOKMING. 

Brecautions.  Use  with  caution  in  the  pres- 
ence of  cardiovascular  disease,  severe  hy- 
pertension, hy ])erthy roidism,  pi-ostatic  hy- 
pertrophy, or  plaucoma. 

.AdNer.se  Reactions.  Mild  epipastric  dis- 
tress, palpitation,  tremulousness,  insom- 
nia, difliculty  of  micturition,  and  ('NS 
stimulation  have  been  reported. 

Averape  Dosape.  Prophi/lnclir  or  Thera- 
peutic. 

Tedral:  .IdK/t.s  — One  or  two  tal)lets  every 
1 hours.  Ch  ild re II  — {Over  bO  lb)  one-half  the 
adult  dose. 

Tedral  SA  : .\didtn-One  tablet  on  arisinp 
and  one  tablet  12  hours  later.  Tablets  should 
not  be  chewed.  ('hihlreii  — \ot  established 
for  children  under  12. 

Tedral  Klixir:  Note:  One  teaspoonful  is 
C(|uivalont  to  oiie-<iu(n  ter  Tedral  tablet. 
('  h ild  re  II  —One  teaspoonful  per  30  lb  body 
weipht,  every  4-C>  hours,  unless  prescribed 
otherwise  by  physician.  .Should  be  piven  to 
children  under  2 years  of  ape  only  with  ex- 
treme caution.  Adiilt.'i  — One  to  two  table- 
spoonfuls every  four  hours. 

Su|)plied.  Tedral : White,  uncoateil  scored 
tablets  in  bottles  of  24  (N  0047-0230-24), 
100  (N  0047-0230-.31)  and  1000  (.\  0047- 

0230- 00).  .Also  in  Unit  Dose-packape  of 
10  X 10  strips  (N  0047-0230-11). 

Tedral  S.A:  Double-layered,  uncoated, 

coral/ mottled  white  tablets  in  bottles  of 
100  (N  0047-0231-51)  and  1000  (N  0047- 

0231- 00).  Also  in  Unit  Dose-packape  of 
10  X 10  strips  (N  0047-0231-11). 

Tedral  Klixir:  Dark  red  and  cherry-tla- 
vored  in  474  ml  (10  fl  oz)  bottles  (N  0047- 
0242-10). 

STORE  BKTWKEN  59°  and  80°F  (15°  and 
.30  °C). 

Full  information  is  available  on  request. 


MANAGEMENT  ADVICE 


MEMBER 

socicn  or  mcmI  kmua 
■AMCCitoi'  coaiuirMTs 

Practice  management  counseling 
and  personal  financial  planning 

• 

Objective  review  of  proposed  investments. 

( We  do  not  .<ielt  investments, 
real  estate  or  insurance). 

• 

Evaluation  and  improvement  of  collection  methods. 

Cost  effectiveness  surveys  of  your  practice. 

• 

Facility  design  and  feasibility  studies. 

MEDICAL  BUSINESS  CONSULTANTS 

3225  North  Central  Avenue,  Suite  300-B 
Phoenix.  Arizona  85012  Phone  (602)  264-3803 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$8.50  per  volume,  inclucJing  name  imprint 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 


ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 
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We’U 

make  your  billing 
push-button  simpfe. 


With  our  Accounts  Management  System, 
you  record  daily  charges  and  payments  by  calling 
our  computer  on  a touch-tone  office  phone.  The 
System’s  talking  computer  does  the  rest. 

Our  computer  actually  instructs  you  verbally, 
step-by-step,  to  record  charge  and  payment  trans- 
actions. When  you’re  finished  recording  daily 
activity,  it  reads  back  your  total  balance.  Double- 
checking. Instant  verification. 

Then,  on  your  monthly  cut-off  date,  the  com- 
puter tackles  all  your  receivables  paperwork. 


We  gooutof  our  way  for  you. 


It  automatically  prints,  stuffs  and  mails  your 
customer  statements.  And  we  promptly  send  you 
the  duplicates,  an  age-analysis  recap  and  a monthl 
activity  report. 

For  any  office  averaging  more  than  150  state- 
ments a month,  the  Valley  Bank  Accounts  Managei 
ment  System  is  a much  simpler,  more  sensible  wa>i 
to  do  the  billing. 

We  can  tell  you  all  about  it  in  just  a few 
minutes.  Call  today.  In  Phoenix,  the  number  is 
261-1666.  In  Tucson,  792-7370. 

Valley  National  Bcuik 

Member  FDIC 


American  Indians  coveted  fresh  root  tips  and  extracts 
of  evergreen  leaves  in  winter  and  onion-like  bulbs  and 
leaves  in  early  spring  to  prevent  the  symptoms  char- 
acteristic of  vitamin  C deficiency 


The 


l ine  Scrapbook 
of  Vitamin  Facts  8.  Fallacies 


A tomato  is  botanically 
classified  as  a berry! 


It  is  ironic  that  many  of  the 
vegetables  highest  in  vitamin  C 
and  riboflavin  are  considered 
unappetizing  by  many  people. 
These  include  turnip  greens, 
kale,  chard,  mustard  greens, 
spinach,  watercress,  broccoli 
and  brussels  sprouts. 


At  least  1 44  different 
quality  assurance  tests 
are  run  on  the  raw 
materials  and  manufactur- 
ing steps  that  go  into 
Allbee®with  C,  The  Mono- 
gram AHR  " on  every 
capsule  is  your  assurance 
that  this  IS  the  original  and 
genuine  Allbee®  with  C 
and  not  an  imitation. 


Available  on  your 
prescription  or 
recommendation 


High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


captuie  contains 

Thiamina  mononit'ata  (B<)  l&'ng 
ftiOotiavrntei)  10  *"9  8^ 

^•Ooiinc  h^rochtorida  <*<9  * 

f«iKinan-.a*  WW 

Cakmm  pantotnanata  tOmp  ** 

AitOfbic  acid  (Vitamin  C)  XW  mg  lOCO 


30  CAPSULES 
T:  /^4fpOBINS— 


,\.ll.  Robins  Company.  Richmond.  \ a.  2,t220 


each 
Donnatai 
No.  2 Tablet 


(V2gr)32.4  mg 

0.1037  mg 
0.0194  mg 
0.0065  mg 


Donnatai! 


each  tablet, 
capsule  or  5 ml 
tsp  of  elixir 
(23%  alcohol) 


Phenobarbital  (%gr)16.2mg 
(warning:  may  be  habit  forming) 
Hyoscyamine sulfate  0.1037  mg 
Atropine  sulfate  0.0194  mg 

Hyoscine  hydrobromide  0.0065  mg 


Indications:  Based  on  a review  of  this  drug  by  the  NAS.'NRC  and/or  other 
information.  FDA  has  classified  the  following  indications  as  possibly  effec- 
tive: adjunctive  therapy  in  the  treatment  of  peptic  ulcer:  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis.  Final  classification  of  the  less-than-etfective  indications 
requires  further  investigation. 


Brief  summary.  Contraindicated  in  patients  with  glaucoma,  renal  or  hepatic  disease, 
obstructive  uropathy  (for  example,  bladder  neck  obstruction  due  to  prostalic  hyper- 
trophy) or  a hypersensitivity  to  any  of  the  ingredients.  Blurred  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  at  higher  dosage 
levels,  rarely  at  the  usual  dosage.. 

/I'H'DOBINS  A H Robins  Company  Richmond  Virginia  23220 


MODERN  COMMUNICATIONS 

FOR  DOCTORS  ON  THE  GO... 


BEEPERS 

Whether  you  are  at  the  Hospital,  home, 
driving  your  car  or  a golf  ball  — our  Beepers 
will  signal  you  anywhere  in  the  valley. 
Choose  from  4 different  types  of  Beepers. 
We  offer  a signal  W/Memory,  W/Voice  — 
Vibrating  and  Dual  Signal  (Two  signals  with 
different  sounds).  You’ll  never  miss  an  im- 
portant call! 


CAR 

TELEPHONES 

How  much  time  would  be  saved  if  you  could 
make  calls  from  the  privacy  of  your  car? 
There  is  no  need  to  stop,  park,  find  a pay 
phone  and  wait  to  use  it.  Our  automatic 
‘‘Direct  Dial"  telephone  is  always  on  the 
alert,  because  we  will  take  messages  for 
you  when  you  are  out  of  your  vehicle.  It's 
a valuable  business  tool  that  allows  you  to 
phone  or  be  phoned  anywhere  in  the  valley. 


ANSWERING 

SERVICE 

If  your  office  phone  is  occasionally  un- 
attended ...  you  could  use  our  28  year  old 
Answering  Service  advantageously.  VVe  main- 
tain a staff  of  courteous,  efficient  operators; 
who  specialize  in  answering  professional 
business  phones.  We  take  your  messages 
and  generally  act  as  your  personal  telephone 
secretary,  while  you  are  away  from  your 
office.  Many  doctors  are  using  our  service 
now! 


For  more  Information  — Call  . . . 

257-1577 

GENERAL  COMMUNICATIONS  SERVICE,  INC. 

"OUR  BUSINESS  KEEPS  YOU  IN  TOUCH  WITH  YOURS” 


Computed  neurological  Scanning  [Senter 


Baptist  Medical  Center  Outpatient  Facility 
6036  North  19th  Avenue,  Suite  207 
Phoenix.  Arizona  85016  (602)  242-5859 


Alan  Yudell  M D Ralph  B Lilly  M D Barry  A Hendin.  M D 


ARIZONA  MEDICINE  313 


rreauM. 

(5%  PABA  GEL/LOTION) 


Provides 
sunscreen  protection 


1 1976,  W.P.  Inc. 


UJeSRiJOOD 

PHARMACEUTICALS  INC 
Buffalo,  New  York  14213 


consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodiiator 


no  interference  in  the  management  of  the  diabetic  patient  has  been  reported  with 


VASODIUUI 

(ISOXSUFRINEHCII 

the  compatible  vasodilator  TABLETS,  20  mg. 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences- 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows: 

Possibly  Effective: 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2,  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  investigation 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI,  5 mg . per  ml 


Dosage  and  Administration:  Oral:  10  to  20  mg , three  or  four  times  daily 
Intramuscular:  5 to  10  rng.d  or  2 ml.)  two  or  three  times  daily  Intramuscular  adminis- 
tration may  be  used  initially  in  severe  or  acute  conditions. 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea,  vomiting, 
dizziness,  abdominal  distress,  and  severe  rash,  if  rash  appears  the  drug  should  be 
discontinued. 


Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 

Administration  of  single  dose  of  10  mg  intramuscularly  may  result  in  hypotension  and 
tachycardia  These  symptoms  are  more  pronounced  in  higher  doses.  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg  are  not  recommended  Repeated  adminis- 
tration of  5 to  10  mg  intramuscularly  at  suitable  intervals  may  be  employed 
Supplied:  Tablets,  10  mg , bottles  of  100, 1000,  5000  and  Unit  Dose:  Tablets,  20  mg , 
bottles  of  100,  500, 1000,  5000  and  Unit  Dose;  Injection,  10  mg  per  2 ml.  ampul,  box  of 
SIX  2 ml,  ampuls.  __  us  Pat  No  3,056.836 


MeadldiTiMn 


LABORATORIES 


O 1977,  MEAD  JOHNSON  ft  COMPANY,  EVANSVILLE,  INDIANA  477at  U.S.A.  MJL9-4117R1 
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Pediatric  Drops 

100  mg. /ml. 

250-mg.  Pulvules® 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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reeloaders, 

;onscientious-Objectors 
r Whatever 


John  F.  Kahle,  M.D. 

According  to  Dr.  James  Sammons, 
xecutive  Vice  President  of  the  Ameri- 
m Medical  Association,  $70  of  your 
250  yearly  dues  to  the  AMA  goes  to 
jpport  activities  that  are  for  the  bene- 
t of  the  patients  of  non-AMA  physi- 
ans.  This  is  simple  enough  to  under- 
:and  because  of  the  AMA’s  statement  of 
urpose:  "To  promote  the  science  and  art 
f medicine  and  the  betterment  of  the 
ublic  health,”  Obviously  these  benefits 
ccrue  to  everyone,  and  not  just  to  the 
atients  of  AMA  members.  Quite  plainly, 
art  of  our  money  is  being  spent  to  carry 
le  non-members  who  are  reaping  the 
ame  profits  that  we  are  without  the 
ttendant  costs. 

Why  does  such  a condition  as  this 
xist?  It  would  seem  that  the  entire 
hysician  population  would  want  to 
ssume  their  share  of  the  financial  bur- 
jen;  but  we  all  know  this  isn’t  consistent 
| ith  the  facts  of  life.  Perhaps  it  might  be 
worthwhile  to  categorize  some  of  our 
aborts  who  haven’t  joined  the  group. 
Let’s  face  it;  first  of  all,  there  are  some 
rue  "Freeloaders”  in  our  midst.  These 
Ire  the  guys  who  often  tend  to  hide  be- 
ind  the  facade  of  somehow  being  supe- 
ior  because  they  are  smart  enough  to 
et  by  without  paying.  Perhaps  a little 
ducation  and  a lot  of  peer-pressure 
night  change  their  minds. 

The  next  group  might  be  called  the 


A Valedictory 

John  W.  Kennedy,  A.,  B.S.,  M.A., 

M.D.,  F.A.C.R. 

In  this  second  annual  issue,  the  Dean 
and  faculty  of  the  College  of  Medicine, 
in  the  Old  Pueblo,  have  provided  a de- 
lectable array  of  original  scientific 
articles. 

By  the  time  this  issue  flits  across  your 
desk,  you  will  have  selected  a new  and 
talented  Editor.  I trust  he  will  receive 
the  same  generous  support  and  con- 
structive criticism,  which  you,  the  mem- 
bership have  tendered  to  me. 

It  would  indeed  be  remiss  not  to  ac- 
knowledge the  assistance  of  the  man- 
aging editor  and  his  loyal  staff. 

Innovations  have  been  undertaken, 
all  derived  from  the  guidance  of  the  ed- 


"Conscientious-Objectors.”  This  is  the 
individual  that  always  maintains  that 
the  AMA  doesn’t  represent  him.  Perhaps 
they  should  be  reminded  that  they’d 
better  get  their  own  private  act  together 
to  take  before  Mr.  Carter  and  Mr.  Cali- 
fano  when  they  decide  to  protest  further 
bureaucratic  intrusion  into  their  pro- 
fessional lives. 

Then  there’s  the  "Penny-wise  and 
Pound-foolish”  group  that  can’t  justify 
this  cost  while  they  cruise  around  in 
their  Cadillacs  or  Mercedes.  Perhaps  we 
should  remind  them  that  the  AMA 
pushed  through  the  Keogh  Act  which 
saves  them  many  times  the  annual  dues 
in  tax  savings  each  year. 

Next  we  might  consider  the  modern 
day  "Rip-Van-Winkles”  or  the  "Head- 
in-the-Sand”  group.  Either  they  have 
been  napping  these  past  few  years  or 
have  been  too  frustrated  to  fight.  At  any 
rate,  they  have  effectively  buried  their 
heads  in  the  sand  hoping  all  will  get 
better  on  its  own.  As  their  exposed  plum- 
mage  gets  plucked  out  a feather  at  a 
time  the  resultant  pain  in  the  posterior 
will  ultimately  bring  them  back  into  the 
fold! 

There  is  another  group  that  we  might 
call  the  "Uninvited  Guests.”  Some  of 
these  are  perhaps  the  newer-comers  who 
really  haven’t  been  recruited  by  our 
component  county  societies.  Many  of 
them  may  be  just  waiting  in  the  wings 
for  a cue  from  us. 


itorial  board  and  Publishing  committee. 
I salute  you.  Errors  in  content  or  judge- 
ment are  mine  alone. 

Gathering  up  the  reins  to  head  the 
mules  for  the  desert  corral,  1 am  re- 
minded of  a P.  G.  Woodhouse  admoni- 
tion, "All  these  editor  blokes,  I under- 
stand, get  pretty  careworn  after  they’ve 
been  on  the  job  awhile!” 


In  Arizona  there  are  approximately 
3300  physicians  in  practice,  of  which 
somewhat  over  2600  are  ARMA  and 
AMA  members.  This  leaves  a group  of 
about  700,  many  of  whom  are  potential 
members.  Some  of  them  may  have  very 
good  reasons  for  not  desiring  member- 
ship. As  time  goes  by  and  as  the  govern- 
ment interferes  more  and  more  in  our 
practices,  this  group  should  decrease. 
Some  of  the  700  are  in  the  Armed  Ser- 
vices. They  still  should  be  offered  Ser- 
vice memberships.  Many  of  the  700  are 
in  training.  They  should  be  recruited 
into  the  House-Staff  Section  along  with 
their  juniors  into  the  Student  Section. 
Some  are  in  the  academic  field.  They, 
too,  should  be  invited  to  join  in  order  to 
bring  them  into  closer  liason  with  the 
practising  community.  Some  are  in 
salaried  positions;  and  they,  too,  need 
to  have  contact  with  their  peers. 

Before  we  can  write  off  any  one  of  our 
prospective  700  new  members  as  a "Free- 
loader,” "Conscientous-Objector,”  or 
"Whatever”;  we  have  the  responsibility 
of  seeing  to  it  first  that  he  has  actually 
been  actively  solicited  for  membership. 
If  each  of  our  2600  active  members  so- 
licited only  one-fourth  of  a physician, 
we’d  have  that  700  invited.  Why  don’t 
you  try  a little  recruiting  effort  the  next 
time  you  have  the  opportunity  to  visit 
with  a non-member  in  the  hospital  cor- 
ridor or  some  other  appropriate  place? 
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I am  pleased  that  the  Editorial  Board 
of  Arizona  Medicine  and  it’s  editor,  Dr. 
John  Kennedy,  have  invited  the  faculty 
of  the  Ihiiversity  of  Arizona  Colletje  of 
Medicine  to  once  again  assume  responsi- 
bility for  a special  College  of  Medicine 
issue  of  the  Journal. 

The  Buhlishing  Committee  and  the 
Editorial  Board  were  faced  with  some 
difficult  decisions  following  the  1976 
House  of  Delegates  meeting.  The  future 
of  Arizona  Medicine  was  determined 
following  a membership  opinion  survey, 
a critical  review  of  costs,  and  important 
changes  in  editorial  policy.  These  were 
aimed  at  reducing  expenses  and  im- 
proving the  quality  of  the  Journal  and 


Continuing  Medical 
Education  and 
Physician  Competence 


Neal  A.  Vanselow,  M.D. 

1 am  most  appreciative  of  the  oppor- 
tunity to  join  other  faculty  members  of 
the  College  of  Medicine  as  a contributor 
to  this  special  issue  of  Arizona  Medicine. 
The  issue  represents  a fine  example  of  a 
collaborative  effort  between  a medical 
school  and  a state  medical  society  to 
provide  practicing  physicians  with  cur- 
rent information  on  a variety  of  medical 
problems.  Inasmuch  as  it  is  one  com- 
ponent of  a much  broader  effort  in  the 
field  of  continuing  medical  education 
iCME).  it  seems  appropriate  to  reflect  on 
where  CME  is  going  and  the  extent  to 
which  recently  enacted  CME  require- 
ments can  be  expected  to  result  in  im- 
proved physician  competence. 

For  many  years  in  the  United  States, 
the  degree  to  which  a physician  main- 
tained his  competence  after  entering 
practice  was  left  largely  to  his  own  con- 
science. Short  of  the  commission  of  a 
felony  or  some  other  catastrophic  error 
of  equal  proptirtion,  a license  to  practice 


its  membership  appeal.  We  at  the  Col- 
lege of  Medicine  are  gratified  that  Ari- 
zona Medicine  has  survived,  that  its 
vital  signs  are  stable,  and  the  prognosis 
is  g(X)d. 

My  thanks  are  due  to  Dr.  Vanselow 
for  his  editorial  and  to  the  authors 
whose  articles  appear  in  this  issue. 
Special  thanks  to  Dr.  John  Kennedy, 
the  Editorial  Board,  and  the  Publishing 
Committee  for  inviting  the  faculty  of 
the  College  of  Medicine  to  sponsor  this 
issue  of  Arizona  Medicine. 

Ceorge  D.  Comerci,  M.D. 

Associate  Dean,  Continuing  Medical 
Education  and  Outreach 
Asscx’iate  Professor  of  the 

Department  of  Pediatrics  and  the 
Department  of  Family  and 
Community  Medicine 


medicine  was  a license  for  life.  Similarly, 
specialty  board  certification  was  given 
for  life.  A practicing  physician  might 
choose  to  read  medical  journals  and  at- 
tend educational  meetings  and  confer- 
ences regularly  but.  if  he  did  not.  there 
were  few  if  any  external  pressures  which 
forced  him  to  do  so.  He  might  regularly 
consult  with  his  colleagues  but.  again, 
if  he  chose  not  to,  no  external  group 
would  tell  him  he  must. 

It  would  be  an  understatement  simply 
to  say  that  the  philosophy  regarding 
physician  competence  has  changed  in 
the  last  decade,  for  the  change  has  been 
both  dramatic  and  far-reaching.  It  is 
now  accepted  that  evaluation  and  main- 
tenance of  each  physician’s  competence 
is  a matter  of  major  concern  both  to  the 
profession  and  to  the  public.  The  reasons 
for  this  change  are  probably  twofold:  on 
the  one  hand  the  public  has  become  bet- 
ter informed  and  is  no  longer  willing  to 
accept  that  mere  possession  of  an  M.D. 
degree  is  a guarantee  of  competence;  on 
the  other,  the  profession  has  recognized 
that  the  rapid  accumulation  of  new  bio- 
medical knowledge  pertinent  to  the 
practice  of  medicine  requires  a more 
formal  mechanism  for  assessing  and 
maintaining  the  competence  of  its  mem- 
bers than  has  existed  in  the  past.  The 
impetus  for  change  has  been  further  en- 
hanced by  the  involvement  of  govern- 
mental and  non-governmental  third 
party  payors  who  are  financing  an  ever 
increasing  fraction  of  health  care  costs 
and  are  demanding  proof  of  competence 
as  a condition  of  reimbursement. 


In  response  to  the  above  trend,  a nui 
ber  of  requirements  have  been  imposll 
on  the  physician  in  practice.  In  mai 
states,  including  Arizona,  he  is  requir 
to  participate  in  continuing  medic 
education  as  a condition  of  medical  s 
ciety  membership  and/or  relicensure, 
.some  fields  he  periodically  must  suhn 
to  a written  examination  to  renew  1 
certification  as  a specialist.  His  carei 
patients  is  subject  to  review  by  a Pi 
fessional  Standard  Review  Organizati 
mandated  by  the  federal  governmei 
and  accreditation  of  the  hospital 
which  he  works  is  in  part  depende 
upon  maintenance  of  peer  review  a 
continuing  medical  education  standat 
established  by  the  Joint  Commi.ssi 
on  Accreditation  of  Hospitals. 

It  would  be  not  only  naive  but  probal 
also  indefensible  to  argue  that  the  trerf 
of  the  past  ten  years  do  not  represenf 
step  forward.  While  we  all  recogni 
that  the  vast  majority  of  physicians  ha| 
been  conscientious  in  their  efforts  t 
maintain  professional  competence,  es  ' 
of  us  is  certainly  aware  of  some  instanq 
in  which  this  is  not  the  case.  On  tj* 
other  hand,  acceptance  of  the  premjf 
that  some  external  control  of  physicilf“ 
competence  is  beneficial  to  both  the  p! 
fession  and  the  public  does  not  requ! 
blanket  endorsement  of  everything  tl| 
has  been  done  in  the  recent  past  to  il 
plement  this  concept.  In  the  limiil^ 
space  available  here,  1 would  like  I 
express  my  own  view  of  just  one  aspj 
of  this  new  philosophy  regarding  I" 
ternal  control  of  competence  — the  l‘' 
quirement  that  we  participate  in  c| 
tinning  medical  education  as  a condit I" 
of  licensure  or  society  membership.  I' 

Not  long  ago  I was  invited  to  attej 
an  alumni  reunion  at  one  of  the  insj 
tutions  in  which  I took  some  of  my  hoi  j 
officer  training.  The  reunion  was  enj( 
able.  It  provided  an  opportunity  both  ^ 
reminisce  about  the  "good  old  days”  a . 
to  learn  something  alxmt  the  new  px, 
grams  which  the  hospital  had  or 
planning  to  institute.  To  my  amazemel 
in  spite  of  the  fact  that  the  program  w* 
almost  totally  devoid  of  scientific  c(jj| 
tent.  1 found  that  I would  be  permittx 
to  receive  a substantial  number  of  hoij 
of  Category  I AM.  A.  credit  for  attendil 
it.  This  credit  could  be  used  both  to  m(| 
ArMA  continuing  medical  educatijj 
requirements  for  membership  and,  mijj 
importantly,  reregistration  requi,| 
ments  in  at  least  one  of  the  states  ^ 
which  I currently  hold  a medical  licen  ' 

This  experience  vividlv  illustral'J 
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of  the  problems  with  the  "brownie 
it”  or  "credit  hour”  approach  to  phy- 
an  competence  which  is  becominf? 
espread  today  and  which  is  beinf» 
irporated  into  legislation  in  this  and 
ly  other  states.  Credit  is  often  given 
attendance  at  meetings  whose  con- 
t bears  little  relationship  to  comfx;- 
’X  in  the  practice  of  medicine.  Fur- 
rmore,  the  reward  is  given  for  regis- 
,ion  at  the  meeting,  and  little  or  no 
rt  is  made  to  determine  if  a registrant 
iially  attended  the  program,  if  he  was 
j ke  or  asleep  during  the  sessions,  or 
ne  material  presented  had  any  rele- 
|ce  to  his  practice. 

Iwish  I could  satisfy  myself  that  more 
•ful  monitoring  of  these  details  would 
;e  the  problems  of  this  approach  but 
tve  an  even  more  fundamental  .set 
oncerns.  Mere  attendance  at  an  edu- 
|onal  program  does  not  a.ssure  that 
physician-student  will  learn  any- 
ig.  Even  if  .something  is  learned, 
e is  no  a.ssurSnce  that  it  will  result 
1 physician  who  is  more  competent 
,he  bedside.  Recent  studies  of  physi- 
I performance,  using  the  critical 
^ent  technique,  have  demonstrated 
it  most  of  us  knew  all  along  — that 
'e  pa.ssive  possession  of  knowledge, 
1 as  that  we  obtain  at  mo.st  CMP] 
ip-ams,  is  not  the  only  ingredient  of 
Ipetence."’  In  addition,  competence 
Lires  an  understanding  of  the  knowl- 
we  posse.ss  and  the  ability  to 
. vely  integrate  and  apply  it  to  problem 
|ing  and  decision  making.  It  aLs^i 
|»lves  noncognitive  components  such 
■ interpersonal  and  communication 
|ls,  attitudes,  and  personal  attributes 
Si  as  ethics  and  a .sense  of  responsi- 

-y- 

'iie  concerns  I have  registered  should 
S be  interpreted  as  suggesting  that 
not  believe  in  CME,  for  1 am  con- 
ed that  journal  reading  and  parti- 
tion in  pfist  graduate  courses  and 
^itific  programs  is  important.  The 
=t  I am  trying  to  make  is  that  mere 
ficipation  in  CME  cannot  be  equated 
1 physician  competence,  and  that  we 
|ild  not  try  to  determine  the  latter 
* Measuring  the  former.  Competence 
I atient  care  is  what  both  the  profes- 
t and  the  public  are  interested  in.  but 
^re  we  can  measure  it  with  any  ac- 
j tcy,  a great  deal  of  research  must  be 
i;.  Until  it  is,  we  should  avoid  taking 
s which  tend  to  lock  oversimplified 
utions”  into  legislative  concrete, 

earch  and  development  to  meet  trend.i  in 
iure  and  certification  The  Sational  Hotird  Ex 
er  24  1-.3.  'flctoberi  1976 


As  we  care  for  patients  on  a daily 
basis  and  are  aware  of  the  techno- 
logical advances  of  medicine,  a steady 
perceptive  evolution  of  broad  based 
preventive  medicine  activities  is  oc- 
curring within  the  communities  we  live. 
Our  clinical  practice  focuses  on  pri- 
mary passive  levels  of  prevention. 
Emphasis  is  on  immunizations,  pap 
smears,  periodic  examination,  and 
components  of  multiphasic  screen- 
ing. These  activities  generally  require 
little,  if  any,  change  or  commitment  on 
the  part  of  our  patients  to  be  an  active 
participant  in  his  health  maintenance. 
Health  promotion  and  patient  educa- 
tion are  usually  relegated  to  the  pam- 
phlets in  our  waiting  room  or  a sum- 
mary “check  sheet”  to  encourage 
compliance  in  a therapeutic  regimen. 

Within  nonmedical  publication.s  we 
read  that  empha.sis  on  prevention  is 
being  stres.sed  from  the  highest  levels 
of  government  and  indu.stry.  The  Presi- 
dent’s Council  of  Economic  Advi.sors 
concluded  "Studies  suggest  that  any 
additional  expenditures  on  medical 
care  may  be  a very  costly  way  of  obtain- 
ing small  improvements  in  measured 
health  .status  . . . more  important  may 
be  the  effecl  of  life  .style  and  environ- 
ment.”' Walter  .McNerney,  F^resident  of 
filue  Cross  A.s.sociation  has  suggested 
that  other  directions  should  be  taken  to 
curb  tbe  high  cost  of  health  care.  The 

From  iJepartment  of  Family  and  Community  .Medi- 
cine. Anzona  Health  Science*  Center.  Tucson.  AZ 


ffxrus  should  be  on  prevention  including 
"teaching  the  children  what  to  eat  and 
how  to  watch  their  weight,”  There 
should  be  "more  systematic  and  selective 
.screening  programs  for  high  frequency 
conditions  such  as  high  blfxxF  pres- 
sure.”^ 

At  the  community  level  one  sees  in- 
creased activity  on  health  promotion. 
One  general  category  currently  being 
emphasized  is  the  practice  of  holistic- 
health.  Practitioners  of  the  principles 
of  holi.stic  health  are  active  in  exploring 
the  relationships  between  Fxxfy,  mind, 
spirit  and  the  social  context  under  which 
behavior  occurs,  f^ropcjnents  of  holistic- 
medicine  place  the  emphasis  and  re- 
spxmsibility  for  the  maintenance  of 
health  on  the  individual  through  active 
.self-care,  ffolistic  health  centers,  or- 
ganic frxxls,  diets,  centers  that  teach  the 
self-induction  of  the  relaxation  respfjn.se 
by  meditation,  programs  tfj  control 
symptomatology  through  biofc-edback, 
jogging  clubs,  group  weight  rcxluction 
and  end-smoking  clinics  may  all  F>e  con- 
sidered variants  in  the  direction  of  ho- 
listic health.  It  was  recently  refxjrU-d 
in  the  Wall  Street  .Journal  that  "the 
next  major  advance  in  the  health  of  the 
American  pefjple  will  result  only  from 
what  the  individual  is  willing  to  do  for 
him.self.”^’ 

Within  the  last  five  years  we  have 
.seen  the  development  of  a unique  con- 
cept that  pfjs.ses.ses  the  pfjtential  that  the 
primary  care  physician  will  be  able  tfj 
significantly  expand  his  practice  of  pre- 
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vention  within  the  office  milieu.  Health 
Hazard  Appraisal  (HHA)  developed  by 
Drs.  Robbins  and  Hall  offers  a method 
to  assist  the  patient  in  becoming  re- 
sponsible for  his  health.^  The  unique 
feature  of  the  HHA  is  that  it  provides  a 
useful  motivational  tool  that  will  assist 
the  patient  in  making  significant 
changes  in  behavior  toward  reducing  the 
risk  of  possible  premature  death.  The 
Appraisal  helps  assess  the  risk  of  dis- 
ease (mortality)  over  an  ensuing  ten 
year  period  in  the  patient’s  life.  Risks 
are  converted  statistically  to  "appraisal” 
age  and  "compliance”  age.  A patient 
with  a chronological  age  of  45  may  by 
virtue  of  his  present  life  style  be  ap- 
praised at  being  51  years  of  age.  The 
appraisal  age  is  the  key  motivational 
factor  capitalizing  on  the  youth  orienta- 
tion of  our  society.  With  careful  patient 
education  and  identification  of  risks,  it 
is  possible  by  actuarial  methods  to  show 
that  an  appraisal  age  for  example  of  51 
may  be  reduced  to  a "compliance”  age  at 
or  below  the  patient’s  chronological  age. 
The  key  motivational  factor  for  the  pa- 
tient, therefore,  becomes  a marked 
personal  incentive  to  reduce  identified 
risk  so  that  he  may  improve  his  chances 
of  survival."’ 

Progress  in  Health  Hazard  Appraisal 
has  been  significant.  Numerous  groups 
have  computerized  the  statistical  as- 
sessment so  that  a patient  is  able  to 
complete  a brief  questionnaire  in  about 
twenty  minutes  and  when  coupled  with 
measurements  of  height,  weight,  blood 
pressure,  serum  cholesterol,  triglycer- 
ides and  blood  sugar,  a complete  assess- 
ment can  be  computed  and  returned  to 
the  practicing  physician  usually  within 
three  days.  The  display  of  the  patient’s 
risk,  with  the  appraisal  and  compliance 
ages,  form  the  basis  for  patient  educa- 
tion and  health  promotion. 

At  the  University  of  Arizona,  Project 
Well-Aware  has  been  performing  Health 
Hazard  Appraisals  on  population  groups 
throughout  the  state.  The  Health  Hazard 
Appraisal  is  followed  by  health  educa- 
tion and  health  promotion  geared  to  the 
reduction  of  the  individual  participant’s 
risk  factors. 

Costs  for  a completed  assessment, 
along  with  health  profiles  and  patient 
centered  instructional  material  are 
readily  available  from  the  following 
sources:  Interhealth/ Integrated  Health 
Services,  2970  Fifth  Ave.,  San  Diego, 
California  92102  or  from  Health  Care 
Services  Incorporated  of  Indiana,  P.O. 
Box  7025,  Indianapolis,  Indiana  46207. 


Studies  are  now  being  done  to  assess 
the  impact  of  HHA  on  changing  behavior 
in  promoting  health. ’’  Investigations 
by  LaDou,  reporting  from  the  Ames 
Health  Unit  of  NASA  Ames  Research 
Center  in  California,  and  Milsum  from 
the  Family  Practice  Teaching  Service  at 
the  University  of  British  Columbia, 
demonstrate  that  risk  age  can  be  sig- 
nificantly reduced  and  that  patient  ac- 
ceptability is  uniformly  positive.  Sig- 
nificant life  style  changes  have  occurred 
after  one  year  follow-up. 

While  ideally  health  hazard  appraisal 
would  be  the  recommendation  for  all 
members  of  your  practice,  it  can  be 
applied  selectively.  It  readily  comple- 
ments tbe  "executive”  physical  exami- 
nation as  a dimension  of  care  for  a per- 
son already  motivated  and  possessing  a 
vested  interest  in  maintaining  his 
health  in  the  optimum  state.  HHA  has  a 
place  in  the  care  of  the  "worried  well.” 
One  can  document  objective  areas  for 
the  individual  self-care  and  redirect  the 
patient’s  outlook  to  health  promotion. 
Patients  who  appear  to  have  high  risk 
factors  in  their  past  medical  history  can 
benefit  from  a display  of  projected  risks. 
Where  parents  of  a family  are  at  in- 
creased risk,  it  is  possible  to  apply  the 
health  hazard  appraisal  technique  even 
to  the  young  adults  and  children  within 
that  family  in  order  to  attempt  to  change 
the  entire  family  life  style. 

One  can  synthesize  the  major  actuarial 
threats  to  health  into  a prescription  for 
health  promotion  for  your  patient  and 
his  family.  Prescriptions  for  health  are 
written  in  many  forms.  Milsum  has  pre- 
scribed 

Rx"Exercise,  be  of  good  weight,  buckle 

up,  drink  little  alcohol  and  don’t 

smoke.”** 

Dr.  Breslow,  of  the  University  of  Cali- 
fornia School  of  Public  Health,  has 
prescribed: 

Rxl)  seven  to  eight  hours  of  sleep, 

2)  eat  breakfast  almost  always, 

3)  never  eat  between  meals, 

4)  take  part  in  physical  exercise, 

5)  no  more  than  four  drinks  at 
any  one  time, 

6)  stop  smoking, 

7)  maintain  optimal  weight:  for 
men  (— ) 5 per  cent  to  (-I-)  20  per 
cent  over  "desirable”  and  for 
women  not  more  than  10  per  cent 
over  desirable.** 

Finally,  rephrased  in  a slightly  different 
manner,  the  Minister  of  National  Health 
and  Welfare  for  Canada,  has  recom- 
mended for  the  Canadians: 


1 ) it  is  better  to  be  slim  than  fat, 

2)  the  excessive  use  of  medication  j 

to  be  avoided,  I 

3)  it  is  better  not  to  smoke  cig 
rettes, 

4)  exercise  and  fitness  are  beth 


than  sedentary  living, 

5)  alcohol  is  a danger  to  healt , 
particularly  when  driving  a ca 

6)  mood  modifying  drugs  are 

danger  to  health  unless  co  i 
trolled  by  a physician,  j 

7)  tranquility  is  better  than  e 

cess  stress,  J 

8)  the  less  polluted  the  air  is,  til 

healthier  it  is,  I 

9)  the  less  polluted  the  water 

the  healthier  it  is.**  || 

In  conclusion,  one  observes  increasi 
emphasis  and  interest  in  preventi 
medicine  in  our  communities.  A i 
newed  focus  in  what  the  individual  c; 
do  for  himself  to  maintain  harmony 
body,  mind  and  spirit  with  the  enviro 
ment,  is  the  thrust.  Self-care  followii 
health  promotion  and  education  is  a m 
banner  on  the  horizon.  Health  Haza 


Appraisal  provides  a useful  addition 
the  preventive  armamentarium  of  t 
primary  care  physician.  This  techniq: 
identifies  and  displays  for  the  patie 
quantitatively  the  effect  of  life  style  ( 
health  and  what  he  or  she  can  do 
maximize  their  chance  for  surviv; 
While  epidemiologists  study  the  sen 
tivity,  specificity,  cost  effectiveness  ail 
value  of  selected  preventive  techniqu 
and  provide  updated  information 
specific  risks,  physicians  can  tod:i 


recommend  with  confidence  the  abo 
prescriptions  for  health  promotion. 
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■ Most  Widely  Prescribed— Antivert  is  the  most  widely  pre- 
scribed agent  for  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system  such  as  Meniere’s  disease, 
labyrinthitis,  and  vestibular  neuronitis. 

^ Relief  of  Nausea  and  Vomiting  —Antivert/25  can  relieve  the 
'nausea  and  vomiting  often  associated  with  vertigo” 
b Dosage  for  Vertigo*  —The  usual  adult  dosage  for  Antivert/25 
IS  one  tablet  t.i.d. 

SRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


*INDICAT10NS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  — National  Research  Qvuncil  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  assoaated  with  diseases  affecting  the 
vestibular  system. 

Rnal  classification  of  the  less  than  effective  indications  requires  further 
investigation 


CONTRAINDICATIONS.  Administration  of  Antivert  (medicine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  KX)  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  deft  palate  in  spedes  other  than  the  rat. 

Meclizine  HQ  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  tKcur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  piediatric  age  group 
Usage  in  Pregnancy:  See  "Contraindications!’ 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 

request.  A division  of  Pfizer  Pharmaceuticals 

Hew  York.  New  York  10017 


Antivert725 

(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 


Upjohn 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Medrol*4  mg  Dosepak* 

methylprednisolone,  Upjonn 

The  explicit  printed  dosage  instructions  that  accompany  each  Dosepak 
make  it  easy  for  the  patient  to  understand  and  follow  the  dosage  regimen. 


imotional  Problems  of  Physicians: 
. Nature  and  Extent  of  Problems 
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ABSTRACT 

The  principal  emotional  problems 
if  physicians  that  have  been  identified 
ire  alcoholism,  drug  addiction,  depres- 
ion  and  suicide,  and  bad  marriages, 
'hysician  colleagues  frequently  fail  to 
espond  when  they  see  a sick  physi- 
ian  in  distress,  or  when  family  mem- 
lers  call  on  them  for  help.  The  key 
igns  and  symptoms  of  emotional 
iroblems  are  a chaotic  professional 
fe.  The  true  incidence  of  emotional 
iroblems  of  physicians  is  unknown. 
Current  sources  of  data  lead  to  the 
onclusion  that  a much  larger  problem 
xists  than  is  presently  known. 


INTRODUCTION 

The  emotional  problems  of  physicians 
ave  not  been  well  studied,  have  been 
mcealed  and  underreported,  and  have 
een  poorly  understood.  The  available 
tudies  reveal  the  major  problems  are 
Icoholism  and  drug  addiction,  depres- 
on  and  suicide,  and  bad  marriages.  The 
tudies  available  rely  on  inpatient  psy- 
liatric  admissions,  psychiatric  office 
ractices,  obituaries  printed  in  the  Jour- 
al  of  the  American  Medical  Association, 
isciplinary  actions  of  State  Boards  of 
Medical  Examiners,  studies  of  medical 
tudent  populations,  and  one  prospec- 
tive study.  All  studies  suffer  from  the 
bllacies  inherent  in  small  samples, 
jrom  attempts  to  generalize  from  limited 
iata,  and  in  most  cases  from  poor  con- 
trols. 

|rom:  Department  of  Psychiatry,  Arizona  Health 
Lienees  Center.  The  University  of  Arizona,  Tucson, 
rizona  85724.  (Dr.  Scheiber,  A.ssociate  Professor) 
resented  to  the  Department  of  Neurology  Grand 
ounds  at  the  V'eteran’s  Administration  Hospital, 
ucson.  Arizona  on  March  11.  1977. 


Methodological  Problems 

The  reasons  for  the  lack  of  data  are 
many.  The  study  of  emotionally  dis- 
turbed physicians  is  a painful  topic. 
a’Brook,  et  al,  point  out  that  the  phy- 
sician patient  tends  to  deny  patient- 
hood."’  He  hides  emotional  syndromes 
from  peers,  family  and  himself'-- " P’or 
the  physician  to  admit  emotional  prob- 
lems raises  the  threat  of  economic  loss. 
In  cases  where  competency  to  practice  as 
a physician  is  an  issue  or  where  addic- 
tion and  self  prescriptions  are  known, 
then  legal  sanctions  to  limit  or  dis- 
continue practice  are  viewed  as  a threat. 
Modlin  points  out  that  the  emotional 
signs  and  symptoms  are  subtle  and  often 
insidious.'^'  They  include  the  "secret 
drink,  the  surreptitious  pill,  and  the 
private  thought  of  suicide.”  There  is 
frequently  a conspiracy  of  silence  be- 
tween the  physician  patient  and  his 
family  and  his  colleages.  The  prepotent 
reason  for  concealing  his  problem  is 
likely  the  "threat  to  the  physician  pa- 
tient’s self-concept,  self-image,  and  self- 
esteem.” 

For  his  physician  colleague,  the  phy- 
sician patient  goes  unrecognized  or 
unreported  for  a variety  of  reasons  or 
rationalizations.  Colleagues  frequently 
believe  the  myth,  however  false,  that 
physician  patients  ought  to  be  able  to 
take  care  of  themselves.  Hence,  they  do 
not  make  any  overtures  to  help  or  to 
respond  to  the  physician  patient’s  fam- 
ily’s pleas  for  help.  To  report  physician 
patients  as  emotionally  ill  may  be  seen 
as  an  act  of  betrayal  and  contributing  to 
a suffering  colleague’s  economic  and 
legal  difficulties.  The  lack  of  recognition 
of  a physician  patient’s  distress  is  re- 
lated to  the  colleague’s  conscious  or 
unconscious  denial  that  a physician  can 
he  emotionally  disturbed  and  is  likely 
related  to  the  personal  threat  to  his  col- 


league of  "There  but  for  the  grace  of 
God  go  I.” 

Emotional  Problems  of  I’bysicians 

In  spite  of  repjort ingdifficulties.  figures 
are  available  to  suggest  which  are  the 
leading  emotional  problems  of  physi- 
cians. Based  on  studies  of  disciplinary 
actions  against  physicians  of  three  State 
Boards  of  Medical  Examiners,  the  iden- 
tified impairments  include  alcoholism, 
2.3-3.2"f  of  registered  physicians;  drug 
dependence,  0.9-2.091;  and  other  mental 
disorders,  0.9-1., 391.'-”  It  is  obvious  that 
these  figures  are  gross  underestimates  of 
these  problems  since  Medical  Examining 
Boards  would  become  involved  in  only 
the  most  serious  problems  with  the  most 
overt  behavioral  deviations.  The  Ameri- 
can Medical  Association  estimated  that 
7 to  8 percent  of  doctors  are  now  or  will 
become  alcoholics.  Currently  there  are 
an  estimated  10,000  alcoholic  physi- 
cians."" 

Suicide  rates  derived  from  data  pre- 
sented in  the  Journal  of  the  American 
Medical  Association  point  to  greater 
than  one  hundred  suicides  a year  or  the 
equivalent  of  the  size  of  an  average  grad- 
uating class  of  medical  students.'^’  Again 
these  figures  underrepresent  the  true 
rates  since  they  are  dependent  on  other 
sources  reporting  the  causes  of  death. 
Blachley,  et  al.,  studied  these  statistics 
and  found  out  that  there  were  more 
deaths  by  suicide  than  by  other  violent 
means.'*’  It  is  well  known  that  many 
coroners  will  conceal  suicides  by  phy- 
sicians by  reporting  only  the  presumed 
final  pathophysiological  pathway,  e.g., 
cardiac  arrest  or  pulmonary  failure. 
Rose  and  Rosow  completed  a careful 
computerized  study  in  California  of  over 
200,000  deaths  which  demonstrated  that 
physicians  and  health  care  workers  are 
twice  as  suicide  prone  as  the  general 
population.'"' 

Vaillant’s  studies  reveal  that  47%  of 
physicians  had  bad  marriages  compared 
with  32%  of  the  control  sample.""  Evans 
studied  50  wives  of  physicians,  most  of 
whom  were  hospitalized  for  depres- 
sion.""’ Eighty-two  percent  reported 
unsatisfactory  sexual  relationships. 
The  absent  husband  was  a prepotent 
precipitating  factor  in  the  depression  of 
these  wives. 

Emotional  Problems  — Addiction 

Over  4,000  physicians  in  the  United 
States  or  1.5%  of  practicing  doctors  are 
known  addicts.  Estimates  range  from 
30-100  times  the  rate  of  the  general 
population.'"’  Fifteen  percent  of  known 
addicts  are  physicians;  15%  are  regis- 
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tered  nurses  and  pharmacists.  In  one 
inpatient  study  277f  were  admitted  for 
drug  addiction,  307  for  alcoholism  and 
437  for  other  psychiatric  disorders."-' 
Another  study  revealed  43  of  93  phy- 
chiatric  admissions  of  physicians  were 
for  drug  or  alcohol  addiction  problems.""* 
Unlike  other  addicts  the  average  age  of 
onset  is  40.  Sedatives,  tranquilizers,  and 
stimulants  are  more  commonly  abused 
agents  than  narcotics. 

Modlin  and  Montes’  studies  have 
shown  that  the  common  rationalizations 
for  drug  abuse  are  overwork,  fatigue, 
and  physical  illness.""  However,  they 
demonstrated  that  the  key  factors  are 
the  predisposing  personality  of  the  phy- 
sician and  the  easy  availability  of  drugs. 

The  complaints  of  overwork  are  often 
related  to  an  inability  to  say  "No.”  "No” 
to  patients,  to  referrals,  to  committee 
assignments,  or  to  community  obliga- 
tions. These  addiction  prone  physicians 
have  no  outlets  for  their  pent  up  frustra- 
tions. 

Fatiguability  is  related  to  the  lack  of 
satisfying  marital  and  family  relation- 
ships, lack  of  satisfying  participation  in 
community  affairs,  lack  of  recreation 
and  avocations,  and  an  underlying  neu- 
rotic conflict  about  medical  practice. 

Physical  illnesses  include  many  psy- 
chosomatic ones:  ulcers,  asthma,  hyper- 
tension, colitis,  migraine  headaches,  and 
arthritis. 

Modlin’s  studies  of  addicted  physicians 
show  that  only  37  held  their  fathers  in 
esteem,  only  137  felt  warmth  toward 
their  mothers,  and  they  were  sickly  as 
children  (colic,  enuresis),  were  compliant 
youths  and  more  than  507r  had  alcoholic 
fathers.  Seventy-five  percent  have  un- 
satisfactory sexual  relations  in  mar- 
riage. 

Nine  percent  of  physician  addicts 
suicide."  " 

Depression  and  Suicide 

Pitts,  et  al.,  estimated  the  prevalence 
of  affective  disorders  among  medical 
students  at  7.57."'’*  Sainsbury  estimates 
that  507  of  suicides  suffered  from  an 
affective  disorder.""' 

The  personality  traits  of  the  "good 
doctor”  including  obsessionality,  lack  of 
pleasure  seeking,  and  feelings  of  in- 
dispensibility  lend  themselves  to  de- 
pression. With  declining  energies  of 
middle  life  and  subsequent  inability 
to  maintain  the  pace  of  the  "good  doc- 
tor,” the  vulnerable  physician  is  prone 
to  depression.  Depression  in  physicians 
is  a treatable  illness."" 

The  studies  of  suicide  in  physicians 
reveal  that  the  rate  of  male  physicians 
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is  1.157  greater  than  the  expected  rate 
for  the  male  population.  For  female  phy- 
sicians, the  rate  is  three  times  greater 
than  expected.  In  the  age  group  over  45, 
there  is  a marked  excess  in  expected 
rate.  Steppacher  and  Mausner’s  study  of 
the  Journal  of  the  American  Medical 
Association  obituaries  revealed  that  12 
of  the  40  female  suicides  occurred  during 
training.'"^'  In  the  25-39  year  age  group, 
267  of  all  physician  deaths  are  attri- 
buted to  suicide. Suicides  exceed  the 

death  rates  from  other  violent  means: 
automobile  accidents,  airplane  acci- 
dents, drownings,  and  homicides.  Five 
percent  of  all  physician  deaths  are  by 
violent  means.'"  Many  "accidental” 
deaths,  such  as  one  car  accidents,  solo 
flight  airplane  accidents,  and  drownings, 
are  frequently  suicides,  but  not  recog- 
nized or  reported  as  such.  The  most  com- 
mon cause  of  physician  suicides  accord- 
ing to  Freeman  is  the  ignoring  of,  or 
failure  to  recognize  depression.'-'"  Sui- 
cide prevention  is  urgently  needed 
amongst  physicians.'"" 

Bad  Marriages 

In  Vaillant’s  controlled  study,  he  docu- 
mented that  477  of  physicians  have  bad 
marriages.""  Modlin’s  studies  of  phy- 
sician addicts  poiius  to  757  of  them 
having  difficulties  with  sexual  rela- 
tions."" In  Evans’  study  of  physician 
wives  who  are  emotionally  ill,  mostly 
with  depression,  sixteen  presented  with 
drug  overdoses.  Nine  of  the  sixteen  were 
given  the  drugs  by  their  physician  hus- 
bands.""’ Duffy’s  review  of  physicians’ 
wives  admitted  for  psychiatric  hospitali- 
zations revealed  almost  V2  of  107  studied 
were  abusing  medications.  Barbiturates 
were  the  most  common,  but  also,  nar- 
cotics and  stimulants  were  over  used.'"' 
This  pattern  is  similar  to  the  physician 
addicts’  pattern. 

The  average  age  of  onset  of  depres- 
sion in  Evans’  study  of  physician’s  wives 
was  forty.  This  again,  corresponds  with 
the  age  when  physicians  become  emo- 
tionally ill.  If  tbe  sick  physician  turns  to 
his  wife  for  initial  help  and  she  is  de- 
pressed, then  she  will  not  and,  often, 
cannot  be  of  help.  Since  her  depression 
is  often  precipitated  by  feelings  of  aban- 
donment based  on  being  left  alone  by 
her  husband  in  the  early  years  of  mar- 
riage, she  may  not  only  not  hear  her 
physician  husband’s  cry  for  help,  but 
may  be  outright  rejecting. 

Signs  and  Symptoms 

Waring  describes  the  pattern  of  pro- 
gression of  signs  and  symptoms  of  a phy- 
sician in  distress.'"’  The  key  is  a chaotic 


life.  The  distressed  physician  will  oft. 
start  irregular  office  hours,  be  prone 
poor  eating  and  sleeping  habits,  and  wj 
be  inefficient  and  disordered  in  his  woijj 
He  becomes  tense,  insecure  and  unsuJ 
of  himself.  Difficult  patients  with  di  ^ 
cult  problems  especially  aggravate  I 
tension.  He  fails  to  request  consultati 
with  colleagues  for  fear  of  losing  faijj 
Self  medication  with  alcohol  and. 
drugs  may  temporarily  ameliorate  t 
symptoms. 

He  may  seek  relief  at  home,  only 
be  rejected.  This,  in  turn,  may  lead 
burying  himself  in  his  office  with 
creasing  office  hours,  and  an  increasi| 
need  to  feel  indispensible.  A neglect 
his  practice  may  ensue.  He  lacks  0 
side  interests  and  recreational  pursui. 
With  fewer  assets  and  energy  to  d.l 
with  his  problems,  he  may  then  try, 
ward  off  his  depression  by  extra-mari. 
affairs  (sometimes  with  patients), 
cessive  spending  on  luxuries,  gamblii 
on  high  risk  stocks,  or  real  estate  j 
the  name  of  investment),  or  plunge  i 
pulsively  into  youthful  endeavors,  si! 
as  vigorous  athletic  activities  for  whi 
he  has  inadequate  training  and  to!’ 
a nee. 

When  these  attempts  fail  then  fatigi 
tension,  and  depression  follow.  Dii 
abuse  increases.  Irritability  with  i 
tients  reflects  the  physician’s  feelj 
that  all  he  does  is  give  with  no  recifj 
city  on  the  patient’s  part.  ' 

Depression,  drug  addiction,  termi. 
tion  of  marriages,  and  suicide  are  .1 
stages  in  the  process.  Throughout,  , 
emotionally  disturbed  physician  fail:' 
ask  for  help. 

DISCUSSION 

The  statistics  available  regard 
emotionally  ill  physicians  represent 
tip  of  the  iceberg.  Suicide  rates  as  | 
ported  in  the  Journal  of  the  Ameri.l 
Medical  Association  are  underref 
sented.  Alcoholism  and  addiction  rej 
are  gleaned  from  disciplinary  action:! 
State  Medical  Examining  Boards) 
estimated  by  the  American  Med 
Association.  Behavioral  manifestatii 
of  the  problems  must  be  so  gross  a; 
lead  to  a major  public  complaint,  s| 
sequent  investigations,  and  then  act  i 
The  more  subtle,  better  concealed  m;  j 
festations  in  other  disturbed  physicil 
go  unchecked,  unreported,  and  !■ 
treated.  Bad  marriages  of  physici,^ 
have  been  studied  mostly  on  the  basi 
inpatient  admissions.  This  sam  < 
again,  represents  only  the  most  se\l| 
of  the  existing  problems. 


Many  of  the  problems  are  overlapping, 
hat  may  start  out  as  anxiety  may  lead 
the  use  of  alcohol,  occasionally  for 
lief,  to  depression,  to  barbiturate  use, 

I increasing  depression,  and  in  turn,  to 
ixed  alcohol  and/or  drug  addiction, 
Id  suicide. 

Controlled  studies  are  needed  to  prop- 
ly  evaluate  and  assess  the  nature  of 
e emotional  problems  of  physicians. 
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A Physician’s  Guide  to 
Infant  Formula  Feeding 

Ronald  C.  Hansen,  M.D. 
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Julie  L.  Blazovich,  R.D. 

The  variety  of  commercial  formulas 
available  today  allows  greater  capa- 
bility for  meeting  the  infant's  special 
nutritional  needs  in  various  clinical 
situations.  This  report  describes  both 
the  standard  formulas  and  the  special 
preparations  available  for  infants  with 
special  needs. 

A.  FEEDING  THE 
NORMAL  INFANT 

Infant  formulas  or  human  milk  supply 
nearly  all  of  the  nutritional  require- 
ments during  the  first  few  months  of  in- 
fancy and  continue  to  contribute  a major 
portion  of  the  nutrient  needs  throughout 
the  first  year  of  life.  Therefore,  it  is  im- 
portant to  know  the  composition  of  for- 
mulas so  that  an  appropriate  selection 
can  be  made. 

The  recommended  caloric  distribution 
for  infant  formulas  is  7-16%  protein 
(1. 1-2.7  gm/100  ml.),  30-55%  fat  (2.2- 
4.1  gm/100  ml.),  and  29-63%  carbohy- 
drate (4.8  — 10.5  gm/100  ml.).'"  The 
carbohydrate,  protein  and  fat  contents  of 
all  the  standard  milk-based  formulas, 
all  the  standard  soy  formulas,  as  well  as 
many  of  the  special  formulas  fit  within 
these  ranges.  Note  that  the  protein  con- 
tents of  Similac  Advance,  whole,  2%,  and 
skim  milk  are  above  this  range.  Also, 
the  fat  contents  of  Similac  Advance,  2%, 
and  skim  milk  are  below  this  range. 

The  desirable  caloric  density  of  infant 
formulas  is  20  kilocalories/fl.  oz.  Most  of 
the  standard  formulas  and  many  of  the 
special  formulas  have  this  caloric  den- 
sity. Similac  Advance,  2%,  and  skim 
milk  all  have  caloric  densities  of  less 
than  20  kilocalories/fl.  oz.,  and  are  fre- 
quently prescribed  to  manage  infantile 
obesity.  However,  obesity  in  infancy  is 
probably  best  treated  by  limiting  the 
quantity  of  a normal  caloric-density  for- 
mula, rather  than  offering  ad  lib  feedings 
of  a lower  caloric-density  formula  which 
is  also  unbalanced  relative  to  caloric 
distribution. 

The  iron  and  vitamin  content  of  infant 
formulas  should  also  be  considered.  Iron 
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deficiency  anemia  is  one  of  the  most  com- 
mon nutritional  problems  of  infants  over 
6 months  of  age.  Accordingly,  the  Com- 
mittee on  Nutrition  of  the  American 
Academy  of  Pediatrics  in  1971  recom- 
mended that  all  infants  be  fed  iron-forti- 
fied formulas  until  age  one  year.  A more 
recent  statement  reaffirmed  the  need 
for  provision  of  at  least  1 mg  of  iron  per 
kilogram  per  day  for  the  first  year  of 
life.'*'  All  of  the  standard  milk-based 
and  soy  formulas,  plus  many  of  the  spe- 
cial formulas  are  available  fortified  with 
iron  and  vitamins.  Whole,  2%,  and  skim 
milk  are  all  poor  sources  of  iron  and  some 
vitamins.  Breast  milk  from  well-nour- 
ished mothers  is  a poor  source  of  iron, 
but  usually  an  adequate  source  of  vita- 
mins, except  for  vitamin  D,  which  may 
need  to  be  supplemented  in  the  infant’s 
diet. 

Caloric  distribution,  caloric  content, 
and  iron  and  vitamin  content  are  all 
important  formula  characteristics  which 
should  be  considered  when  selecting  a 
standard  infant  formula.  The  use  of  2% 
and  skim  milk  during  the  first  year  of 
life  is  not  recommended  due  to  their  high 
protein  contents,  as  well  as  low  fat,  iron, 
vitamin,  and  caloric  contents.  The  use  of 
whole  milk  should  be  discouraged  until 
at  least  late  in  the  first  year  of  life  be- 
cause of  its  high  protein,  high  solute  con- 
tent, and  low  iron  and  vitamin  content. 
There  is  no  valid  indication  for  wide- 
spread use  of  Similac  Advance  for- 
mula."’- Its  low  calorie,  low  fat,  and  high 
protein  content  make  it  an  unbalanced 
nutritional  source,  similar  to  2%  and 
skim  milk. 

Economic  factors  may  need  to  be  con- 
sidered when  selecting  an  infant  for- 
mula. All  of  the  standard  milk-based 
formulas  are  available  in  powdered, 
liquid  concentrate,  and  ready-to-use 
forms  (in  order  of  increasing  costs).  The 
powdered  form  is  unpopular  and  the 
ready-to-use  form  should  be  discouraged 
due  to  its  excessive  cost.  With  the  ex- 
ception of  the  soy  formulas,  most  of  the 
special  infant  formulas  are  more  costly 
than  milk-based  formulas. 

Formula  will  usually  supply  almost 
all  of  the  infant’s  nutritional  needs  until 
age  3-6  months  when  solid  foods  may  be 
introduced.  Early  introduction  of  solids 
may  promote  overfeeding  plus  impose  an 
unnecessary  feeding  expense."’ 

Recent  reviews  of  infant  nutrition  are 
quite  helpful' ’ • '•  -’’’relative  to  information 
on  formula  feeding.  It  should  be  empha- 
sized that  breast  milk  remains  the  opti- 
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mal  formula,  and  reference  standard  by 
which  all  other  formulas  are  judged.  It 
has  not  been  supplanted  in  this  regard  by 
any  commercial  formulation.  Its  relative 
advantages  and  disadvantages  have  been 
well  summarized  elsewhere.'”- 

B.  THE  INFANT  WITH 
FEEDING  PROBLEMS 

Given  the  wide  variety  of  available 
formulas,  it  is  now  feasible  to  make  for- 
mula changes  in  an  orderly,  sometimes 
scientific  fashion,  when  dealing  with 
infant  feeding  problems.  Numerous 
specific  problems  exist,  requiring  special- 
ized formulas  (see  indications  column; 
Table  1).  This  section  will  deal  with 
some  of  the  more  common  appropriate 
as  well  as  inappropriate,  clinical  in- 
dications for  changing  formulas.  The 
reader  is  referred  elsewhere'"  for  a more 
inclusive  review  of  infant  formula  feed- 
ing in  health  and  disease  states. 

1.  Inappropriate  indications  for 
formula  changes 

Spitting  up,  colic,  nonspecific  rashes, 
and  mild  diarrhea  are  minor  problems 
which  frequently  generate  a change  in 
formulas,  often  from  a standard  milk- 
base  formula  to  a soy-base  variety. 
While  casual  changes  are  not  inher- 
ently harmful,  the  conclusions  from 
such  trials  may  be  misleading.  Co- 
incidental improvement  after  a change 
may  wrongly  convince  both  parent 
and  physician  of  the  formula-related- 
ness  of  the  problem. 

a.  "Spitting  up.” 

By  spitting  up  is  meant  the  regurgi- 
tation, or  non-forceful  emesis,  of 
small  amounts  of  feedings.  A nearly 
universal  phenomenon,  this  entity 
is  more  often  due  to  simple  mechani- 
cal factors  than  to  formula  intoler- 
ance. Some  of  these  factors  might 
include:  air  swallowing  due  to  faulty 
nipple  holes,  poor  feeding  technique 
including  prop-feeding,  and  inade- 
quate burping  or  bubbling.  An  im- 
portant and  very  frequent  cause  of 
spitting  up  is  chalasia  (or  cardio- 
chalasia)  which  permits  mild  to 
moderate  gastroesophageal  reflux. 
This  is  due  to  a physiological  relaxa- 
tion or  incompetence  of  the  lower 
esophageal  sphincter  and  probably 
accounts  for  the  regurgitation  seen 
in  nearly  409^  of  infants  during  the 
first  week  of  life.'”’  Most  cases  cease 
to  reflux  after  one  to  two  weeks  of 
age.  Some  persistent  cases  require 
positional  or  surgical  therapy. 

Milk  allergy  seldom  if  ever  is  mani- 
fested in  infancy  by  spitting  up 


alone,  but  will  be  accompanied  by 
more  prominent  symptoms  such  as 
large  volume  emeses,  diarrhea, 
bloody  stools,  and  perhaps  eczema 
and  respiratory  symptoms.  Even 
metabolic  disorders  such  as  galac- 
tosemia, may  present  with  emeses 
and  regurgitation.  Furthermore, 
such  an  infant  may  respond  favor- 
ably to  a change  to  a non-lactose 
containing  formula.  Clearly,  how- 
ever, the  specific  diagnosis  is  crucial 
in  approaching  such  an  infant,  as  it 
may  be  in  the  infant  with  an  allergic 
or  mechanical  problem. 

b.  Infantile  colic  (paroxysmal 
fussiness,  nocturnal) 

Like  spitting  up,  colic  is  so  common 
as  to  include  25-50%  of  normal 
babies.'"’  In  that  same  series  87%  of 
the  infants  had  a recognizable  fussy 
period  each  day.'"’  When  colicky 
periods  were  actually  observed  2nd 
recorded,  2 distinct  minority  of  in- 
fants between  the  3rd  and  8th  week 
cried  less  than  W2  hours  daily.""’ 
The  colicky  baby  may  be  defined  as 
one  who  cries  for  more  than  3 hours 
per  day  on  more  than  three  days  in 
a given  week.'"’  The  fussiness  typi- 
cally increases  from  3-6  weeks  of 
age,  and  thereafter  plateaus  or 
diminishes  with  or  without  inter- 
vention. It  seldom  persists  much 
beyond  12  weeks.  Since  colic  is  a 
self-resolving  problem,  which  usu- 
ally improves  after  6 weeks  of  age, 
any  intervention,  including  formula 
changes,  will  frequently  coincide 
with  improvement.  Milk  allergy  has 
been  suggested  as  being  responsible 
for  10-15%  of  infantile  colic,'®’  but 
the  evidence  is  quite  unconvincing 
by  today’s  standards  (see  under 
"milk  allergy”  section). 

c.  Nonspecific  rashes 

Urticaria  and  atopic  eczema  are 
possible  reflections  of  food  hyper- 
sensitivity, and  should  prompt  con- 
sideration of  milk  allergy.  The  other 
types  of  nonspecific  rashes,  as  well 
as  the  more  common  specific  derma- 
toses such  as  seborrhea,  should  not 
prompt  changes  in  formula  feeding. 
Even  in  the  case  of  early  onset  atopic 
eczema,  many  dermatologists  dis- 
pute the  causal  role  of  milk  protein. 
However,  the  weight  of  pediatric 
opinion  still  favors  this  associa- 
tion in  early  infancy. 

d.  Mild  Diarrhea 

Mild  diarrhea  can  be  defined  as 


fewer  than  six  small,  semiformed  h 
loose  bowel  movements  per  day  as 
sociated  with  minimal  water  loss 
Mild  diarrhea  is  usually  self-limite( 
and  warrants  no  formula  change 
However,  certain  clinical  feature 
may  well  indicate  a change: 

( 1 ) Persistence  of  mi  Id  to  moderat 
diarrhea  following  an  acute 
severe  diarrheal  illness  (proba 
hie  carbohydrate  intolerance 

(2)  Association  of  diarrhea  wit 
other  symptoms  of  milk  a 
lergy. 

(3)  Failure  to  gain  weight  in  th 
face  of  persistent  diarrhea. 

These  problems  will  be  discussej 
in  the  following  section. 

2.  Appropriate  Indications 
for  Formula  Changes 

a.  Carbohydrate  Intolerance 
With  increasing  damage  to  th 
small  intestinal  mucosa,  the  brusi 
border  enzyme  systems  respoij 
sible  for  hydrolysis  ofdisaccharidj 
sugars  (e.g.  lactose,  sucose,  mail 
ose)  are  increasingly  impairei 
With  severe  insults,  monosai 
charide  transport  systems  may  I 
affected  such  that  glucose  or  fruij 
tose  absorption  is  impaired.  (I 
the  disaccharidases,  lactase  i 
present  in  smallest  amounti 
hence,  the  observation  that  la' 
tose  is  the  chief  problem  in  pe' 
petration  of  diarrhea  by  carbohj 
drate  feeding.  The  net  result  (| 
disaccharide  or  monosaccharicj 
malabsorption  is  an  osmotic  tvfj 
of  diarrhea,  where  unabsorbe’ 
sugars  pass  into  the  feces,  or  ai: 
further  degraded  by  bacteriiji 
flora  into  acidic  end  products  (e.;| 
lactic  acid,  acetic  acid).""’ 

(1)  Lactose  intolerance 
Although  extremely  rare  i| 
infants  as  a primary,  congeniti, 
problem,  secondary  lactose  ii, 
tolerance  (lactose  malabsoq 
tion,  lactase  deficiency)  ma 
occur  in  50-80%  of  infants  witr 
moderate  to  severe  dia. 
rhea."-’’’"”  The  intolerand' 
usually  can  be  confirmed  I 
simple  office  procedures.  Th 
involves  doing  a standard  p 
(nitrazine  paper)  and  Clinite 
determination  (for  reducir 
substances)  on  the  liquid  stof 
The  stool  for  reducing  su 
stances  is  tested  by:  adding 
gtts  of  fresh  liquid  stool  (or 
gtts  HoO  4 pea-size  amount 
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semi-formed  stool)  to  10  gtts  of 
HjO,  then  adding  a Clinitest 
Tablet  (Ames  Co.,  Inc.,  Elkhart, 
Indiana).  Readings  of  O.S'Jf  (1+) 
or  greater,  indicate  significant 
reducing  substances  in  the  stool 
and  would  strongly  suggest 
lactose  intolerance;  likewise,  a 
stool  pH  of  less  than  6.0  sug- 
gests the  presence  of  acidic 
metabolic  products  of  carbo- 
hydrate fermentation. 

Alternately,  should  one  elect 
not  to  test  the  stools  for  pH  and 
reducing  substances,  a simple 
elimination  of  dietary  lactose 
(e.g.  prescribing  a soy  formula) 
followed  by  improvement,  would 
suggest  this  problem.  The  im- 
portant concept  however,  is  that 
lactose  intolerance  is  a tempo- 
rary phenomenon  in  infancy, 
associated  with  a mucosal  in- 
sult. It  must  be  distinguished 
from  cows  milk  protein  allergy, 
the  other  major  reason  for  cows 
milk  or  formula  intolerance. 
The  period  of  lactose  avoidance 
usually  need  not  exceed  two  to 
four  weeks. 

(2)  Sucrose  intolerance 
The  patient  with  a severe  diar- 
rheal picture  and  a secondary 
intolerance  of  sucrose,  will  also 
be  intolerant  of  lactose.  Hence, 
some  infants  will  have  persis- 
tent diarrhea  when  either  disac- 
charide is  presented  to  them."^' 
(e.g.  milk-base  or  soy-base  for- 
mula). Sucrose  malasorption 
can  be  confirmed  by  office  tests 
similar  to  those  used  for  lac- 
tose. However,  since  sucrose  is 
not  a reducing  sugar  one  must 
use  10  drops  of  1.  O N HCl  in- 
stead of  water  for  the  Clinitest 
method  (for  acid  hydrolysis  of 
any  sucrose  present),  and,  in 
addition,  the  mixture  is  brought 
to  a boil  for  a few  seconds  be- 
fore adding  the  Clinitest  tablet. 
The  interpretation  of  positive 
stool  reducing  substances  and 
low  stool  pH  are  similar  for 
lactose  and  sucrose  malabsorp- 
tion. For  children  with  com- 
bined dissacharide  intolerance, 
a monosaccharide  containing 
preparation  (e.g.  Pregestimil, 
Vivonex,  CHO-Free  -I-  Glucose) 
will  be  needed. 


A primary  form  of  sucrose  in- 
tolerance, congenital  sucrase- 
isomaltase  deficiency,  may  exist 
if  diarrhea  appears  when  the 
infant  is  first  exposed  to  solid 
foods  (e.g.  fruits)  containing 
sucrose.  Sucrose-containing  for- 
mulas exacerbate  this  problem, 
whereas  cows  milk  and  other 
lactose-containing  formulas  are 
tolerated.  Stool  examination  for 
pH  and  reducing  substances 
will  suggest  this  diagnosis,  but 
sucrose  tolerance  tests  or  in- 
testinal biopsy  for  sucrase 
activity  will  be  needed  as  con- 
firmation. Rigid  dietary  ex- 
clusion of  sucrose  should  cause 
remarkable  improvement  in 
this  entity.'"”- 

(3)  Monosaccharide 

INTOLERANCE 

Infants  with  severe  forms  of 
diarrheal  disease,  especially  if 
associated  with  malnutrition, 
may  be  intolerant  of  monosac- 
charides as  well  as  disaccha- 
rides."Such  infants  will 
have  watery  diarrhea,  even 
on  glucose-containing  formulas 
such  as  Pregestimil,  but  cannot 
be  given  totally  carbohydrate- 
free  feeding  (e.g.  CHO-Free) 
because  hypoglycemia  would 
ensue.  Intravenous  glucose  plus 
oral  CHO-Free  or  total  intra- 
venous nutrition  should  be  pre- 
scribed. Re-introduction  of 

sugars  should  be  gradual  and 
closely  supervised. 

b.  The  Young  Infant  with 
Protracted  Diarrhea,  Weight  Loss, 
and  Malnutrition 
In  dealing  with  infantile  diarrhea, 
consideration  of  water  balance, 
acid-base  and  electrolyte  status 
are  critical  during  tbe  first  few 
hours  and  days.  After  3-4  days, 
however,  nutritional  intake  as- 
sumes an  equal  or  perhaps  more 
important  role.  Especially  in  the 
infant  under  3 months  of  age,  it  is 
inappropriate  to  give  prolonged 
hypocaloric  feedings  (e.g.  clear 
liquids)  in  order  to  decrease  stool- 
ing.  The  young  infant  (under  3 
month)  with  diarrhea  of  longer 
than  2 weeks  duration,  in  the  face 
of  poor  caloric  intake,  is  greatly 
at  risk  for  secondary  serious  in- 
fections, as  well  as  the  "intrac- 
table diarrhea  of  infancy”  syn- 


drome. This  symptom-complex 
of  unknown  cause  probably  re- 
flects the  additive  problems  of  an 
infectious  enteritis,  with  super- 
imposed malnutrition  in  a very 
vulnerable  age  group.""  It  is 
frequently  fatal.  Undue  caloric 
restriction  by  diarrhea-oriented 
rather  than  nutrition-oriented 
physicians  and  families,  may 
predispose  to  this  entity.  Such 
infants  are  frequently  intolerant 
of  standard  milk-base  and  soy- 
base  formulas,  usually  because  of 
the  carbohydrate  or  fat  content. 
Therefore,  experience  wdth  some 
of  the  monosaccaride-containing, 
and  more  "elemental”  prepera- 
tions  is  useful  in  providing  these 
severely  intolerant  infants  with 
adequate  nutrition.  Nutritional 
measures  take  priority  over  all 
other  considerations  including 
primary  diagnostic  testing,  in 
these  infants.  Many  require  total 
parenteral  nutrition. 

c.  Milk  Allergy 

For  purposes  of  this  discussion, 
milk  allergy  refers  to  the  sensi- 
tivity to  any  one  of  the  various 
cow  milk  protein  fractions,  but 
especially  casein  or  beta  lacto- 
globulin.  Certain  of  the  special 
formulas  (e.g.  Pregestimal,  Nutra- 
migen)  have  casein  as  their  pro- 
tein base,  but  this  has  been  en- 
zymytically  hydrolyzed  into 
amino  acids  and  small  peptides. 
These  formulas,  although  casein- 
based,  are  the  least  allergenic  and 
should  not  be  confused  with  the 
whole  protein,  standard  milk- 
base  formulas.  Where  proven, 
allergy  to  cow  milk  protein  is  a 
clear  indication  for  formula  sub- 
stitution. 

However,  since  there  is  a large 
tendency  to  over  diagnose  this 
entity,'-’"’  numerous  formula 
changes  are  casually  made  in  the 
name  of  milk  allergy.  The  actual 
incidence  of  milk  allergy  is  esti- 
mated by  some  experts  to  be  below 
\9c.  However,  it  is  estimated  that 
10^  of  the  infant  population  is  on 
soy-based  formulas,'"  with  milk 
protein  allergy  being  the  leading 
indication. 

The  nonallergic  child  should  not 
be  labelled  as  allergic,  and  the 
truly  milk  allergic  child  should  be 
clearly  identified,  so  that  milk 
protein  can  be  rigidly  excluded 
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and  only  cautiously  reintroduced 
at  a later  date.  Criteria  for  the 
diagnosis  of  milk  allergy  have 
been  defined.  The  diagnosis  is 
based  on:  identification  of  specific 


symptoms;  milk  protein  with- 
drawal; and  recurrence  of  symp- 
toms on  rechallenge.  The  types  of 
symptoms  seen,  in  decreasing 
order  or  occurrence,  include:  diar- 


rhea, vomiting,  abdominal  pai 
eczema,  rhinitis,  asthma,  ur 
caria,  and  anaphylaxis.*-”  T! 
symptoms  tend  to  occur  in  cluste 
(hence  vomiting  is  usually  se< 


TABLE  1. 

PHYSICIAN'S  GUIDE  TO  INFANT  FORMULA  FEEDING 


MILK-BASED 

FORMULAS 

COST 

CHO 

Gm/lOO  cc 

PRO 

Gm/lOO  cc 

FAT 

Gffl/lOO  cc 

OSM 

PROBLEMS 

INDICATIONS 

1.  Enfamil 

2.  Similac 

3.  Similac 
PM  6O/I1O 

It.  SMA 

5.  Similac 
Advance 

i.73/Qt 

$.70/Qt 

$.73/Qt 

Lactose  T. 0-7.6 

Skim  Milk 

Electrodlalyzed 

Whey 

(3&U  only) 
1.5-1. 6 

Vegetable  Oils 
(Soy,  corn, 
coconut ) 

3. 5-3.7 

300 

U27 

(3  only) 

Milk  allergy 
Lactose  intolerance 

Infant  without  special  nutri- 
tional requirements. 

Infants  with  inability  to  con- 
contrate  xirine  or  predisposed 
to  hypocalcemia.  (3&U  only) 

$.52/Qt 

Corn  Syrup  Solids 
Lactose 
6.2 

Skim  Milk 
Soy  Protein 
3.6 

Com  Oil  1.7 

251 

As  above  plus  low  fat  and 
low  caloric  density. 

Reduce  calorie  intake  without 
reducing  volume  intake. 

SOY  FORMULAS 

1.  Isomil 

2.  Neo-Mull-Soy 

3.  Nursoy 
U.  Prosotee 
5.  Soyalac 

$.68/Qt 

$.96/Ot 

$.55/Qt 

$.68/Qt 

$.73/Qt 

Sucrose 
Corn  Syrup 
Tapioca  Starch 

6.U-6.8 

Soy  Protein 
2. 0-2. 5 

Vegetable  Oils 
3.1*-3.8 
(Soy  only  for 
2,  U,  5) 

200 

>1. 

260 

Soy  allergy 
Sucrose  intolerance 

Milk  allergy 
Lactose  intolerance 

VERY  LIMITED 
USE  FORMULAS 

1.  Lofenalac 

2.  Lonalac 

3.  Meat  Base 

$2.3lt/Qt 

Corn  Syrup 
Tapioca  Starch 

8.7 

Hydrolyzed 

Casein 

Amino  Acids  .U 

Corn  Oil  2.7 

It  57 

Cost ; need  to  monitor  serum 
phenylalanine  levels. 

Phenylketonuria 

$1.00/Qt 

Lactose  U.8 

Casein  3.^ 

Coconut  Oil  3.5 

259 

Increased  renal  solute  load; 
decreased  Na”*"  content;  short 
term  use  in  absence  of  other 
Na'*'  source.  Need  Vit  supolmts 

Use  in  any  circumstance  is 
questionable. 

$1.00/ 

can 

Sucrose 

Tapioca  Starch 
U.2 

Beef  Hearts 
2.9 

Sesame  Oil 
3.3 

1U7 

Relative  high  protein  and 
low  CHO  content . 

Few  - possibly  in  some  aller- 
gic individuals. 

MILK 

1.  Human 

2.  Whole 

3.  2?5  Low  Fat 
k.  Skim 

Lactose  6.9 

Casein  1.1 
Lactalbumin 

1*.5 

300 

Lactose  intolerance 
Milk  allergy 

Ideal  formula  for  infants  witi 
no  special  nutritional 
requirements . 

$.ltl/Qt 

Lactose  ii.9 

Casein  3.5 
Lactalbumin 

Butterfat  3.7 

280 

Milk  allergy;  increased  pro- 
tein content;  lactose  intol- 
erance. 

After  age  one  year  when 
formula  is  discontinued. 

$.39/Qt 

Lactose  6.0 

Casein  U.2 
Lactalbumin 

Butter fat  2.0 

300 

Increased  protein;  decreased 
fat  i calorie;  milk  allergy; 
lactose  intolerance. 

After  age  one  year  if  calorie 
and/or  fat  restriction  is 
desired. 

$.35/Qt 

Lactose  5.1 

Casein  3.6 
Lactalbumin 

Butterfat  .1 

280 

As  above  plus  markedly 
decreased  calorie  content. 

After  age  two  years  if  calorit 
and/or  fat  restriction  is 
desired . 

SPECIAL 

FORMULAS 

COST 

CHO 

Gm/100  cc 

PRO 

Gm/100  cc 

FAT 

Gm/100  cc 

OSM 

PROBLEMS 

IKDICATIOIIE 

1.  CHO  Free 

2.  Ensure 

3.  Isocol 

U.  Nutramigen 

5.  Pregestimll 

6.  Portagen 

T.  Vivonex 

(Unflavored) 

8,  MCT  Oil 

(Supplement) 

$1.12/Qt 
(no  sugar) 

Glucose  7.2 
(added) 

Soy  Protein 
2.1 

Soy  Oil  3.1* 

500 

Osmolality 

Cost 

Disaccharidase  deficiency. 

Milk  allergy,  Glucose-galactos 
malabsorption  (with  fructose 
added  instead  of  glucose). 

$2.2lt/Qt 

Com  Syrup 
Sucrose 
li*.3 

Casein 
Soy  Protein 
3.7 

Cora  Oil  3.7 

U60 

Osmolality 

Cost 

Must  be  supplemented  with 
Vlt.  D i Ca«- 

High  calorie  density  (ical/lcc 
formula  for  infants  with  poor 
calorie  intake  from  formula. 
Designed  for  adult  tube  feedin 
formula.  Lactose  intolerance. 

$3.20/Qt 

Com  Syrup 
13.0 

Casein 
Soy  Protein 
3.h 

Soy  Oil  (80<) 
MCT  Oil  (20?) 
l*.l 

350 

Cost 

Must  be  supplemented  with 
Vlt.  D & Ca* 

High  calorie  density  (ical/lcc 
formula  for  infants  with  poor 
calorie  intake  from  formula. 
Designed  for  adult  tube  feedin 
formula.  Lactose  intolerance. 

$1.6U/Qt 

Sucrose 

Tapioca  Starch 
8.6 

Enzymatically 

hydrolyzed 

casein 

2.2 

Corn  Oil  2.6 

Uoo 

Cost.  Osmolality. 
Acidosis  and  FTT  reported 
because  of  high  acid  load 
of  the  formula.  Contains 
a trace  of  lactose. 

Milk  allergy.  Lactose  intol- 
erance. Proteolytic  defici- 
ency. 

$1.87/Qt 

Dextrose 
Tapioca  Starch 
8.8 

Enzymatically 

hydrolyzed 

casein 

2.2 

MCT  Oil 
Corn  Oil 
(trace) 
2.8 

610 

Osmolality 

Similar  problems  as  with 
Nutramigen . 

Same  as  Portagen  plus  sucrose 
intolerance  and  proteolytic 
deficiency.  Ideal  for  cystic 
fibrosis . 

$.93/Qt 

Com  Syrup 
Sucrose 
7.7 

Casein 

2.3 

MCT  Oil 
Com  Oil 
(trace) 
3.3 

3U6 

Must  be  properly  diluted. 
Cost . 

Chylous  ascites,  intestinal  1> 
phangiectasia,  various  steator 
rheas  such  as  cystic  fibrosis, 
chronic  liver  disease,  biliary 
atrosia,  biliary  obstruction, 
sprue . 

$U.l6/(Jt 

Glucose 

Oligosacchar- 

ides 

22.7 

Amino  Acids 
2.0 

Safflower  Oil 
.lU 

582 

Very  low  fat  content . 
Osmolality.  Electrolyte 
imbalance  may  occur. 
Supplementation  with  Ca^, 
Fe,  Vit.  D,  Niacin 
necessary.  Cost. 

High  calorie  density  formula 
(ical/lcc).  Infants  with 
severe  malabsorption.  Elemen- 
tal formula  designed  for  adul' 
Disaccharidase  deficiency. 
Proteolytic  deficiency. 

$13/Qt 

Coconut  Oil 
(fractionated) 
100 

Cost 

May  cause  diarrhea  if  used 
in  excess. 

May  be  added  to  infant  formul 
to  achieve  high  calorie  densi 
formula  in  special  indication 
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TABLE  2. 

INFANT  PRODUCTS  AVAILABLE  IN  MEXICO* 


MILK-BASED  FORMULAS 

DESCRIPTION 

SPECIAL  FORMULAS 

DESCRIPTION 

L.  Dextrogeno  Con  Miel 

Standard  milk  base  formula. 

1.  Alacta 

Half  sklr.  milk,  half  whole  milk,  with  or  without 

>.  Enfalac 

Standard  milk  base  formula. 

dextrins  and  maltose,  high  protein. 

3.  Lactogeno 

Standard  milk  base  formula. 

2.  Cho-Free 

Soy  isolate,  soy  oil. 

4.  Nan 

Standard  milk  base  formula. 

3.  Eledon 

Fat-free  milk  formula  acidified  with  lactobacillus . 

5.  Nesbrun 

Standard  milk  base  formula. 

k.  Nestrogeno 

Fat-free  milk  formula  with  dextrins  and  maltose. 

D.  Pelargon 

Standard  milk  base  formula. 

sucrose. 

r.  s-26 

Standard  milk  base  formula. 

5.  Olac 

High  protein  milk  formula. 

3.  SMA  Maternizada 

Standard  milk  base  formula. 

6.  Vivonex 

Glucose,  amino  acids,  safflower  oil;  elemental  fcrr.ula 

SOY  FORMULAS 

ADDITIVES  !>  SUPPLEMENTS 

L.  Instansoy 

Soy  flour,  fructose,  dextrose,  malt  extract. 

1.  Calsein 

Calcium  caseinate  powder;  protein  additive. 

cocoa,  methionine. 

2.  Casec 

Calcium  caseinate  powder;  protein  additive. 

?.  Lactarina 

Soy,  wheat,  com,  maize  and  malt  flours. 

3.  Lacta-Ca 

Calcium  caseinate  powder;  protein  additive. 

3.  Neo-Mull-Soy 

Soy  isolate. 

1*.  Nidex 

Carbohydrate  additive;  dextrins  and  maltose. 

li.  Risoya 

Soy  and  corn  flours,  hydrolyzed  protein,  sucrose. 

5.  Pemutrll 

Nutritional  supplemented  syrup  with  protein,  fat. 

5.  Sobee 

Soy  flour,  dextrins,  maltose,  sucrose,  soy  and 

CHO. 

coconut  oils. 

6.  Protevit 

Nutritional  supplemented  powder  with  protein,  fat. 

6.  Sustllac 

Soy  flour,  dextrins,  maltose,  fructose,  vegetable 

CHO;  UOO  cal/100  Gm. 

oil,  methionine. 

•Compiled  from  Diccionario  de  Especialidades  Farmaceuticas , 1973*  20th  edition. 


with  diarrhea)  and  are  not  self- 
resolving  while  milk  or  milk- 
based  formulas  are  continued. 
Goldman’s  criteria  for  confirming 
milk  allergy  include:'-" 

(1)  The  symptoms  (same  symp- 
toms each  time)  occur  with- 
in 48  hours  after  a milk  chal- 
lenge. 

(2)  Three  such  positive  chal- 
lenges, with  regard  to  onset, 
duration,  and  clinical  fea- 
tures, are  needed  to  diagnose 
the  condition. 

(3)  The  symptoms  subside  after 
each  challenge. 

Although  many  clinicians  would 
accept  fewer  than  3 challenges  as 
confirmatory,  the  diagnosis  is 
usually  made  at  a reasonable 
level  of  confidence  only  by  with- 
drawal and  rechallenge.  The  ex- 
ception is  in  that  rare,  truly  life 
threatening  situation  (shock- 
like state,  anaphylaxis,  massive 
bloody  stools)  where  challenge 
should  either  be  avoided  or  carried 
out  under  the  most  controlled, 
hospital-based  circumstances. 
Where  milk  allergy  is  confirmed, 
soy  formulas  are  usually  selected, 
largely  because  of  economy.  The 
hydrolyzed  casein  formulas  offer 
an  even  more  hypoallergenic  pro- 
tein, but  their  cost  is  significant. 
However,  the  truly  allergic  child 
occasionally  develops  both  soy 
and  milk  allergies,  thus  necessi- 
tating the  change  to  a hydrolyzed 
protein  source  such  as  Nutra- 
migen  or  Pregestimil. 

USE  OF  TABLES  I & II 
These  tables  bring  together  informa- 
lon  from  multiple  sources.'--" 


Not  every  individual  formula  is  included, 
but  all  major  groups  are  represented. 
Knowing  the  composition  of  the  products 
allows  one  to  make  a selection  appropri- 
ate to  the  clinical  setting.  Two  examples 
are  illustrative; 

(li  Eliminating  milk  protein  usually 
also  involves  eliminating  lactose  (e.g.  a 
change  from  a milk-base  to  soy-base 
formula  involves  changing  to  sucrose  as 
carbohydrate).  However,  using  Portagen 
one  could  achieve  an  exclusion  of  lactose 
with  retained  milk  protein  (casein),  so  as 
to  distinguish  between  protein  and  sugar 
intolerance.  (2)  Likewise,  where  a soy- 
base  formula  is  px)orly  tolerated,  one 
could  search  the  table  to  find  a formula 
which  contained  sucrose  but  no  soy  pro- 
tein. The  obvious  choice  would  be  Nutra- 
migen. 

Numerous  very  specialized  formulas 
exist  (e.g.  Lofenalac  for  Phenylketon- 
uria-PKU),  and  will  not  be  discussed. 
Use  of  the  "special  formulas”  listed  in 
Table  I implies  a willingness  to  accept 
some  of  the  potential  problems  as  well  as 
the  advantages  of  the  preparation. 
Osmolality  is  one  such  consideration. 
With  preparation  such  as  Pregestimil 
and  Vivonex,  full  strength  feedings  must 
be  cautiously  approached  because  of 
this  consideration,  since  osmotic  diar- 
rhea may  be  induced.  Additionally,  some 
of  the  preparations  listed  (Ensure,  Isocal, 
Vivonex)  are  not  infant  formulas  per  se 
and  must  be  supplemented  with  calcium. 
Vitamin  D,  etc.  if  used  on  a long  term 
basis. 

Estimated  costs  per  quart  are  based  on 
the  concentrated  liquid  form  where 
available,  or  the  powder  where  it  is  the 
only  available  form.  The  prices  are  a 
composite  of  Tucson,  Arizona,  sources, 
December  1976. 

Table  II  gives  the  current  available 
information  on  formulas  available  in 


Mexico.  This  may  be  useful  for  residents 
of  Southwestern  states  who  travel  for 
extended  periods  in  Mexico,  or  in  making 
formula  decisions  relative  to  patients 
from  Mexico. 

D.  SUMMARY 

This  information  is  intended  to  assist 
the  primary  care  physician  who  renders 
advice  on  infant  feeding.  It  emphasizes 
the  wide  range  of  available  formulas  and 
their  applicability  to  various  states  of 

health,  disease,  and  intolerance. 
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Differential  Diagnosis 
of  Knee  Pain  in  Children 


Donald  P.  Speer,  M.D.,  F.A.C.S. 

Pain  in  the  knee  is  a common  pre- 
senting complaint  in  children.  Often 
the  specific  etiology  for  the  pain  can- 
not be  determined,  and  the  complaint 
is  erroneously  attributed  to  “growing 
pains.”  The  purpose  of  this  review  is  to 
present  a limited  differential  diagnosis 
of  knee  pain  in  the  pediatric  age  group, 
approximately  up  to  17  years  of  age. 
History  and  physical  examination  are 
generally  sufficient  to  establish  the 
diagnosis.  More  elaborate  and  expen- 
sive diagnostic  studies  should  be 
necessary  only  to  confirm  a suspected 
diagnosis.  Some  of  the  conditions 
cited  are  common  and  others  are  rela- 
tively uncommon.  All  have  caused 
management  or  diagnostic  problems 
in  the  author’s  experience. 

EVALUATION 

Children  under  the  age  of  six  or  seven 
are  typically  unable  to  localize  or  even 
identify  pain  reliably  and,  therefore, 
subjective  data  may  not  be  available  or 
useful.  Limp  or  refusal  to  walk  may  be 
the  chief  manifestation  of  pain.  It  is 
helpful  to  establish  a relationship  be- 
tween the  pain  and  pre-existing  trauma, 
specific  activity,  time  of  day,  or  over- 
use of  the  part.  Documentation  of  the 
patient’s  growth  pattern  is  indicated  in 

From:  Dept,  of  Surgery,  Arizona  Health  Sciences 
Center,  Tucson,  Arizona  85724 


order  to  ascertain  whether  the  onset  of 
the  pain  is  correlated  with  accelerated 
growth.  A family  history  of  pain  syn- 
dromes should  be  sought.  It  is  essential 
to  determine  whether  there  is  some  sec- 
ondary gain  involved  within  the  pa- 
tient’s family  or  social  setting  with 
respect  to  the  knee  pain. 

The  techniques  of  physical  examina- 
tion of  the  knee  are  covered  in  numerous 
standard  physical  diagnosis  texts.’ 
Several  features  of  the  examination 
frequently  overlooked  will  be  empha- 
sized here.  It  is  good  practice  to  carry 
out  an  "abdominal”  examination  of  the 
knee.  In  classical  physical  diagnosis  of 
the  abdomen  it  is  taught  to  palpate  the 
abdomen  carefully  for  the  tip  of  the 
spleen,  edge  of  the  liver,  pole  of  the  kid- 
ney, and  other  specific  underlying  ana- 
tomical structures.  A similar  principle 
should  be  applied  to  examination  of  the 
knee  and  other  joints  precisely  localizing 
tendons,  muscles,  bursae,  ligaments, 
growth  plates,  bony  landmarks,  over- 
lying  nerves  and  vessels,  and  meniscal 
cartilages.  Brief  observation  of  the  lower 
extremities  in  stance  and  in  gait  both 
with  respect  to  alignment  and  dynamic 
function  is  extremely  valuable. 

A critical  and  commonly  forgotten 
portion  of  the  examination  to  record 
quantitatively  is  the  range  of  motion  of 
the  knee.  Loss  of  range  of  motion  is  a 
very  sensitive  indicator  of  objective  pa- 
thology. Quadriceps  atrophy  similarly 
is  an  invaluable  objective  criteria  of  knee 
pathology.  Lastly,  the  Brittain  test  for 
chondromalacia  patellae  is  performed  by 
asking  the  patient  to  tense  his  quadriceps 
mechanism  while  the  knee  is  fully  ex- 
tended. The  upper  pole  of  the  patella  is 
gently  depressed  with  the  examiner’s 
index  finger  while  the  patient  performs 
this  maneuver.  Accentuation  of  pain  is 
a positive  test  suggestive  of  chondro- 
malacia patellae.  Examination  under 
anesthesia  to  subtract  the  influence  of 
pain  and  guarding  should  be  considered 
an  extension  of  the  physical  examina- 
tion. 

A complete  radiographic  study  of  the 
pediatric  knee  should  include  an  an- 
teroposterior view,  a lateral  view  with 
the  knee  fully  extended,  a tangential 
("sunrise”)  view  of  the  patella,  an  inter- 
condylar notch  view,  and  comparison 
views  of  the  opposite  knee.  The  intercon- 
dylar notch  view  reveals  areas  of  the 
joint  space  and  the  femoral  condyles 
which  are  not  visible  on  a standard  an- 
teroposterior view.  Similarly,  the  fully 
extended  lateral  view  of  the  knee  allows 


accurate  assessment  of  the  relationshii 
of  the  patella  to  the  intercondylar  notq 
as  in  the  case  of  patella  alta.  Arthni 
graphy  of  the  knee  can  be  extreme! 
helpful  in  confirming  suspected  diaji 
noses  or  as  a preoperative  study  to  dii 
ferentiate  forms  of  internal  derangii 
ment. 

Arthroscopy  of  the  knee  is  proving  , 
be  increasingly  useful  as  a means  i| 
directly  observing  the  pathological  a. 
terations  within  the  knee  joint.  Althoug 
low  morbidity  procedures,  both  arthro; 
raphy  and  arthroscopy  are  invasi^^ 
techniques  of  examination  with  attei 
dant  risks. 

SPECIFIC  SYNDROMES 

Growing  Pains.  "Growing  pains  ” 
a specific  diagnosis  and  not,  as  ofU 
used,  a diagnosis  of  exclusion  or  frustr 
tion.  It  is  thought  to  be  a form  of  myalgi 
and  is  a deep,  intermittent,  poorly  I 
calized,  non-articular  pain.  It  is  not  a 
sociated  with  tenderness.  The  pain 
not  related  to  activity;  it  occurs  late 
the  day  or  in  the  evening  and  is  general 
decreased  or  gone  by  morning." 

Conversion  Symptoms.  Conversii! 
symptom  is  not  a diagnosis  of  exclusii 
but  a diagnosis  with  specific  criteria. ' 
sensitive  history  is  essential  in  this  co! 
text.  Pain  in  this  setting  helps  the  p' 
tient,  usually  an  adolescent,  cope  wi 
his  environment  by  effectively  reduci; 
his  anxiety  level.  Often  there  is  a pare 
tal  or  other  familial  model  for  the  sped 
symptom  with  the  use  of  health  issu 
and  symptoms  in  the  family  communid 
tion.  Patients  typically  show  an  ine 
propriate  lack  of  concern  about  th( 
symptoms.^'  ” 

Juvenile  Rheumatoid  Arthritis,  t 

venile  rheumatoid  arthritis  may  ty 
cally  involve  a few  or  only  one  joi 
Diagnosis  is  difficult  and  criteria  hel 
been  covered  in  detail  elsewhere.-  Th<! 
children  may  not  complain  of  pain  bu* 
limp  will  be  reported  by  the  parents,  a' 
physical  examination  will  disclose  l<! 
of  range  of  motion  and  stiffness  of  I 
knee.  Suspicion  of  this  diagnosis 
critical  not  only  for  initiating  approp 
ate  treatment  for  the  arthritis  but  I 
preventing  the  flexion  contracture  a| 
posterior  subluxation  deformities  of  lj 
knee  which  are  extremely  difficult  I 
treat  in  their  established  state.-  i 

Popliteal  Cyst.  This  is  a form ) 
bursitis.  Although  the  condition  d 
occur  as  an  isolated  entity,  it  may  I 
associated  with  pathology  within  '| 
knee  joint  itself  The  presence  of  sue  j 
lesion  should  lead  to  diagnostic  eval  j 
tion  for  an  intra-articular  cause.  T 
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;ts  are  generally  best  observed  with 
3 patient’s  knee  fully  extended  and  in 
prone  position.  Occasionally  arthrog- 
phy  will  both  define  other  pathology 
thin  the  knee  joint  and  demonstrate 
mmunication  of  the  cyst  with  the  knee 
nt. 

Internal  Derangement.  These  may 
?lude  a tear  of  the  meniscus  or  a tear  of 
2 cruciates.  Physical  findings  of  lock- 
y,  loss  of  range  of  motion,  positive 
awer  sign,  click,  and  ligamentous  in- 
ibility  are  identical  to  those  in  the 
ult.  The  important  aspect  of  this  diag- 
sis  is  the  recognition  that  internal 
rangements  do  occur  in  children."' 

IjDiscoid  Meniscus.  This  congenital 
omaly  of  the  knee  probably  is  asymp- 
natic  until  cystic  degeneration  or  a 
ir  occurs  in  the  discoid  meniscus, 
ilhough  it  has  been  cited  as  a cause  of 
ijcking  in  the  young.  The  physical  find- 
igs  are  identical  to  those  of  a tear  of 
Ip  meniscus  but  the  patient  may  not 
[ve  a history  of  significant  trauma, 
l iysical  examination  may  show  locking, 
iTOsitive  McMurray  click,  or  joint  line 
liderness.  Arthrographic  findings  are 
Ipical." 

Quadriceps  Malalignment  Syn- 
[omes.  The  resultant  line  of  pull  of 
E quadriceps  mechanism  should  fall 
|)ng  a line  connecting  the  midpoint  of 
[2  tibial  tubercle,  the  midpoint  of  the 
[tella,  and  the  anterior  inferior  iliac 
•me.  Patients  who  have  genu  valgus, 
sternal  tibial  torsion,  or  lateral  place- 
tint  of  the  tibial  tubercle  may  have 

I eral  displacement  of  the  patella  on 
ptraction  of  the  quadriceps  mecha- 
15m.  Patients  should  be  observed  with 
l2ir  knees  in  full  extension  and  asked 
[ contract  their  quadriceps  actively. 
l)servation  that  the  patella  deviates 
Lerally  is  a suggestive  finding  that  a 
[ adriceps  malalignment  syndrome  can 
i a cause  of  their  knee  pain.  Malalign- 
(int  results  in  chondromalacia  patellae 
ibst  commonly." 

Patella  Alta.  The  small,  high-riding 
Itella  of  this  syndrome  does  not  guide 
ikhin  the  patellar  notch.  These  patients 
E subject  to  subluxation  of  their  patel- 
|2  and  development  of  chondromalacia 
Itellae.  The  lateral  radiograph  taken 
ith  the  knee  in  full  extension  will 
Inerally  demonstrate  this  well.  Physi- 

II  examination  shows  a palpably  small 
I tella. 

Subluxating  or  Dislocating  Patella. 

lese  patients  refer  to  their  knee  re- 
atedly  "going  out”  or  "jumping  out  of 


place.”  The  patella  snaps  over  the  lateral 
femoral  condyle.  The  dislocated  patella 
is  obvious  due  to  the  lateral  displacement 
of  the  patella.  In  a reduced  position  at- 
tempts to  manually  push  the  patella 
laterally  results  in  considerable  appre- 
hension (Fairbank’sTest)  and  pain  along 
the  torn  or  stretched  medial  capsular 
and  retinacular  structures.  The  sunrise 
view  of  the  patella  may  show  the  patella 
riding  laterally  in  the  patellar  notch. 

Chondromalacia  Patellae.  An  ex- 
tremely common  syndrome  in  active 
children,  chondromalacia  patellae  is  a 
precursor  to  patellofemoral  arthritis 
in  the  adult.  This  may  be  associated  with 
recurrent  trauma  to  the  knee,  particu- 
larly blunt  trauma  to  the  anterior  aspect 
of  the  knee.  It  may  also  be  associated 
with  quadriceps  malalignment  syn- 
dromes such  as  genu  valgus,  genu  varus, 
patella  alta,  or  laterally  placed  patellar 
tubercle.  A history  of  subluxating  or 
dislocating  patella  may  be  elicited. 
Physical  examination  shows  patellar 
grating  and  the  Brittain  test  is  positive. 

Chondromalacia  Fahellae.  The  fa- 
bella  articulates  with  the  posterior 
aspect  of  the  lateral  femoral  condyle.  A 
syndrome  analagous  to  that  of  the  chon- 
dromalacia patellae  occurs.  Patients 
loading  their  knees  in  full  extension 
seem  prone  to  this  injury.  It  has  been 
observed  in  ballet  dancers.  Examination 
shows  localized  tenderness  over  the 
fabella  particularly  on  compressing  the 
fabella  against  the  femoral  condyle. 
Active  contraction  of  the  gastrocnemius 
with  the  knee  in  full  extension  may  also 
aggravate  the  pain.' 

Osteochondritis  Dissecans.  Osteo- 
chondritis dissecans  may  not  be  associ- 
ated with  specific  trauma.  The  pain  is 
generally  of  insidious  onset  and  the  pa- 
tient has  an  observable  quadriceps 
atrophy.  The  involved  area  of  the  femoral 
condyle  may  be  palpable  producing 
tenderness.  However,  if  the  lesion  or  a 
loose  body  is  within  the  intercondylar 
notch  on  the  posterior  aspects  of  the 
femoral  condyles  the  lesion  may  only  be 
observable  in  the  intercondylar  notch 
view  of  the  radiographs.  Arthrogaphy 
or  arthroscopy  in  this  instance  may  be 
helpful  to  determine  whether  the  osteo- 
chondral fragment  is  loose  within  the 
knee. 

Osgood-Schlatter’s  Disease.  Local- 
ized swelling,  and  tenderness  over  the 
tibial  tubercle  with  pain  on  contraction 
of  the  quadriceps  mechanism  against 
resistance  establishes  this  diagnosis. 
Although  radiographs  may  show  "frag- 


mentation” of  the  tibial  tubercle  it  is 
important  to  note  that  ossification  of  the 
tibial  tubercle  is  multicentric  and  .so- 
called  fragmentation  does  not  represent 
a pathological  finding.  The  only  radiog- 
raphic finding  consistent  with  the  diag- 
nosis is  soft  tissue  swelling  over  the 
tibial  tubercle. 

Patellar  Tendonitis.  This  diagnosis 
probably  represents  a spectrum  of  con- 
ditions induced  by  overuse  of  the  quadri- 
ceps mechanism.  Specific  syndromes 
having  subtle  pathogenetic  differences 
include  patellar  osteochondritis,  partial 
rupture  of  patellar  tendon,  "jumper’s 
knee,”  and  avulsion  of  lower  pole  of 
patella.  The  patients  have  localized 
tenderness  at  the  lower  pole  of  the  patel- 
la and/or  the  adjacent  patellar  tendon 
which  may  or  may  not  be  associated  with 
swelling.  Separation  of  the  patellar 
tendon  from  the  lower  pole  will  result 
in  a palpable  defect  at  that  point.  Radio- 
graphs may  show  "fragmentation”  of  the 
lower  pole  of  the  patella  suggestive  of 
avulsion  of  bony  fragments.  It  is  probable 
that  these  represent  multicentric  centers 
of  ossification,  and  the  lesion  is  anala- 
gous to  that  of  Osgood-Schlatter’s  dis- 
ease at  the  opposite  end  of  the  patellar 
tendon."’ 

Supracondylar  Cortical  Avulsion. 

The  patients  complain  of  pain  in  use  of 
the  knee  particularly  in  maneuvers  re- 
quiring contraction  or  stretching  of  the 
adductor  musculature  of  the  thigh.  The 
pain  is  over  the  posterior  medial  aspect 
of  the  knee  proximal  to  the  joint  line.  An 
area  of  localized  tenderness  can  be  pal- 
pated over  the  junction  of  the  medial 
femoral  condyle  with  the  shaft  or  along 
the  adjacent  portion  of  the  supracondylar 
ridge.  Radiographs  show  a cortical  ir- 
regularity at  the  sevel  of  the  insertion  of 
the  adductor  magnus  tendon  into  the 
supracondylar  ridge." 

Sprains.  A sprain  implies  disruption 
of  a ligamentous  structure.  This  diag- 
nosis should  be  made  with  considerable 
reservation  in  a growing  child  since  the 
epiphyseal  plates  adjacent  to  the  joint 
are  probably  more  likely  to  be  injured 
than  the  ligaments.  On  physical  exami- 
nation it  may  be  difficult  to  differentiate 
ligamentous  instability  from  abnormal 
motion  at  the  epiphyseal  plate.  If  there 
is  doubt,  stress  views  under  radiographic 
control  are  indicated."' " 

Epiphyseal  Injuries  Salter-Harris 
Type  I.  In  this  injury  the  epiphysis  is 
separated  from  the  metaphysis  through 
the  substance  of  the  epiphyseal  plate. 
Many  such  injuries  reduce  spontaneously 
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and  radiographs  may  show  no  displace- 
ment and  physical  examination  disclose 
no  deformity.  Careful  palpation  along 
the  course  of  the  epiphyseal  plate,  how- 
ever, will  demonstrate  tenderness  local- 
ized to  the  periphery  of  the  plate.  Fol- 
low up  radiographs  two  weeks  after  the 
injury  may  show  periosteal  new  hone 
formation  about  the  adjacent  metaphy- 
sis." 

Pyogenic  Arthritis.  Generally  pa- 
tients with  pyogenic  arthritis  are  febrile 
and  acutely  ill.  There  is  considerable 
muscle  spasm  about  the  joint,  and  the 
patients  will  not  permit  passive  flexion 
or  extension  of  the  knee  (pseudoparaly- 
sis). Infection  with  indolent  organisms 
or  instances  of  partial  or  inadequate 
antibiotic  treatment  may  result  in  at- 
tenuation of  signs  and  symptoms.  Ar- 
throcentesis  for  cell  count,  culture,  and 
sensitivity  are  indicated.  Physical  ex- 
amination will  disclose  an  effusion  and 
radiographs  may  show  osteopenia  sec- 
ondary to  adjacent  inflammation  in 
longer  standing  cases.  Since  pyogenic 
arthritis  may  arise  from  adjacent  os- 
teomyelitis a careful  consideration  for 
an  adjacent  bone  infection  should  be 
carried  out.  The  history  of  penetrating 
wounds  is  important  since  the  antici- 
pated organisms  from  exogenous  versus 
hematogenous  infections  is  quite  dif- 
ferent. 

Osteomyelitis.  Osteomyelitis  typi- 
cally originates  in  the  metaphyseal  end 
of  the  long  bone.  Occurring  in  the  femur 
or  proximal  tibia,  the  patient  may  de- 
scribe the  pain  as  being  in  his  knee. 
Systemic  signs  generally  suggest  the 
presence  of  infection  but  indolent  organ- 
isms or  prior  inadequate  antibiotic  treat- 
ment may  result  in  attenuation  of  clini- 
cal symptoms  and  signs.  Radiographs 
should  include  the  bones  well  above  and 
below  the  knee.  A bone  scan  is  helpful 
in  localizing  early  osteomyelitis  prior 
to  changes  on  a standard  radiograph. 

Bone  Tumors.  Bone  tumors  in  chil- 
dren also  typically  arise  from  the  meta- 
physeal ends  of  the  bones  and  those  in 
the  femur  and  proximal  tibia  may  be 
described  by  the  patient  as  producing 
knee  pain.  Radiographic  and  bone  scan 
studies  should  include  bone  well  proxi- 
mal and  distal  to  the  knee. 

Hip  Disease.  It  is  well  established 
that  diseases  of  the  hip  may  produce 
pain  that  is  referred  to  the  knee,  gen- 
erally to  the  medial  aspect  of  the  knee. 
The  anatomical  rationale  for  this  is  the 
common  sensory  supply  to  the  hip  and 
knee  by  the  obdurator  nerve.  Conse- 
quently, knee  pain  in  the  child  should 
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always  lead  one  to  think  of  such  entities 
as:  toxic  synovitis,  slipped  capital  femo- 
ral epiphysis,  Legg-Calve-Perthe’s 
disease,  and  pyogenic  arthritis  of  the 
hip.  Physical  examination  will  generally 
show  loss  of  range  of  motion  of  the  hip, 
especially  decreased  internal  rotation. 
Radiographic  assessment  of  the  hip 
joints  are  indicated  when  diagnosis  can- 
not be  established  at  the  knee. 

SUMMARY 

Differential  diagnosis  of  knee  pain  in 
the  pediatric  age  group  is  often  difficult 
and  frustrating.  Delays  in  diagnosis  and, 
therefore,  delays  in  treatment  can  be 
minimized  by  attention  to  pertinent  his- 
torical and  physical  examination  details. 
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Hepatic  Toxicity  I 
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Each  year  approximately  20,000,C| 
anesthetics  are  performed  in  tjp 
United  States  to  patients  undergoi| 
surgery,  delivery,  or  diagnostic  p - 
cedures.  Mortality  directly  attributal, 
to  the  anesthetic  experience  apprcj^ 
mates  1 per  3,000  administratioX 
Although  accurate  documentation,: 
not  available  it  is  believed  that  mi, 
deaths  in  the  peri-anesthetic  per| 
are  due  to  “pilot  error,”  that  is  actS| 
commission  or  omission  on  the  p,  „ 
of  the  anesthetist.  A smaller  perci 
are  due  strictly  to  unusual  pharma>|  ‘ 
logic  effects  which  either  have  not' 
cannot  be  eliminated  by  careful 
operative  evaluation. 

General  anesthetics  at  clinica  j 
employed  concentrations  are  non-spec  .. 
depressors  of  biochemical,  and  con 
quently,  physiologic  functions.  Uni  j 
many  drugs  employed  in  medicine,  ai^ 
thetics  do  not  attach  to  specific  recep 
sites  and  cannot  be  pharmacologicE  , 
antagonized  by  specific  antidotes.  , 
cause  of  inherent  physico-chemical  pr  j, 
erties  of  inhalation  anesthetics,  the  \ p 
ume  of  distribution  in  the  body  is  j „ 
tensive.  By  this  is  meant  that  thi 
drugs  (after  attainment  of  equilibrii 
are  found  in  the  extracellular  compf 
ment  of  the  body,  and  by  virtue  of  a h.  * 
degree  of  lipid  solubility,  are  extensivi  f 
concentrated  intracellularly.  Anestl 
ics  alter  structures  of  intracellular  m<  . 
branes,  enzymes,  and  proteins  by  ph  i ^ 
cal  displacement.  It  is  recognized  t 
modern  anesthetics  such  as  haloth 
(Fluothane)  and  enflurane  (Ethrane)i 
relatively  inert  from  a chemical  pci  " 
of  view  and  do  not  form  strong  bo 
(i.e.  covalent  bonds)  with  contiguous  I 
logic  macromolecules.  It  should  be  nc| 
that  anesthetics  are  administered'  , 
astronomic  dosages  compared  to  n 
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igs.  For  example,  at  equilibrium  a 70 
( individual  may  absorb  more  than  10 
jams  of  halothane. 

because  of  this  loose  and  non-specific 
jnding  to  integral  cellular  constituents, 
(variety  of  altered  functions  are  part 
;o  parcel  of  the  anesthetic  state.  To 
rime  but  a few,  there  is  reduced  blood 
fessure  due  to  sympathetic  nervous 
sstem  inhibition,  a negative  inotropic 
ct  on  the  myocardium,  reduced  renal 
flow  and  glomerular  filtration 
rpe.  CNS  depression  of  ventilation, 
fcression  of  intermediate  metabolism 
P the  liver,  etc.  Yet  because  of  the 
Eiemeral  nature  of  anesthetics,  soon 
jer  the  drug  is  discontinued  it  can  be 
e rectly  anticipated  that  normalcy  of 
|al  functions  will  resume.  Occasion- 
ry,  this  anticipated  result  does  not 
P ur,  and  more  permanent  oxygen  de- 
f jssion  ensues  — a true  toxicity.  The 
1 er  appears  to  be  an  organ  at  risk  for 
re  and  unpredictable  toxicity  follow- 
i I an  otherwise  well-conducted  general 
F esthetic. 

The  newer  halogenated  inhalation 
aesthetics  represent  significant  ad- 
vices in  anesthesia  pharmacology 
ce  these  drugs  possess  characteristics 
elrapid  induction  and  emergence,  po- 
ijicy,  non-flammability,  with  minimal 
t-anesthetic  nausea  and  vomiting.  At 
present  time,  the  only  suitable  al- 
nate  non-flammable  general  anes- 
tic  technique  is  nitrous  oxide-re- 
ant-narcotic which  has  several  in- 
sically  poor  features  such  as  severe 
t-anesthetic  respiratory  depression 
ad  awareness  during  anesthesia, 
lothane,  introduced  into  clinical 
ctice  in  1957,  has  remained  the  most 
lular  anesthetic  in  this  country. 

After  a brief  period  of  widespread 
nical  use,  anecdotal  case  reports  of 
explained  post-anesthetic  jaundice 
gan  to  appear  implicating  halothane.  ' 
le  essentials  of  this  syndrome  were 
rity,  pathologic  and  clinical  features 
Histinguishable  from  viral  or  toxic 
patitis.  There  was  non-statistically 
lid  inference  that  there  was  a higher 
T.'idence  of  "halothane  hepatitis”  fol- 
ving  a second  administration.  There 
re  also  reports  indicating  that  middle 
and  obesity  were  predisposi  ng  factors 
t the  development  of  this  complication, 
herestingly  there  was,  and  has  been 
< the  present  date,  a paucity  of  reports 
|this  problem  in  pre-pubertal  children, 
^ese  various  reports  triggered  several 
I lependent  clinical  investigations  of 
problem  and  a large  nationwide 


retrospective  survey.^  No  scientific  con- 
clusions could  be  drawn  from  these 
studies  except  that  unexplained  halo- 
thane anesthesia  was  a rare  occurrence 
(approximately  1:30,000  administra- 
tions) and  that  the  overall  safety  record 
of  the  anesthetic  was  excellent.  Labo- 
ratory animal  experiments  during  this 
era  failed  to  reveal  a direct  hepatotoxic 
action  of  halothane 

Hampered  by  lack  of  an  appropriate 
animal  model  of  direct  toxicity  with 
which  to  work,  hepatologists  searched 
for  other  possible  mechanisms  of  halo- 
thane hepatotoxicity  and  implicated  an 
allergic  or  hypersensitivity  type  of  re- 
action primarily  by  exclusion.  Unfor- 
tunately, the  very  tenuous  hypothesis 
that  allergy  could  be  a vector  in  anes- 
thetic hepatitis  took  firm  roots  and  al- 
tered the  practice  of  anesthesia  consid- 
erably, at  times  possibly  not  in  individual 
patient’s  best  interests.  Documentation 
of  an  allergic  mechanism  has  been  at- 
tempted’ but  the  concept  that  hyper- 
sensitivity arises  from  the  parent  anes- 
thetic molecule  is  highly  suspect  in  light 
of  recent  experiments. ' "Challenge 
tests”  (inhalation  of  subanesthetic  con- 
centrations for  a short  period)  reported 
to  be  positive  insofar  as  producing  ele- 
vated liver  enzymes  in  individuals  was 
used  as  support  for  the  "sensitivity” 
hypothesis.'*  However,  the  only  informa- 
tion that  such  a challenge  reveals  is 
that  an  idiosyncratic  reaction  has  oc- 
curred, and  does  not  establish  the  mech- 
anism of  that  reaction. 

What  are  the  prevalent  concepts  con- 
cerning mechanism  of  halogenated 
anesthetic  viscerotoxicity  and  guide- 
lines for  avoiding  this  complication?  A 
very  important  facet  of  the  biochemical 
pharmacology  of  the  halogenated  anes- 
thetics has  been  recognized  for  only  a 
decade.  For  years  it  was  taught  catego- 
rically that  these  compounds  were  inert 
and  not  metabolized  in  the  body.  It  is 
now  recognized  that  there  is  consider- 
able biotransformation,  primarily  by 
the  NADPH-O^  dependent  mixed  func- 
tion oxidases  of  the  hepatic  endoplasmic 
reticulum  (microsomal  enzymes).'' 

Such  biotransformation  normally  is 
designed  to  convert  lipid  soluble  drugs 
(such  as  anesthetics)  into  polar,  water 
soluble  derivatives  capable  of  renal 
elimination.  However,  certain  amounts 
of  quite  reactive  intermediates  which 
react  with  tissue  macromolecules  may 
be  produced  on  occasion  by  these  pro- 
cesses. 

Chloroform  was  widely  employed  as 


an  anesthetic  for  one  hundred  years. 
Although  frequent  enough  to  be  ac- 
knowledged, "delayed  chloroform  poi- 
soning” or  post-anesthetic  jaundice  was 
not  an  inevitable  result  of  the  majority 
of  chloroform  anesthetics.  In  fact,  the 
reason  for  abandoning  chloroform  was 
predicated  primarily  on  sudden  ven- 
tricular arrhythmias  rather  than  on 
hepatic  effects.  It  is  now  recognized  that 
chloroform  hepatotoxicity  is  due  to  bio- 
transformation to  reactive  intermediates 
such  as  -CCl;,.'"  The  variables  which  de- 
termine in  an  individual  case  whether 
chloroform  will  or  will  not  produce 
centrolobular  liver  necrosis  are: 

1.  State  of  hepatic  microsomal  en- 
zymes. These  enzymes  can  be  made  to 
increase  the  rate  of  biotransformation 
of  drugs  by  chronic  treatment  with  in- 
ducing compounds  such  as  phenobar- 
bital.  Induction  of  chloroform  biotrans- 
formation produces  larger  quantities 
of  the  reactive  intermediates  CCl..,,  the 
unpaired  electron  of  which  can  attack 
and  degrade  important  cellular  con- 
stituents. In  addition  to  altering  these 
enzymes  by  external  inducing  drugs, 
genetic  influences  alter  the  qualitative 
and  quantitative  biotransformation  of 
drugs  to  a great  degree. 

2.  Level  of  hepatic  antioxidants.  Oxi- 
dative processes,  some  with  reactive 
intermediates  are  constantly  occurring 
in  the  liver.  Normally,  toxic  intermedi- 
ates are  "quenched”  by  intrinsic  anti- 
oxidants. Such  antioxidants  include  the 
polypeptide  reduced  glutathione  and 
certain  metal  ions  such  as  zinc  and  sele- 
nium. Simple  depletion  of  glutathione 
in  animals  followed  by  chloroform  an- 
esthesia will  result  in  massive  centro- 
lobular necrosis  in  the  absence  of  hepatic 
microsomal  enzyme  induction. 

3.  Dose.  Halothane,  even  though  a 
halogenated  hydrocarbon,  does  not  pro- 
duce liver  necrosis  by  a mechanism  pre- 
cisely similar  to  chloroform  in  animal 
studies.  The  major  biotransformation 
pathway  of  halothane,  like  chloroform 
is  oxidative.  The  end  metabolic  prod- 
ucts are  trifluoroacetic  acid,  and  bromide 
and  chloride  ion,  all  thought  to  be  in- 
nocuous." Approximately  18  percent  of 
an  absorbed  dose  of  halothane  is  metabo- 
lized in  man.  If  the  biotransformation 
of  halothane  is  induced  by  phenobarbital 
pretreatment  and  adequate  oxygen  is 
supplied,  hepatic  damage  by  pheno- 
barbital pretreatment  and  adequate 
oxygen  is  supplied,  hepatic  damage  by 
halothane  is  minimal  in  animals,  un- 
like chloroform.  Cohen  and  associates'- 
have  recently  demostrated  the  presence 
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of  small  quantities  of  potentially  re- 
active urinary  metabolites  of  halothane 
in  man,  however.  These  include  N- 
trifluoroacetyl-2-aminoethanol  and  N- 
acetyl-5-(2-bromo-2-chloro-l , 1-difluoro- 
ethyl  )-L-cysteine.  However,  the  usual 
small  amounts  of  these  metabolites 
preclude  clinically  evident  hepatic 
damage. 

Recently  two  separate  animal  models 
mimicking  the  human  lesion  of  "halo- 
thane hepatitis”  (centrolobular  necrosis, 
elevated  SGPT  and  SCOT,  etc)  have 
been  produced. " Both  models  predi- 
cate as  mechanism  quantitative  and 
qualitative  alteration  of  halothane  bio- 
transformation, primarily  to  reductive 
(non-oxygen  dependent)  metabolism 
rather  than  to  the  usual  oxidative  me- 
tabolism. Thus  a mechanism  of  activa- 
tion of  halothane  to  reactive  intermedi- 
ates capable  of  producing  centrolobular 
necrosis  would  seem  quite  possible  in 
man.  This  abnormal  biotransformation 
could  be  altered  by  genetic  and  environ- 
mental factors.  Lack  of  attack  in  in- 
fants and  children  could  be  hypothesized 
to  be  the  result  of  the  well-known  low 
activity  of  microsomal  enzyme  prior  to 
puberty. 

An  analysis  of  unexplained  jaundice 
following  halothane  anesthesia  in  Swe- 
den in  the  years  1966-1973  shows  an 
incidence  of  this  problem  as  1:7000  ad- 
ministrations with  a fatal  reaction  for 
each  110,000  administrations.'”’  Obesity 
and  middle  age  appeared  to  be  contribu- 
ting factors.  It  is  interesting  to  note 
that  the  obese  individual  metabolizes 
more  anesthetic  than  the  svelte.  Al- 
though the  attack  rate  is  low,  halothane 
was  the  seventh  ranked  drug  for  fatal 
reactions  in  Sweden,  sandwiched  be- 
tween chloroanphericol  and  the  penicil- 
lins. Oral  contraceptives  were  adjudged 
to  be  the  leading  cause  of  fatal  drug  re- 
actions in  this  survey.  Although  animal 
experiments  strongly  implicate  abnor- 
mal biotransformation  as  the  proximate 
vector  of  halothane  hepatic  damage,  few 
clinical  guidelines  concerning  halothane 
use  can  be  formulated  with  certainty. 
Studies  in  Great  Britain  indicate  closely 
repeated  serial  halothane  anesthetics 
can  produce  elevated  liver  enzymes,  but 
no  frank  case  of  liver  necrosis  was  ob- 
served in  this  study.'"  In  light  of  current 
knowledge,  it  is  probably  correct  to  avoid 
halothane  if  the  patient  gives  a history 
of  unexplained  jaundice  following  a pre- 
vious halothane  administration.  ALso, 
frequent  repetition  of  halothane,  par- 
ticularly in  the  obese  middle  aged  pa- 


tient may  be  poor  practice,  but  this 
aspect  is  certainly  not  settled. 

Enflurane  is  a new  halogenated  an- 
esthetic. So  far,  there  have  been  few 
clinical  reports  of  unexplained  jaundice 
following  its  use.  Whether  this  repre- 
sents enflurane  as  a drug  with  decreased 
hepatotoxic  potential  or  merely  indicates 
a low  user  popularity  cannot  be  deter- 
mined at  this  time. 

SUMMARY 

New  halogenated  anesthetics  repre- 
sent a significant  pharmacologic  ad- 
vance in  patient  safety.  However,  mem- 
bers of  these  drugs  seem  to  produce  a 
rare,  unpredictable  syndrome  of  post- 
anesthetic centrolobular  necrosis  of  the 
liver.  The  likely  explanation  for  this 
adverse  reaction  is  host  alteration  of  the 
biotransformation  of  these  anesthetics 
to  reactive  intermediates  which  attack 
and  destroy  hepatic  macromolecules.  In 
spite  of  this  problem,  the  useful  features 
of  these  anesthetics  should  not  preclude 
their  use. 
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Abstract:  Meningitis  due  to  strep, 
pneumoniae  remains  a disease  with 
significant  mortality  despite  appro- 
priate antibiotic  therapy.  Two  cases 
are  presented  illustrating  1)  meningitis 
in  the  alcoholic  with  bacteremia  2)  re- 
current meningitis  in  an  adult  patient 
with  a history  of  adolescent  head 
trauma.  Predictive  features  suggest- 
ing an  unfavorable  prognosis  include: 
delayed  therapy,  fulminant  disease, 
advanced  age,  accompanying  illness, 
coma,  seizures,  low  CSF  white  cells, 
large  numbers  of  CSF  bacteria  and 
high  titers  of  CSF  bacterial  antigen. 
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INTRODUCTION 

Streptococcus  pneumoniae  (pneuni 
coccus)  is  the  commonest  cause  of  acu 
bacterial  meningitis  in  the  mature  adu 
population.  It  is  a disease  with  conside 
able  variation  in  its  clinical  present 
tion,  response  to  therapy,  sequelae  at 
mortality.  Fairly  divergent  points  in  th 
wide  spectrum  are  represented  by  tv 
patients  who  presented  to  the  Tucst 
VA  Hospital  within  a 14  day  period 
time:  the  first  a jaundiced,  alcoholic  ma 
with  penumonia  and  bacteremia,  tl 
second  a healthy  man  w'ith  a dista 
history  of  head  trauma  and  prior  ej 
sodes  of  meningitis. 

Cases: 

1 ) This  52-year-old  Mexican-Americ: 
male  was  admitted  stuporous  with 
"several  week”  history  of  an  upper  rt 
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I itory  illness.  Headache  with  progres- 
f ' obtundation  began  24  hours  before 
[.Mission.  Shortly  after  arrival  he  had 
I .“neralized  seizure. 

;xam:  T.  105'’  BP  110/65  R.  24  P.  98. 
I was  somnolent  but  could  be  aroused. 
Itinent  findings  included  meningis- 
rs,  scleral  icterus  and  fine  inspiratory 
►s  in  the  right  mid-lung  field.  There 
V e no  signs  of  cranial  trauma  and  no 
dn  lesions. 

.ab:  Lumbar  puncture  (LP)  revealed 
jssly  turbid  CSF  with  opening  pres- 
II e 300  mmH._>0  containing  196,000 
MC’s  (all  neutrophils).  Glucose  was 
alectable  (blood  sugar  220  mg.9()  and 
ijtein  750  mgf/<.  Gram  stain  revealed 
imdant  Gram  ©diplococci  (see  Figure 
. IChest  film  showed  right  upper  lobe 
liumonia.  Cultures  of  blood,  sputum 
i:l  CSF  were  positive  for  strep,  pneu- 
r.hiae. 

Course:  Penicillin  G 4.0  x 10''  U q 4 h 
Pwas  started  within  minutes  and  con- 
fined for  a total  of  18  days.  Mental  sta- 
ir began  improving  after  about  24 
■irs  on  antibiotics  and  he  was  alert 
»1  oriented  by  3 days.  Clinical  im- 
i vement  continued  and  he  became 
tbrile  on  day  8.  Repeat  lumbar  punc- 
,ie  on  day  16  showed  16  cells  (2  neu- 
iphils,  14  mononuclears),  glucose  677r 
lx)d  95  mg.9^),  and  protein  59 

I'ollow-up:  He  was  discharged  on  the 
h day  and  has  been  free  of  sequelae 
ajTiultiple  outpatient  visits. 
fThis  50-year-old  male  was  admitted 
h an  18  hour  history  of  progressive 
dache,  fever,  and  chills.  He  reported 
rior  history  of  mild  upper  respiratory 
iction  symptoms  beginning  about  7 
s earlier.  At  the  age  of  12  he  was 
own  from  a horse  and  struck  his  head 
rh  a short  period  of  unconsciousness, 
lage  16  he  had  CSF  rhinorrhea.  At  age 
he  had  an  episode  of  pneumococcal 
Shingitis  and  a year  later  meningo- 
ipal  meningitis.  Both  were  treated 
mptly  without  complications.  He  had 
no  CSF  rhinorrhea  until  several 
ks  before  admission  when  clear  fluid 
l:an  dripping  from  his  nose  when  he 
ined  forward. 

llxam:  T.  101 ' P.  90  R.  19  BP  170/90. 

1 patient  was  alert  and  oriented  but 
plained  of  severe  generalized  head- 
j.  Marked  nuchal  rigidity  was  noted, 
di  were  normal.  No  secretions  were 
rectable  in  anterior  nares.  Ears,  skin, 

I omen,  chest,  pharynx  were  all 
mal. 

.ab:  LP:  Opening  pressure  215 

iH.O.  WBC  3400  (all  neutrophils) 


H 


Fig.  1:  Case  1 Gram  Stain  of  CSF. 
Protein:  228  mg.9f.  Glucose:  34  mg.% 
(Blood:  120  mg.9().  Gram  smear:  no  or- 
ganisms seen.  Chest  film:  normal.  CSF 
culture:  strep,  pneumoniae.  Blood  cul- 
ture: negative.  Chest  and  skull  x-rays: 
normal.  Ampicillin  2.0  g q 4 h.  IV  was 
started  within  45  minutes  of  admission 
and  continued  for  a total  of  18  days.  He 
was  markedly  improved  within  24  hours 
and  was  ambulating  by  48  hours.  He  be- 
came afebrile  on  the  7th  day.  A radio- 
nuclide cisternogram  was  started  on  the 
10th  day  and  showed  no  leakage  of  radio- 
labelled  material  into  absorptive  pled- 
gets placed  in  either  nostril.  He  was 
discharged  on  the  23rd  day  and  has  re- 
mained asymptomatic  and  without  signs 
of  recurrent  CSF  rhinorrhea. 

Discussion:  Pneumococcal  menin- 

gitis is  a disease  of  extraordinary  vari- 
ability. The  organisms  are  uniformly 
extremely  penicillin-sensitive,  as  are  all 
strep,  pneumoniae,  but  mortality  varies 
between  13  and  60%  in  recent  series.' 
Some  of  the  features  associated  with 
poor  prognosis  are  listed  in  Table  1. 


~ Despite  a combination  of  alcoholism, 
stupor,  pneumonia  and  seizure  activity, 
our  first  patient  had  a remarkably  un- 
complicated course.  Approximately  25% 
of  patients  with  pneumococcal  menin- 
4 gitis  have  associated  pneumonia.-  The 
precipitating  event  in  such  cases  is  pre- 
sumably the  bacteremia  which  is  demon- 
strable in  about  half  of  patients  with 
meningitis.  However,  in  some  cases  the 
bacteremia  might  be  secondary  to  the 
meningitis  rather  than  vice  versa.  This 
has  been  established  in  40%  of  dogs 
given  experimental  pneumococcal  men- 
ingitis by  intrathecal  innoculation.  ' 

Local  abnormalities  (trauma,  otitis 
media,  sinus  or  mastoid  disease,  or  CSF 
leak)  constitute  the  other  major  predis- 
position to  pneumococcal  meningitis. 
Case  2 illustrates  the  long  interval  which 
can  occur  between  separate  episodes  of 
recurrent  bacterial  meningitis.  Recur- 
rence of  the  CSF  rhinorrhea  after  so  long 
a normal  period  without  additional 
trauma  is  unusual  but  is  occasionally 
seen.^  This  pxissibility  can’t  be  ruled  out 
by  the  failure  of  CSF  radiolabel  to  ap- 
pear in  the  patient’s  anterior  nares  be- 
cause the  leakage  can  be  intermittent. 
Sometimes  the  episode  of  acute  menin- 
gitis apparently  leads  to  the  sealing  of 
the  CSF  leak.  When  the  leak  psersists, 
reparative  surgery  is  often  necessary  to 
correct  the  defect.  Occasionally,  when 
there  are  repeated  episodes  of  bacterial 
meningitis,  CSF  leakage,  although  sus- 
pected, cannot  be  confirmed.  Surgical 
repair  in  such  an  instance  is  impossible 


FACTORS  ASSOCIATED  WITH  POOR  PROGNOSIS 


1.  Seizures 

2.  Coma 

3.  Major  Neurologic  Dysfunction 

4.  Low  CSF  Leukocytes  in  Advanced  Disease 

5.  High  Polysaccharide  Antigen 

6.  Fulminant  Course 

7.  Delay  Prior  to  Onset  of  Treatment 

8.  Associated  Disease  (eg.  Pneumonia) 

9.  Bacteremia 
10.  Advanced  Age 

Table  1:  Features  Associated  with  a Poor  Prognosis  in  Pneumococcal  Meningitis. 
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since  there  is  no  anatomical  localization. 
The  remarkable  capability  of  patients 
to  withstand  repeated  episodes  of  men- 
ingitis is  demonstrated  by  one  22-year- 
old  patient  who  survived  11  episodes  of 
pneumococcal  meningitis  without  neuro- 
logical residua.® 

Prophylactic  antibiotics  have  been 
recommended  following  skull  fracture.*^ 
Others^  have  criticized  this  practice 
pointing  out  the  absence  of  any  con- 
trolled study  to  confirm  its  value.  The 
most  dramatic  example  of  the  harmful 
potential  inherent  in  extensive  prophy- 
lactic antibiotic  usage  is  the  report  by 
Price  and  Sleigh."  An  epidemic  of  klebsi- 
ella  aerogenes  infections  abruptly  ter- 
minated coincident  with  the  discon- 
tinuation of  the  heavy  prophylactic  use 
of  ampicillin  in  a neurosurgical  inten- 
sive care  unit. 

A prolonged  duration  of  illness  prior 
to  hospitalization  is  often  associated 
with  unfavorable  outcome.  Some  au- 
thors have  found  that  those  patients 
with  the  shortest,  most  rapidly  progres- 
sive courses  fare  worst.'  These  observa- 
tions are  not  necessarily  mutually  ex- 
clusive. Both  are  likely  to  be  correct  in 
that  they  implicate  the  hazard  of  delayed 
therapy,  on  one  hand,  and  the  potential 
for  the  pneumococcus  to  cause  fulminant 
sepsis  on  the  other.  The  local  suppura- 
tive complications  leading  to  focal  neuro- 
logic deficit  and  seizures  are  probably 
more  likely  to  develop  in  a patient  with 
a slowly  advancing  indolent  disease 
course.  On  the  other  hand,  explosive 
and  rapidly  progressive  pneumococcal 
disease  is  seen  in  situations  with  im- 
munological impairment  such  as  hypo- 
gammaglobulinemia and  splenectomy. 
Splenic  dysfunction  due  to  sickle  cell 
disease  only  partially  explains  the  poor 
outlook  of  the  black  patients  with  ra- 
pidly progressive  disease  reported  by 
Baird'  since  only  57c  of  their  black  pa- 
tients had  the  sickle  cell  abnormality. 

One  of  the  most  interesting  observa- 
tions in  the  Baird  study  is  the  fact  that 
mortality  for  patients  treated  with  peni- 
cillin and  chloramphenicol  concurrently 
was  exactly  the  same  as  that  with  peni- 
cillin alone:  427c . For  years  since  Lepper 
and  Dowling"  showed  in  1951  that  mor- 
tality in  their  combination  therapy 
group  (penicillin  plus  tetracycline)  was 
twice  that  with  penicillin  alone,  there 
has  been  reluctance  to  use  a bacterio- 
static drug  (such  as  chloramphenicol) 
and  a bactericidal  drug  (penicillin)  to- 
gether. This  is  not  a major  issue  in  a case 
as  obvious  as  our  case  1.  However,  in  a 
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patient  with  a negative  CSF  Gram  smear 
such  as  case  2 or  particularly  in  a child 
with  possible  hemophilus  influenzae 
meningitis  this  is  of  potential  concern. 
The  increasing  frequency  of  ampicillin- 
resistant,  type  B h.  influenzae  has  led 
many  pediatricians  to  start  therapy  with 
chloramphenicol  and  ampicillin  pending 
cultural  confirmation  and  antibiotic 
sensitivity  from  the  microbiology  lab- 
oratory. The  cautions  regarding  com- 
bination cidal  and  static  drug  therapy 
raised  by  Lepper  and  Dowling  and  sub- 
sequently by  others'"  must  be  weighed 
against  the  newer  risk  of  ampicillin- 
resistant  h.  influenzae  meningitis.  In 
our  case  2,  once  there  was  cultural  con- 
firmation of  strep,  pneumoniae,  it  would 
have  been  appropriate  to  discontinue 
ampicillin  in  favor  of  parenteral  peni- 
cillin G,  a drug  of  greater  efficacy  than 
ampicillin  against  sensitive  organisms. 

As  with  most  invasive  diagnostic  pro- 
cedures, lumbar  puncture  has  associated 
risk.  In  the  febrile,  obtunded  patient 
with  meningismus  and  without  papill- 
edema it  is  clear  that  LP  is  a critically 
important  test  to  be  done  as  quickly  as 
possible.  In  many  patients,  however,  the 
clinical  presentation  may  be  much  less 
characteristic,  particularly  in  older  pa- 
tients. Brain  scan,  computerized  axial 
tomography  and  cerebral  arteriography 
all  have  a place  in  an  individual  case  to 
rule  out  intra-cranial  mass  lesions  be- 
fore undertaking  LP.  If  so,  such  studies 
should  be  done  expeditiously  so  that  LP 
can  be  done  as  quickly  as  possible.  The 
exact  risk  of  herniation  as  a consequence 
of  LP  is  difficult  to  determine  but  it  has 
been  estimated  to  be  1-2%  in  the  pres- 
ence of  increased  intracranial  pressure 
from  all  causes."  Others  have  estimated 
the  risk  to  be  higher.'"  Herniation  as  a 
consequence  of  LP  is  reported  in  bac- 
terial meningitis.  Swartz  and  Dodge 
indicate  that  this  complication  occurred 
in  6 of  147  cases  of  h.  influenzae,  n.  men- 
ingitidis and  strep,  pneumoniae  menin- 
gitis." Whether  this  is  a true  cause  and 
effect  relationship  is  difficult  to  deter- 
mine, however,  since  cerebral  edema 
and  spontaneous  herniation  is  seen  in 
fatal  cases  of  meningitis  even  without 
lumbar  puncture.  The  highest  average 
opening  pressures  recorded  by  Swartz 
and  Dodge  were  in  their  group  of  pa- 
tients with  ultimately  fatal  pneumo- 
coccal meningitis. 

In  the  febrile  patient  with  headache, 
meningismus  and  fever,  brain  abscess 
would  be  the  major  alternative  diagnosis 
in  the  differential.  Brain  scan  is  the 


most  reliable  diagnostic  study  to  excluc 
this  possibility'"  and  this  should  be  dor 
on  an  emergency  basis  if  meningitis 
also  being  considered.  In  general,  ho\ 
ever,  the  rapid  onset  of  bacterial  me 
ingitis  is  sufficiently  characteristic  th 
it  is  unusual  that  LP  must  be  delayt 
pending  a brain  scan. 

On  occasion  a potentially  disastro' 
"middle  course”  is  pursued,  namely  ani| 
biotics  are  given  without  prior  LP  and 
brain  scan  is  scheduled  for  a more  col 
venient  later  time.  Sometimes  the  an 
biotic  dosage  is  small  or  an  inappropriai 
drug  such  as  cephalosporin'"  is  given  . 
further  compound  the  pi’oblem.  The  Cf! 
can  be  rendered  sterile  quickly  with  t‘ 
patient  on  antibiotics  and  an  LP  do  = 
then  can  fail  to  confirm  the  bacteri' 
diagnosis. 

If  available,  examination  of  the  Clj 
for  pneumococcal  polysaccharide  an; 
gen  can  be  very  helpful.  Tugwell  et  ■' 
found  this  determination  to  be  positij 
in  41  of  42  of  their  patients.  Moreov' 
8 of  10  patients  continued  to  be  positij 
when  checked  again  after  3 days  of  th. 
apy.  Several  authors  have  sought  to  i| 
this  test  as  a means  of  establishing! 
bacterial  diagnosis  in  partially  treal|| 
meningitis  with  comparable  result,! 
The  reliability  of  counterimmunoel 
tropboresis  for  detecting  pneumococt 
antigen  in  CSF  depends  in  large  part, 
the  quality  of  the  antisera  employ! 
Other  technical  details  of  the  test  pj 
cedure  are  also  important.  A laij 
amount  of  bacterial  antigen  and  la  | 
numbers  of  bacteria  in  the  CSF  are  p-i 
dictive  of  a bad  prognosis.'"  I 

Tbe  duration  of  antibiotic  therapy 
pneumococcal  meningitis  should  bej 
the  range  of  14  days  and  occasion^; 
longer  if  clinical  response  is  delayed 
fever  is  prolonged.  The  average  dose 
an  adult  would  be  4.0  million  units  | 
travenously  every  4 hours.  In 
penicillin-allergic  patient  the  alter 
tive  agent  is  chloramphenicol  1.0  gra 
IV  every  six  hours  initially  and  switcl 
to  oral  administration  when  the  pati 
can  tolerate  this. 

Permanent  neurologic  sequelae  ocj 
in  some  survivors  of  pneumococcal  mt 
ingitis."  Although  abnormalities  i| 
quently  disappear  during  therapy,  ' 
of  Tugwell  et  a/’s  42  patients  were  = 
with  neurologic  deficit  ranging  in 
verity  from  cranial  neuropathy  to  he 
plegia.  Eighth  nerve  impairment  I 
particular  has  been  recognized  as  j 
important  and  frequent  sequela  of  mJ 
ingitis.  Our  case  1 had  .several  featu^ 
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isociated  with  poor  outcome  lalcohol- 
m,  seizure  activity,  and  stupor)  but 
d very  well.  Our  case  2 did  well  as 
cpected. 

One  common  feature  in  these  two  very 
ssimilar  cases  was  that  both  were  ap- 
'oached  agressively  upon  admission 
ith  confirmation  of  the  diagnosis  and 
istitution  of  antibiotic  within  one  hour 
admission.  Brisk  diagnosis  and  ad- 
inistration  of  appropriate  antibiotic 
the  best  way  of  minimizing  the  dis- 
irbing  mortality  in  this  treatable 
sease. 
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ABSTRACT 

In  vitro  penicillin,  tetracycline  and 
spectinomycin  susceptibility  studies 
of  49  Tucson,  Arizona  isolates  of  Neis- 
seria gonorrhoeae  were  performed 
and  compared  to  results  obtained 
from  other  areas  of  the  country.  The 
distribution  of  penicillin  and  spectino- 
mycin susceptibility  results  was  com- 
parable to  other  areas  of  the  country, 
but  a larger  proportion  of  isolates 
showed  relative  increased  suscepti- 
bility to  tetracycline.  The  ranges  of 
minimum  inhibitory  concentrations 
(MICs)  for  penicillin  G,  tetracycline 
and  spectinomycin  were  0.006-1.6 
/ig/ml,  0.06-1.0  /4g/ml,  and  1.0-32 
/tg/ml  respectively.  Of  the  gonococcal 
isolates  12.5%  were  relatively  resis- 
tant to  penicillin  G with  MICs  ^ 0.5 
/xg/ml.  There  were  no  isolates  with 
relative  tetracycline  resistance  i.e. 
MIC  ^ 2 /(/g/ml.  A positive  correlation 
(r  = 0.73)  between  penicillin  and  tetra- 
cycline minimum  inhibitory  concen- 
trations was  also  observed. 

From:  Department  of  Pathology,  University  of 
Arizona,  Arizona  Health  Sciences  Center.  Tucson. 
Arizona  85724 


INTRODUCTION 

Since  the  advent  of  penicillin  G ther- 
apy for  gonorrhea,  there  has  been,  until 
recently,  a steady  increase  in  gonococcal 
resistance  to  penicillin  G,  thus  requiring 
higher  and  higher  doses  for  successful 
treatment.  The  same  trend  of  increasing 
gonococcal  resistance  had  also  been  de- 
scribed for  tetracycline.  Therefore,  there 
has  been  a great  deal  of  interest  in 
studying  the  in  vitro  antimicrobial  sus- 
ceptibility of  Neisseria  gonorrhoeae  to 
penicillin  tetracycline''”  and 

spectinomycin””  and  correlating  the 
antimicrobial  minimum  inhibitory  con- 
centrations of  infecting  organisms  to 
corresponding  antibiotic  treatment  re- 
sults." National  and  international 
geographical  variations  in  in  vitro  anti- 
microbial susceptibility  have  also  been 
described.'"’*’  The  present  study  was 
done  to  determine  the  pattern  of  in  vitro 
penicillin  G,  tetracycline  and  spectino- 
mycin susceptibility  of  N.  gonorrhoeae 
isolates  from  Tucson,  Arizona,  and  to 
compare  these  findings  with  results 
from  other  parts  of  the  country. 
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MATERIALS  AND  METHODS 

Bacteria.  Twenty  one  strains  of  N. 
gonorrhoeae  isolated  from  the  Arizona 
Health  Sciences  Center  (AHSC)  and  28 
strains  isolated  from  a local  federally 
funded  outpatient  gonorrhea  screening 
clinic  between  June  1973  and  January 
1975  were  studied.  All  isolates  were 
typical  oxidase  positive,  gram-negative 
diplococci  which  fermented  dextrose  but 
not  sucrose,  lactose  or  maltose.  No  in- 
formation regarding  symptomatology  of 
infected  patients  was  considered.  The 
isolates  were  stored  in  fetal  calf  serum 
at  — 70°C  until  susceptibility  testing 
was  performed. 

Antimicrobial  susceptibility  test- 
ing. Minimum  inhibitory  concentrations 
(MICs)  to  penicillin  G,  spectinomycin, 
and  tetracycline  were  determined  by  the 
agar  dilution  method.''’"’'  The  medium 
used  was  GC  agar  base  (Difco)  to  which 
was  added  a sterile,  chemically  defined 
supplement  supplied  by  Micro-Tech 
Diagnostics,  Inc.,  Tucson,  Arizona,  con- 
taining purines,  pyrimidines,  amino 
acids,  dextrose,  vitamin  B,;,,  co-carbox- 
ylase  and  DPN.  Stock  antibiotic  solu- 
tions were  prepared  in  distilled  water 
from  standard  powders  supplied  by  Eli 
Lilly  Co.  (penicillin  G)  and  Upjohn 
(spectinomycin  and  tetracycline),  di- 
luted to  an  activity  of  1280  ^g/ml  and 
stored  at  — 70°C.  For  testing  2-fold  di- 
lutions of  antibiotic  were  prepared  in 
Mueller-Hinton  (M-H)  broth  and  incor- 
porated into  the  enriched  GC  agar  pour 
plate  (20  ml  per  plate).  Penicillin  G, 
tetracycline  and  spectinomycin  were 
tested  in  dilutions  ranging  from  0.006- 
6.4  /xg/ml,  0.06-16.0  ^ig/ml,  and  1.0  to 
128  gg/ml  respectively. 

The  gonococcal  isolates  to  be  tested 
were  thawed,  plated  on  chocolate  agar 
and  incubated  in  3-5%  CO^  at  35°C  for 
18-24  hours.  Growth  from  the  plate  was 
suspended  in  M-H  broth,  agitated  on  a 
Vortex  mixer  and  adjusted  to  equal  a 
McFarland  0.5  turbidity  standard."" 
The  suspension  was  further  diluted  1:20 
in  M-H  broth  and  applied  to  the  surface 
of  the  plates  with  a Steers  replicating 
device""’  resulting  in  a final  estimated 
inoculum  of  5 X 10"  colony  forming 
units.  Using  the  replicator  24  different 
gonococci  and  one  Staphylococcus  con- 
trol were  inoculated  on  each  plate.  The 
plates  were  then  incubated  in  a candle 
jar  at  35°C  for  48  hours  before  reading. 
The  MIC  was  the  lowest  concentration 
of  antibiotic  that  gave  complete  inhibi- 
tion of  growth.  A faint  haze  due  to  inocu- 
lum or  a single  colony  was  ignored. 
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RESULTS 

The  results  of  the  gonoccal  suscepti- 
bility tests  are  seen  in  figures  1,2,  and  3. 
Minimum  inhibitory  concentrations 
ranged  from  0.006-1.6  /xg/ml  for  peni- 
cillin G (figure  1),  0.06  to  1.0  /ag/ml  for 
tetracycline  (figure  2),  and  1.0-32  p.g/ml 
for  spectinomycin  (figure  3).  Table  1 
shows  how  the  distribution  of  in  vitro 
antimicrobial  susceptibilities  of  Tucson 
isolates  to  penicillin  G,  tetracycline  and 
spectinomycin  compares  with  reported 
MICs  from  other  parts  of  the  country.'-’ 
There  was  a relatively  resistant  popula- 
tion (12.5%)  of  gonococcal  strains  with 
penicillin  MICs  > 0.5  /ag/ml  (table  1). 
No  isolate  had  a tetracycline  MIC  ^ 
2 Mg/ ml  and  30.4%  of  the  organisms 
had  a tetracycline  MIC  ^ 0.12  Mg/ ml 
(table  1).  All  but  one  organism  had  a 
spectinomycin  MIC  ranging  from  8-32 
Mg/ ml  with  83%  of  the  organisms  being 
inhibited  by  8 or  16  Mg/ml  (table  1). 
Isolates  from  AHSC  and  the  screening 
clinic  gave  similar  susceptibility  results 
with  all  three  antibiotics. 

All  six  N.  gonorrhoeae  isolates  with 
a penicillin  MIC  of  1.6  Mg/ ml  had  a tet- 
racycline MIC  of  1.0  Mg/ ml,  the  highest 
tetracycline  MIC  observed  in  the  study. 
Seven  additional  strains  had  tetracy- 
cline MICs  of  1.0  Mg/ml  with  corres- 
ponding penicilling  MICs  of  0.025  Mg/ ml 
(1  organism),  0.2  Mg/ml  (2  organisms) 
and  0.4  Mg/ml  (4  organisms).  Figure  4 
demonstrates  the  relationship  between 
penicillin  and  tetracycline  MICs,  and 
statistical  analysis  reveals  a positive 
correlation  coefficient  (r)  of  0.73.  Corre- 
lation coefficients  (r)  between  penicillin 
and  spectinomycin  MICs  and  between 
tetracycline  and  spectinomycin  MICs 
were  0.14  and  0.44  respectively. 


DISCUSSION 

Increasing  in  vitro  resistance  of  N. 
gonorrhoeae  to  penicillin  and  tetracy- 
cline has  been  demonstrated,'"-'"  but 
recently  this  trend  appears  to  have  pla- 
teaued  for  penicillin  and  reversed  for 
tetracycline.""  Treatment  failures  have 
also  been  correlated  with  increased  in 
vitro  resistance  to  penicillin,"’’"  ampi- 
cillin""  and  tetracycline  (single  dose 
regimen),'-'"  but  spectinomycin  treat- 
ment failures  do  not  correlate  with  in  vi- 
tro resistance  of  the  infecting  strain. 

In  1944,  shortly  after  the  advent  of 
penicillin  treatment  for  gonorrhea,  al- 
most all  strains  of  N.  gonorrhoeae  were 
inhibited  in  vitro  by  0.01  Mg/ ml  of  peni- 
cillin and  at  that  time  treatment  with 
500,000  units  of  penicillin  G resulted 
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Fig.  1.  Neisseria  Gonorrhoeae. 
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Fig.  2.  Neisseria  Gonorrhoeae. 
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Fig.  3.  Neisseria  Gonorrhoeae. 
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Fig.  4.  Neisseria  Gonorrhoeae. 


Fable  1.  Variation  in  susceptibility  of  Tucson  isolates  of  N.  gonorrhoeae  compared 
to  isolates  in  other  parts  of  the  United  States. 
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a 95%  cure  rate.'^’  In  a 1954  study  by 
ve  and  Finland""  the  maximum  con- 
itration  of  penicillin  required  to  in- 
jit  the  most  resistant  strains  of  gono- 
xi  was  0.06  /icg/ml.  Two  years  later 
ayer,  et.  a/."-'  showed  that  22%  of 
nococcal  isolates  tested  required  0.12 
/ml  of  penicillin  for  inhibition.  From 
55  to  1968  the  percentage  of  strains 
juiring  more  than  0.03  fJig/m\  of  peni- 
lin  to  inhibit  in  vitro  growth  increased 
'm  0.6%  to  65%,  and  from  1965  to  1968 
i percentage  of  strains  requiring  more 
an  0.3  p-g/ml  of  penicillin  for  inhibi- 
|0  rose  from  5%  to  14%.'^'  Recently 
ere  have  been  reports  of  penicillinase 
oducing  penicillin  resistant  gono- 
:ci"'*’"'  with  in  vitro  penicillin  MICs 
nging  from  0.5  /ag/ml  to  128  Mg/ml 
■pending  on  the  number  of  bacterial 
11s  in  the  inoculum."  *' 

A 15  year  prospective  study  of  intra- 
ascular  procaine  penicillin  treatment 
4 million  units  for  men;  4.8  million 
lits  lor  women)  of  uncomplicated  gon- 
Irhea  with  and  without  probenecid 
fvealed  failure  rates  of  1.8%  and  15.4% 

• men  and  3.7%  and  10.4%  for  wo- 
en.‘"  In  this  same  study  isolates  from 
eatment  failure  cases  had  significantly 
gher  in  vitro  penicillin  MICs  than  iso- 
xs  from  the  entire  study  population, 
recent  study  by  Kauffman  et. 
vealed  an  overall  3 to  7 day  treatment 
ilure  rate  of  uncomplicated  gonorrhea 
ith  recommended  doses"®’  of  aqueous 
ocaine  penicillin  G and  probenecid, 
ectinomycin,  tetracycline  and  ampi- 
llin  of  3.2%,  5.2%,  3.8%  and  8.2%  re- 
ectively. 

Again  in  a recent  study  by  Jaffe  et. 

penicillin  treatment  failure  corre- 
ted  with  increased  in  vitro  resistance 
the  infecting  organism  to  penicillin, 
lere  was  a 13.5%  penicillin  (in  recom- 
ended  doses  with  probenecid)  failure 
te  when  the  penicillin  MIC  of  the  in- 
cting  organism  was  1.0  p.g/ml  or 
eater.  Ampicillin  treatment  failure 
as  also  shown  to  correlate  with  in- 
eased  in  vitro  resistance  of  the  infect- 
g organism  to  both  ampicillin  and 
.‘nicillin.  There  was  approximately  a 


19%  ampicillin  treatment  failure  rate 
when  the  ampicillin  MIC  of  the  infecting 
organism  was  0.5  /ag/ml  or  greater,  and 
approximately  an  18%  ampicillin  treat- 
ment failure  rate  when  the  penicillin 
MIC  was  1.0  /iig/ml  or  greater. 

In  this  same  study''^’  there  were  too 
few  tetracycline  treatment  failures  for 
significant  correlation  studies,  and, 
similar  to  previous  experience,  there 
was  no  correlation  between  spectino- 
mycin  treatment  results  and  in  vitro 
susceptibility  studies  of  the  infecting 
organisms. 

The  in  vitro  penicillin  G and  spectino- 
mycin  susceptibility  results  of  Tucson 
gonococcal  isolates  are  comparable  to 
those  from  other  parts  of  the  country 
(Table  1).  However,  a larger  proportion 
of  Tucson  isolates  were  inhibited  in  vitro 
by  small  concentrations  (^  0.12  /ag/ml) 
of  tetracycline  (Table  1),  implying  a 
population  of  gonococcal  isolates  with 
relative  increased  susceptibility  to  tet- 
racycline. This  may  reflect  the  recent 
trend  of  decreasing  in  vitro  resistance 
to  tetracycline,"’’  but  previous  local  anti- 
microbial studies  are  not  available  for 
comparison.  The  therapeutic  signifi- 
cance of  this  finding  is  unknown. 

As  reported  previously,'®’"’  the  pres- 
ent study  demonstrates  a positive  cor- 
relation between  MICs  of  penicillin  G 
and  MICs  of  tetracycline.  The  therapeu- 
tic significance  of  these  findings  is  un- 
known since  there  were  no  isolates  with 
relative  tetracycline  resistance  (MIC 
2p.g/ml).'^’  In  addition,  infections  caused 
by  such  isolates  that  might  prove  rela- 
tively resistant  to  tetracycline  in  vitro 
are  apparently  effectively  treated  by  the 
recommended'’®’  five  day  course  of  oral 
tetracycline."’'’’ 

Testing  for  penicillinase  production 
was  not  done.  However,  penicillinase 
producing  strains  with  the  inoculum 
size  used  in  this  study  would  be  expected 
to  have  much  higher  penicillin  MICs 
than  were  observed.  Therefore,  it  seems 
unlikely  that  any  of  the  isolates  pro- 
duced penicillinase.  Neither  the  location 
of  a military  base  in  Tucson  nor  the 
proximity  to  Mexico  seemed  to  exert  any 


significant  adverse  effect  in  terms  of 
increasing  the  proportion  of  gonococcal 
isolates  with  relative  resistance  to 
penicillin. 

In  summary,  the  in  vitro  susceptibility 
of  Tucson  gonococcal  isolates  to  peni- 
cillin G and  spectinomycin  are  compar- 
able to  other  regions  of  the  country,  but 
there  is  a larger  population  of  isolates 
with  relative  increased  susceptibility 
to  tetracycline.  A positive  correlation 
between  penicillin  G and  tetracycline 
MICs  was  observed.  The  therapeutic 
significance  of  these  findings  is  dis- 
cussed. 
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ABSTRACT 

Factor  VIII  anticoagulants  occur  in  a 
significant  number  of  severe  classical 
hemophiliac  patients.  In  that  factor 
VIII  replacement  may  compound  the 
problem  by  raising  the  inhibitor  level, 
the  recent  advent  of  using  activated 
prothrombin  complex  has  been  intro- 
duced. This  report  will  show  the  suc- 
cessful use  of  one  of  the  prothrombin 
concentrates  to  manage  the  bleeding 
episodes  in  a severe  classical  hemo- 
philic patient  known  to  have  factor  VIII 
inhibitor  for  two  years. 


INTRODUCTION 

Factor  VIII  inhibitors  have  been  noted 
in  4 to  21%  of  patients  with  classical 
hemophilia."  - -• The  administration 
of  high  or  low  dose  factor  VIII  containing 
blood  products  will  generally  lead  to 
heightened  antibody  titers  within  five 
to  twelve  days  which  precludes  their 
effectiveness  in  the  therapy  of  these  pa- 
tients."-Exchange  transfusions, 
plasmaphoresis,  and  immunosuppres- 
sive therapy  with  cytotoxic  drugs  have 
all  been  attempted  but  have  limited 
value  in  lowering  the  factor  VIII  anti- 
body titers  and  in  controlling  bleeding 
episodes."  - --  -'- 

In  1972  Fekete,  et  al  described  a new 
approach  to  the  control  of  bleeding  in 
this  clinical  setting  by  administering 
"activated  prothrombin  complex.”"'  Two 
years  later,  Kurczynski  and  Penner 
successfully  managed  eight  patients 
with  factor  VIII  inhibitors  using  a simi- 
lar preparation.'"’  In  1976,  Abildgaard 
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and  Britton,  et  al  reported  prompt  con- 
trol of  64  bleeding  episodes  in  five  hemo- 
philic patients  with  factor  VIII  inhibitors 
with  the  use  of  prothrombin  complex 
concentrate. 

The  purpxjse  of  this  report  is  to  show 
our  experience  with  a patient  with  clas- 
sical hemophilia  known  to  have  a factor 
VIII  inhibitor  for  approximately  two 
years.  He  has  received  24  infusions  of  a 
prothrombin  complex  and  the  data  will 
show  that  the  bleeding  episodes  could  be 
successfully  controlled  by  this  treat- 
ment and  that  no  complications  have 
occurred. 

CASE  REPORT 

The  patient  is  a 10 '/a  year  old  Mexican 
American  male  known  to  have  severe 
classical  hemophilia  (Hemophilia  A, 
factor  VIII  deficiency).  His  previous 
bleeding  episodes  responded  well  to 
factor  VIII  replacement  therapy  until 
at  the  age  of  eight  years  it  was  neces- 
sary to  hospitalize  him  for  an  unrespon- 
sive hemarthrosis  of  the  left  elbow.  Ra- 
diographs at  that  time  revealed  no  evi- 
dence of  a fracture.  An  inhibitor  test 
showed  the  presence  of  a factor  VIII 
anticoagulant  in  his  plasma.  The  hemar- 
throsis was  treated  successfully  with  the 
infusion  of  Kouyne  (Cutter  Lab).  Over 
the  ensuing  two  years,  he  has  been 
treated  for  24  different  bleeding  episodes 
with  variable  therapeutic  responses. 

At  9‘/2  years  of  age,  the  patient  was 
admitted  to  the  University  Hospital 
for  elective  dental  extraction  of  four 
carious  teeth.  In  preparation  for  the 
surgery,  he  was  begun  on  epsilon  amino- 
caproic  acid  p.o.  as  previously  report- 
ed.""- "'  He  received  factor  VIII  replace- 
ment therapy  before  and  after  the  oral 
surgery  but  despite  these  efforts  active 
bleeding  from  all  four  extraction  sites 
continued.  However,  when  Konyne 
was  added  adequate  hemostasis  was 


achieved,  bleeding  stopped,  and  tl 
wounds  healed.  It  is  of  note  that  durit 
the  simultaneous  use  of  Konyne,  Hem 
phil  and  Amicar,  no  complications  we- 
noted. 

At  no  time  during  the  treatme 
course  has  this  patient  manifested  ai 
of  the  side  effects  from  prothrombin  coi, 
plex  replacement  therapy,  i.e.,  headach 
flushing,  hepatitis,  or  evidence  of  intr 
vascular  thrombosis.  To  date,  he  h 
received  27  separate  prothrombin  coi| 
plex  infusions  equivalent  to  355, 0( 
units  of  factor  IX.  His  only  major  cor! 
plication  has  been  the  development  ^ 
bilateral  knee  flexion  contractures  wi, 
subluxation  due  to  frequent  and  ofh 
slowly  resolving  closed  space  heme, 
rhage. 

METHODS 

Platelet  poor  plasma  was  obtained 
anticoagulating  nine  volumes  of  fre 
whole  blood  with  one  volume  sodiu 
citrate-citric  acid  anticoagulant.  T 
anticoagulated  whole  blood  was  cent 
fuged  at  8,000  rpm  for  20  minutes 
4°C."“'  The  resultant  platelet  po 
plasma  was  removed,  aliquoted,  ai 
frozen  for  subsequent  testing.  The  tes 
performed  on  platelet  poor  plasma  we 
(1)  activated  partial  thromboplast 
time;"-'  (2)  factor  VIII  assay,"-’  and;  ( 
qualitative  and  quantitative  estimatii 
of  circulating  anticoagulant.'"-"' 

The  technique  used  for  the  qualitatil 
determination  of  the  inhibitor  was 
follows: 

The  partial  thromboplastin  time  w 
performed  on  normal  platelet  po 
plasma  and  on  patient  platelet  po 
plasma.  Following  this  a mixture  of  nc 
mal  and  platelet  poor  plasma  was  ma 
and  the  partial  thromboplastin  tii 
performed  on  this  mixture  at  vario 
time  intervals,  at  37°C.  The  presence 
the  inhibitor  was  detected  when  tl 
resultant  PTT  of  the  mixture  was  pi 
longed  rather  than  shortened  as  coi 
pared  to  a normal  control.  For  the  qua 
titative  determination  of  the  inhibit! 
varying  units  of  factor  VIII  were  add 
to  patient  plasma  and  the  effect  on  t 
PTT  noted  after  a 60  minute  incubati( 
at  37“C. 

RESULTS 

Qualitative  test  for  factor  VIII  i 
hibitor.  As  can  be  seen  from  Table 
patient  plasma  mixed  with  norin 
plasma  and  incubated  for  60  minut 
demonstrated  a prolonged  partial  throi 
boplastin  time.  Normally  a patient  w 
has  a deficiency  in  a factor  has  corn 
tion  of  the  PTT  with  no  significant  pi 
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TABLE  1 


eeninj;  Test  for  Presence  of  Inhi'uitor 


Partial  Thromboplastin 
Time  (secs) 


0 min.* 

60  min 

'atient  Plasma 

64 

74 

Control  Plasma 

32 

43 

factor  VIII 
leficient  plasma 
Without 
nhibitor) 

70 

75 

LVlixture  (Patient 
f Control) 

43 

57 

) Mixture  (Factor 
ylll  deficient 
ylasma  without 
Inhibitor  -I- 
Uontrol) 

38 

42 

'|asmas  incubated  in  37°C  waterbath  for  0 
d 1 60  minutes  then  PTT  performed. 

lilgation  after  60  minute  incubations, 
lese  results  suggested  that  an  anti- 
:igulant  existed  in  the  patient  which 
v s directed  against  a clotting  factor. 

. Quantitative  determinations.  Puri- 


11  human  factor  VIII  is  added  to  the  pa- 
tnt’s  plasma,  incubated  for  60  minutes 
U the  PTT  performed  at  the  end  of  the 
jcubation.  Inhibitor  level  is  shown  on 


3ble  2 as  the  number  of  factor  VIII 


Kits  needed  to  allow  a normal  PTT.  As 

I 


Table  2 

\ Inhibitor  Levels  (units/ml  plasma) 


urified  factor  VIII  added  to  patients  plasma, 
I ubated  for  60  minutes  at  37°C,  and  PTT 
i formed.  The  inhibitor  level  is  expressed  as 
l it  amount  of  factor  VIII  necessary  to  pro- 
j:e  a normal  PTT.) 

i )ate  Inhibitor  Level  Remarks 


:/  4/71 

0 

U 20/75 

4 

{■'  3/75 

4 

;/  8/75 

4 

1'  4/75 

8 

Pre-Konyne 

8 

Post-Konyne 

K' 19/76 

4 

1/  4/76 

0 

Cryoppt  Given 

1/18/76 

16 

1/12/77 

8 

In  be  seen,  the  inhibitor  level  ranged 
ftween  4 and  16  units  per  ml  of  plasma. 

is  interesting  to  note  that  at  one  time, 
j hen  the  level  was  0,  it  rose  significantly 
^16  units  per  ml  two  weeks  after  re- 
-;posure  to  factor  VIII  by  the  adminis- 
jation  of  cryoprecipitate. 
j Dental  extraction;  Effect  of  pro- 
firombin  complex  infusion.  The 
[feet  of  factor  VIII  and  prothrombin 
i mplex  infusion  in  the  patient  after 
idergoing  dental  extraction  is  shown 
\ Table  3.  The  inhibitor  was  present 
his  blood  throughout  the  test  period, 
s can  be  seen  with  factor  VIII  infusion. 


Table  3 

Dental  Extraction:  Effect  of 
Prothrombin  Complex  Infusion 

HOSPITAL  DAY 

MATERIALS  USED  1 2 3 4 5 6 7 8 

Factor  VIII  O-f^OOOOOO 

Prothrombin  Complex  0 0 0-t--t--(--l--l- 
EACA  -i- 

Bleeding  Present  0-)--l--)-0000 

EACA  (Episolon  aminocaproic  acid, 

100  mg/kg  q 6 H p.o.) 

Factor  VIII  (50  units/kg  IV) 

Prothrombin  complex 
(50  units  factor  IX/kg  IV) 

adequate  hemostasis  could  not  be 
achieved.  However,  subsequent  to  the 
prothrombin  complex  infusion,  the  bleed- 
ing stopped  and  the  patient’s  wounds 
healed  without  complication. 

Patient’s  clinical  response  to  re- 
placement therapy.  A summary  of  the 
patient’s  overall  clinical  response  to 
either  factor  VIII  replacement  or  pro- 
thrombin complex  infusions  is  shown  on 
Table  4.  With  factor  VIII  infusion,  he 
responded  5 of  13  times  or  39%  of  the 
time,  whereas  with  the  use  of  prothrom- 
bin complex  he  had  a definite  clinical 
response  in  13  of  19  infusions  or  69%. 

Table  4 

Clinical  Response  with  either  Factor  VIII 
or  Prothrombin  Complex  Replacement 
Therapy  in  Patient  with  Inhibitor 

F'actor  Prothrombin 


Bleeding  Site 

VIII 

Complex 

Elbow  (Lf) 

8 

1/4 

5/6 

Ankle  (Lf) 

8 

314 

2/4 

Ankle  (Rt)  / 

Knee  (Lf)  \ 

A 

3/5 

Knee  (Rt)  / 

MP  joint 

2 

1/2 

1/1 

Thigh  hematoma 

1 

1/1 

Tooth  extract. 

1 

0/3 

1/2 

24 

5/13 

13/19 

DISCUSSION 

Acquired  circulating  anticoagulants 
are  pathological  substances  found  in  the 
blood  which  are  directed  against  clotting 
factors  or  their  reactions."  ■ In 

1941,  a hemophilic  with  an  inhibitor  was 
reported  for  tbe  first  time."'”  In  1967, 
Shapiro  classified  the  factor  VIII  in- 
hibitors in  four  known  clinical  states: 
classical  bemophilia;  post-partal  fe- 
males; patients  with  various  immuno- 
logic disorders;  older  patients  in  ap- 
parent good  health."^’  Practically  all 
the  factor  VIII  antibodies  studied  in  chil- 
dren have  been  found  in  classical  hemo- 
philics. 

The  incidence  of  hemophilic  patients 
with  inhibitors  to  factor  VIII  ranges 
from  4 to  21%."' Almost  all  of 


these  patients  appear  to  have  severe  de- 
ficiency although  man>  series  included 
patients  in  whom  factor  VIII  levels  were 
not  measured."'  A number  of  investiga- 
tors have  shown  that  uhese  inhibitors 
tend  to  show  species  specificity,  human 
factor  VIII  being  neutralized  to  a greater 
extent  than  factor  VIII  of  bovine  or  por- 
cine origin."- This  has  therapeutic 
implications  since  hemophilics  with 
inhibitors  have  been  successfully  man- 
aged with  bovine  or  porcine  factor  VIII, 
but  such  treatment  is  limited  due  to  the 
development  of  antibodies  to  infused 
animal  protein.  Wby  patients  with  clas- 
sical hemophilia  develop  inhibitors  is 
not  known.  Investigators  in  the  field 
suggest  that  at  least  three  theories  are 
tenable:  (1)  the  intensity  of  exposure  to 
the  deficient  clotting  factor;  (2)  the 
presence  or  absence  of  immunoreactive 
factor  VIII  in  their  plasma,  or;  (3)  the 
result  of  genetic  polymorphism  for  nor- 
mal human  factor  VIII."*  It  is  known 
that  the  factor  VIII  inhibitor  is  a 7S 
gammaglobulin,  that  the  reaction  be- 
tween the  factor  and  the  antibody  is 
time  dependent,  and  that  in  the  absence 
of  continual  antigenic  stimulation,  the 
level  falls  slowly  to  pre-infusion  levels 
only  to  reappear  with  exposure  to  the 
antigen  similar  to  the  secondary  re- 
sponse one  finds  in  re-exposure  to  an 
antigen."- These  data  have  been  in- 
terpreted to  suggest  that  this  is  a clas- 
sical antigen  antibody  set  up  and  it  bas 
been  suggested  that  patients  with  factor 
VIII  inhibitors  should  be  transfused 
cautiously  because  of  tbe  stimulatory 
effect  factor  VIII  antigen  has  on  anti- 
body production.  Previous  therapeutic 
regimens  have  been  directed  at  either 
overwhelming  the  inhibitor  with  mas- 
sive infusions  of  factor  VIII  coagulant 
activity  or  attempting  to  lower  the  anti- 
body concentration  by  various  means. 
All  these  have  met  with  unsatisfactory 
therapeutic  results.  Since  the  partial 
thromboplastin  time  of  patients  with 
classical  hemophilia  could  be  shortened 
with  prothrombin  complex  concentrates, 
this  suggested  that  it  may  be  beneficial 
in  treating  those  patients  with  circulat- 
ing anticoagulants.  It  is  known  that 
these  reagents  contain  coagulation 
factors  II,  VII,  IX,  and  X in  addition  to 
activated  intermediate  products."^*  In 
1972,  this  approach  was  reported  by 
Fekete,  et  alP'  and  has  subsequently 
been  confirmed  by  other  investigators. 
Our  study  similarly  shows  the  efficacy 
of  such  replacement  therapy  in  a patient 
with  known  inhibitor  to  factor  VIII. 
However,  tbe  active  principle  or  prin- 
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ciples  in  these  concentrates  is  still  not 
known  and  is  presently  being  investi- 
gated. The  guidelines  for  dosage  used  is 
comparable  to  the  unit  of  factor  IX  that 
one  would  administer  to  factor  IX  de- 
ficient hemophilics.'*’  By  following  this 
approach,  the  patient  in  this  report  dem- 
onstrated clinical  responsiveness  and  a 
decrease  in  factor  VIII  circulating  anti- 
coagulant levels. 

He  also  demonstrates  that  despite  the 
low  incidence  of  inhibitors  in  the  hemo- 
philic population  at  large,  periodic 
screening  approximately  once  a year 
should  be  accomplished.  Before  elective 
surgical  procedures,  dental  extractions, 
or  when  bleeding  episodes  are  unrespon- 
sive to  proper  replacement  transfusion 
therapy,  screening  for  an  inhibitor  is 
mandatory. 
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Arizona  Experience 
in  Cytogenetics 
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Harlan  R.  Giles,  M.D. 

Iris  C.  Veomett,  B.A. 

M.  Wayne  Heine,  M.D. 

Linda  C.  Norris,  B.S. 

A laboratory’s  experience  in  medi- 
cal cytogenetics  is  summarized.  New 
developments  have  added  precision 
in  recognition  and  identification  of 
chromosome  abnormalities.  The  im- 
pact of  the  changes  is  discussed. 

Introduction: 

The  purpose  of  this  review  is  to  relate 
our  five  year  cytogenetics  experience 
which  was  initiated  shortly  after  the 
opening  of  University  Hospital.  It  was 
soon  recognized  that  a small  volume  of 
case  analyses  could  not  justify  dedicated 
personnel  and  equipment  necessary  to 
keep  abreast  of  advances  in  the  field, 
so  a move  toward  regionalization  was 
undertaken  through  pooling  of  experi- 
enced workers.  Regionalization  largely 
applies  to  the  Tucson  area,  although 
study  requests  are  received  from 
throughout  the  state  as  well  as  other 
states.  Through  regionalization  a size- 
able and  instructive  experience  was 
developed.  It  should  be  understood  that 
this  experience  does  not  represent  the 
totality  of  cytogenetics  in  Arizona. 

In  the  past  five  years  medicine  has 
witnessed  rapid  technical  advances  in 
chromosome  analysis.  Prior  to  1972  the 
standard,  conventional  method  of  study 
allowed  recognition  of  chromosome  error 
syndromes  slightly  in  excess  of  a dozen. 
These  included  the  classic  trisomies 
(Down’s  trisomy  G,  trisomy  D and  tri- 
somy E),  numerical  abnormalities  of 
sex  chromosomes  (Turner’s  and  Kline- 
felter’s), as  well  as  a few  substantial 
structural  abnormalities  (cat-cry  syn- 
drome, B short  arm  deletion;  and  Phila- 
delphia chromosome,  G long  arm  dele- 
tion). Figure  1,  A illustrates  a standard 
karyogram  which  permits  recognition 
of  only  seven  groups  of  chromosomes  A 
through  G based  upon  chromosome  size 
and  location  of  point  of  attachment 
(centromere)  of  the  replicated  units. 
The  only  method  available  for  subclas- 
sification within  groups  of  chromosomes 
was  autoradiography,  whereby  the 
timing  of  replication  served  to  distin- 
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Figure  1:  A is  standard  karyogram  ol 
normal  male  (46,  XY).  The  seven  grou 
of  chromosomes  A through  G cannot  < 
further  defined.  ; 

guish  chromosome  pairs  which  othi' 
wise  were  structurally  similar.  Tf 
technique  is  time  consuming  and 
mains  a research  tool  rather  than' 
routine  procedure.  Chromosome  ana 
sis  prior  to  1970’s  was  not  very  precisi 
In  about  1972  several  new  staini 
techniques  became  available.’  * The  n 
techniques  provide  distinctive  char, 
terization  of  each  homologue  pair ' 
chromosomes  — one  from  each  pare 
Generally  referred  to  as  "bandin 
the  stained  preparations  fingerpr 
each  of  the  chromosome  homologues 
revealing  structural  conformations  i 
apparent  in  standard  preparations.  Ej 
of  the  22  pairs  of  autosomes  and  the  t 
sex  chromosomes  have  a distinct 
banded  structure,  and  this  banding  p 
tern  is  identical  one  person  to  anothi 
Not  only  is  numerical  identification 
homologue  chromosomes  achieved,  ij 
subtle  structural  abnormalities  can  i 
recognized.  Figure  1,  B is  a karyogr"? 
illustrating  the  application  of  a wid 
used  banding  technique.  | 

Discussion: 


Our  experience  in  diagnostic  c\ 
genetics  during  the  past  five  years 
fleets  the  impact  of  the  new  technolc 
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B is  Giemsa-trypsin  banded  karyograi ' 
a normal  female  (46, XX).  Each  homolc_i^ 
pair  and  the  sex  chromosomes  car  'A 
numerically  distinguished.  ! 
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ible  1 summarizes  the  case  studies  from 
^72  through  1976.  Culturing  of  periph- 
jal  hlcK)d  lymphocytes  and  inducing 
itogenesis  for  chromosome  study  re- 
lives the  major  emphasis  in  cytogenet- 
; Intrapartum  fetal  chromosome  anal- 
■is  is  gaining  wide  application.  Search 
the  Philadelphia  chromosome  I partial 
( letion  of  long  arm  of  number  22)  is 
fiportant  in  myeloproliferative  dis- 
iders.  Miscellaneous  tissues  occasion- 
Jy  subjected  to  study  include  skin, 
ijnads,  neoplasms  and  abortuses.  "Se- 
(lential  and  combination”  specimens 
Ter  to  repeated  studies  of  a single  or 
.ultiple  tissues,  the  latter  in  search  for 
Ipsaicism  (occurrence  of  more  than  one 
.» romosome  complement  in  an  indi- 
■jiual)  which  may  not  be  revealed  in 
iddy  of  a single  cell  line. 

|The  results  listed  in  Table  I deserve 
(jmment.  Culture  failures  are  in  part  a 
Jjiction  of  technical  expertise;  as  our 
ijperience  grew,  the  percentage  of 
Ipures  dimished.  Some  culture  fail- 
iies  remain  in  instances  of  immuno- 
( ficiency,  contaminated  specimens 
|g.,  abortuses),  and  otherwise  unsatis- 
Ttory  specimens. 

. The  ratio  of  abnormal  karyotypes  de- 
J 'ted  means  little  since  there  is  a con- 
illerable  degree  of  selection  for  study, 
jl  )wever,  most  important  is  the  number 
» cases  diagnosed  by  the  new  staining 
i .'hniques  (numbers  in  brackets).  In  the 
l e year  period  22%  of  abnormal  cases 
f >re  either  partially  or  totally  dependent 
lion  banding  for  recognition  or  precise 
j3ntification. 

; Table  II  provides  data  during  1976. 
Idications  for  study  include  the  oc- 
( rrence  of  a series  of  phenotypic  and 
ix-related  abnormalities  for  which 
l.romosome  abnormalities  may  rea- 
iriably  be  considered  causative  or  as- 
K'iated.  A second  major  indication  is 
♦ at  in  search  for  balanced  carriers  in 
jle  patient’s  pedigree  for  purposes  of 
i|  netic  counseling.  Such  carriers  of 

! romosome  translocations  are  usually 
lenotypically  normal  themselves,  but 
rry  a risk  for  transmitting  an  unbal- 
feiced  chromosome  complement  to  their 


: ogeny. 

ilNoteworthy  in  the  1976  summary  is 
fe  culture  success  rate  for  amniotic 
( lid  specimens  which  is  higher  than  the 
itional  experience  — a credit  to  the 
‘chnical  staff."’ 

In  Table  III  the  chromosome  abnor- 
alities  are  listed  for  the  five  year  study, 
irt  A consists  of  autosomal  abnormali- 
. s.  Part  B sex  chromosome  errors  and 


TABLE  I: 

ANNUAL 

SUMMARIES 

1972 

1973 

1974 

1975 

1976 

A. 

Specimen 

1.  Peripheral  blood 

184 

153 

122 

217 

2.38 

2 Amniotic  fluid 

9 

26 

65 

120 

3.  Philadelphia  iBM  & PBi 

7 

11 

23 

37 

38 

4.  Misc.  tissue 

4 

8 

11 

16 

13 

5.  Sequential  and  combination 

10 

6 

54 

TOTAL 

195 

181 

192 

341 

463 

B. 

Result 

1.  Culture  failure  (initial) 

23 

5 

8 

16 

12 

2.  Abnormality  total  & (banded) 

25 

26i6) 

37(5) 

81(28) 

70(16) 

3.  Normal 

147 

150 

137 

238 

327 

TOTAL 

195 

181 

182 

335 

409 

miscellaneous  conditions.  In  A the  ab-  states  and  variants.  Some  of  the  new- 


normal  chromosome  is  identified  nu- 
merically. If  the  abnormality  is  re- 
stricted to  short  arms  or  to  long  arms, 
the  symbol  p or  q is  used,  respectively. 
The  symbol  t refers  to  a translocation 
chromosome;  the  brackets  define  the 
translocated  chromosome’s  composition; 
and  t numbers  without  brackets  refer 
to  receptor  translocation  chromosomes. 


abnormalities  have  been  recognized  as 
accepted  syndromes  (eg.,  partial  tri- 
somy 9,  and  13  long  arm  deletion).*^ 
Others  are  one  or  few  of  a kind  (e.g.,  2 
long  arm  trisomy,  and  isochromosome 
long  arm  18).  The  horizons  of  medical 
cytogenetics  have  expanded  widely 
and  rapidly. 

The  significance  of  the  new  techniques 


TABLE  II:  1976  SUMMARY 


Peripheral 

Amniotic 

Philadelphia 

Misc. 

blood 

fluid 

chromosome 

tissue 

Total 

Indications  for  study 

1.  Clinical  abnormality 

154 

88 

38 

13 

293 

2.  Familial  carrier 

75 

30 

0 

0 

105 

3.  Research 

9 

2 

0 

0 

J1 

409 

Result 

1.  Culture  failure 

3 

1 

3 

5 

12 

2.  Abnormality 

59 

1 

8 

2 

70 

3.  Normal 

176 

118 

•27 

_6 

327 

TOTAL 

238 

120 

38 

13 

409 

Ascertainment  of  abnormality 

1.  Standard  Giemsa 

43 

1 

8 

2 

54 

2.  Banding  techniques 

16 

0 

0 

0 

16 

70 

In  part  B,  XO  refers  to  the  occurrence 
of  only  one  sex  chromosome  as  is  char- 
acteristic of  Turner’s  syndrome.  The 
symbol  i with  brackets  defines  the  iso- 
chromosome’s composition.  The  entry 
testicular  feminization,  of  course,  is  a 
gene  defect  and  not  a chromosomal  ab- 
normality; it  is  included  traditionally 
in  cytogenetics  data  of  affected  persons. 

Review  of  Table  III  reveals  many  of 
the  classic  syndromes.  In  addition  there 
are  a number  of  new  and  relatively  un- 
familiar abnormalities.  Entries  in  A 
and  B1  include  sixteen  of  the  classic 
chromosomal  abnormalities  with  their 
translocation  carrier  states  and  vari- 
ants. The  impact  of  the  new  staining 
techniques  is  clearly  indicated  by  the 
nine  entries  of  new  abnormalities  (as- 
terisks) with  their  translocation  carrier 


lies  in  the  recognition  and  identification 
of  abnormalities  not  previously  en- 
countered or  defined.  As  a group  these 
new  abnormalities  are  less  severe  clini- 
cally than  the  classic  autosomal  errors 
since  smaller  portions  of  chromosomes 
are  deleted  or  duplicated.  Of  major  im- 
portance is  the  need  for  accurate  diag- 
nosis and  genetic  counseling.  Four  of 
the  nine  new  abnormalities  listed  are 
associated  with  balanced  carrier  states 
in  their  pedigrees.  The  rate  of  carrier 
association  is  much  greater  than  for  the 
classic  syndromes." 

Together  with  the  cytogenetics  ex- 
perience herein  reported,  we  have 
learned  of  a prevailing  need  for  services 
in  the  state  and  nationally.  Within  the 
past  two  years  we  have  nearly  reached 
saturation  in  our  laboratory.  There  is  a 
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TABLE  III:  CHROMOSOME  ABNORMALITIES 


1972 


1973 


1974  1975  1976  TOTAL 


A.  Autosomes 
Chromosome  & Abnormality 

*lp  deletion;  t(lq6p) 

*2q  trisomy;  t(lp2q) 

2q  trisomy  carrier 
5p  deletion 

*9p  trisomy;  t 18  & 20 
9p  trisomy  carrier 
13  trisomy;  t 13,  14  & 15 
13  trisomy  carrier 
*13q  deletion;  t(13qXp) 

*15q  deletion;  t(9ql5q) 

18  trisomy 
*18q  trisomy 

18q  trisomy  carrier;  t(18q21q) 
*18  isochromosome;  i(18q) 

18  ring 
*Fp  deletion 
21  trisomy 
21  trisomy;  t(  14q21q) 

21  trisomy  carrier;  t(14q21q) 
21  trisomy;  t(21q21q) 

22q  deletion  (Philadelphia) 

B.  Sex  Chromosome  and  Misc. 
Chromosome  & Abnormality 

1.  Sex  Chromosomes 


XO,  Turner 
XO/XXX  mosaic 
X ring 

X isochromosome;  i(Xq) 

*Xp  deletion 

Xp  deletion  carrier;  t(16qXp) 
XXY,  Klinefelter 
XXXXY,  Klinefelter  variant 
XYY 

Testicular  feminization 
Intersex,  misc. 

2.  Miscellaneous 


Chimera,  blood 
Leukemic  markers 
Ataxia  telangiectasia 
Triploidy 

Undefined  aneuploidy 
C group  hypoploidy 
TOTAL 


1 

11 

3 

1 

2 


1 


1 

13 


10 


2 

1 

1 

1 

1 

1 

2 

1 


1 


22 

3 

2 

9 


2 

2 

1 

1 

2 

4 

1 


1 

25  26  37 

*Examples  of  new  syndromes  or  unique  chromosomal  abnormalities 


_2 

81 


1 

27 

2 

8 


4 

1 

4 


2 

3 

70 


1 

1 

1 

2 

4 

8 

3 

4 
1 
1 

11 

1 

2 

1 

1 

1 

81 

1 

8 

3 

29 


18 

1 

2 

5 

3 

2 

10 

2 

5 

5 

8 


2 

2 

1 

2 

4 

_2 

239 


shortage  of  service  availability;  addi- 
tional laboratories  are  needed  at  a time 
of  expanding  interests  and  indications 
for  cytogenetics  study. 
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Impact  of  Computerized 
Tomography  in  Medical 
Practice 

Cost-Effectiveness 

Considerations 

Jose  F.  Laguna,  M.D. 

Norman  N.  Komar,  M.D. 


Little  more  than  three  years  ago  t 
early  cerebral  studies  produced  ^ 
Computerized  Tomography  (C.T.)  t 
came  available  in  the  United  Stat< 
Called  E.M.I.  scans  initially,  for  t 
company  which  first  marketed  t 
scanning  device,  the  new  techniq 
was  heralded  as  a breakthrough  co 
parable  to  the  discovery  by  Roentg| 
of  X rays  in  1895.  Today,  in  a short  tii' 
probably  without  precedent  in  the  h' 
tory  of  medical  technology,  the  use 
C.T.  scanning  has  become  virtue 
universal.  Not  only  has  it  lived  up  to 
highest  expectations  but  it  has  tr 
revolutionized  the  practice  of  medic 
in  general  and  neurology  in  particui 


A non  invasive  procedure,  practice 
without  risk  or  discomfort  to  the  patit 
C.T.  scanning  produces  cross-sectio 
images  of  the  brain  where  anatomi 
structures  and  pathological  lesions 
readily  identified.  This  information 
obtained  with  a small  dose  of  radiat 
comparable  to  that  of  a skull  X ray 
amination.  The  concept  of  its  operat 
is  simple:  Thousands  of  X ray  absorpt 
readings  can  be  taken  in  seconds 
minutes  within  a single  plane,  by  X 
beam  and  coupled  detectors  rotat 
around  the  head.  This  information 
processed  by  a computer  which  cal 
lates  an  absorption  value  for  each  pc 
in  the  scanning  plane.  These  values 
relative  coefficients  of  absorption  c( 
pared  with  water  and  can  be  displa, 
as  a function  of  brightness  in  a televis 
image. 

This  information  is  very  reliable  i 
easily  obtained.  Comatose  patie 
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g admitted  to  the  emergency  room 
hospital  may  be  scanned  within 
1 lutes  of  arrival.  Critically  ill  patients 
i'hospitals  where  the  new  test  is  not 
^ available,  are  often  transferred  via 
a'bulance  to  obtain  such  a scan  because 
d information  thus  obtained  is  deemed 
|al  for  the  management  of  the  patient, 
lysicians  in  rural  towns  of  Arizona 
r y need  to  send  patients  at  times  trav- 
fcing  hundreds  of  miles,  to  the  nearest 
cv  where  C.T.  scanning  is  available, 
/ibulatory  patients  being  worked  up 
f head  trauma,  seizures  or  simple 
t idaches  may  obtain  the  test  as  an  out- 
ftient,  thus  avoiding  the  inconvenience 
sid  expense  of  hospitalization  and  often 
^es  the  more  invasive  neuroradiologi- 
B procedures. 

The  popularity  of  the  new  diagnostic 
yl  has  been  so  explosive  and  its  de- 
Knd  is  growing  so  fast  that  it  must 
Iirm  cost-effectiveness  conscious 
1th  Planning  officials  and  insurance 
pany  officials  alike.  There  are  many 
Jjitimate  questions  that  have  to  be 
wered;  Is  the  test,  requiring  high 
sltial  capital  investment  all  that  im- 
p'tant  in  patient  management?  Are 
I witnessing  a temporary  fad?  In  other 
ltds;  Are  physicians  ordering  the  test 
4t  because  it  is  a fancy  expensive  new 
jng  available  on  the  market?  Should 
I'bs  be  imposed?  What  percentage  of 
■native  studies  can  we  accept  before 
picluding  that  the  test  is  being  ordered 
|lliscriminately?  How  large  should  a 
perral  population  be  before  the  pur- 
■ise  of  this  expensive  equipment  can 
■justified? 

f->ome  of  these  latter  questions  cannot 
adequately  answered  until  the  data 
mg  rapidly  accumulated  can  be  col- 
ted  and  properly  analyzed.  As  for  the 
ial  importance  of  the  diagnostic  tool, 
E will  attempt  to  show  its  value  in  a 
all  series  of  case  histories  selected 
representative,  because  C.T.  scanning 
is  vital  in  the  management  of  the  pa- 
nt, or  in  consideration  of  medico-legal 
plications.  It  may  well  be  that  once  all 
2 cost  efficiency  studies  are  completed 
' will  have  to  conclude  that  a saved  life 
worth  any  price  no  matter  how  high. 
;t,  it  will  probably  be  shown  that  the 
yings  are  significant  not  only  in  lives 
it  also  in  hospitalization  costs. 

► 

! CASE  HISTORIES 

i ase  1 — Metastatic  Tumor  vs  Mal- 

ractice: 

■ A sixty  year  old  married  male  was 
ferred  by  an  attorney.  He  had  lobar 
Isection  of  the  left  lung  for  bronchio- 


genic  carcinoma,  nine  months  prior  to 
admission.  Surgery  was  followed  by  co- 
balt radiation  to  the  left  hilar  and  su- 
praclavicular lymph  nodes  over  a five 
week  period.  Four  months  later  he  de- 
veloped numbness  of  the  right  hand 
which  had  progressed  to  clumsiness  in 
that  hand.  He  denied  symptoms  refer- 
able to  the  leg,  headaches  or  other  com- 
mon neurological  complaints.  He  had 
been  seen  by  another  neurologist  who 
had  suggested  the  possibility  of  radia- 
tion myelitis.  The  patient  had  then  re- 
membered an  incident  in  which  the 
technician  delivering  the  therapy  had 
apparently  made  a mistake  in  the  portal 
of  radiation  and  this  incident  prompted 
him  to  seek  advice  from  the  referring 
attorney.  On  examination  there  was  a 
mild  right  hemiparesis  with  a decreased 
right  corneal  reflex.  Admitting  diagnosis 
was  left  cerebral  metastatic  disease.  He 
underwent  a complete  workup  consisting 
of  electroencephalogram,  radioisotopic 
brain  scan,  bone  scan,  skull  X rays,  lum- 
bar puncture  and  bilateral  carotid  arte- 
riograms. Each  single  test  performed 
was  normal  or  inconclusive.  An  out- 
patient C.T.  scan  however,  two  days 
after  discharge,  showed  at  least  two 
metastses  (Figure  1)  prompting  a course 
of  whole  head  radiation. 

Comment;  Early  diagnosis  of  cerebral 
metastasis  at  a time  in  which  angio- 
graphy and  other  tests  were  still  nega- 
tive allowed  for  early  institution  of 
treatment  and  the  possibility  of  better 
prognosis.  It  also  aborted  unjustified 
legal  intervention.  Had  a C.T.  scan  been 
obtained  first,  hospitalization  and  diag- 
nostic costs  in  excess  of  $2,000.00  could 
have  been  avoided. 

Case  2 — Atrial  Fibrillation  and  Cere- 
bral Embolization: 

A 47  year  old  married  woman  col- 
lapsed at  the  office  where  she  was  em- 
ployed and  became  unresponsive  be- 
cause of  sudden  onset  of  right  hemi- 
plegia and  aphasia.  Rushed  to  the  hos- 
pital she  was  found  to  have  atrial  fibril- 
lation and  a diagnosis  of  embolization 
to  the  left  middle  cerebral  artery  sec- 
ondary to  atrial  fibrillation  was  made. 
During  her  hospitalization,  she  showed 
progressive  improvement  of  mental 
status  with  abaility  to  answer  questions 
as  yes  or  no,  she  was  normotensive  and 
the  atrial  fibrillation  reverted  to  normal 
sinus  rhythm  with  digitalization.  No 
anticoagulation  therapy  was  used.  On 
the  ninth  day  of  hospitalization  a C.T. 
scan  showed  changes  compatible  with 
a hemorrhagic  infarction  and  a clot 


Figure  1:  The  round  tumor  mass  in  the  left 
hemisphere  is  one  of  the  two  metastases 
shown  with  constrast  enhancement.  The 
smaller  two  white  structures  are  the  cho- 
roid plexuses. 

within  the  left  hemisphere  (Figure  2). 
Twelve  days  after  the  stroke  the  patient 
showed  progressive  deterioration  be- 
coming unresponsive  except  for  decere- 
bration in  the  right  side  to  deep  pain, 
indicative  of  early  herniation.  She  was 
taken  to  surgery  and  the  clot  was  re- 
moved with  prompt  postoperative  im- 


Figure  2:  Clot  shown  as  a white  mass  in 
the  left  hemisphere,  without  contrast  en- 
hancement. There  is  cortical  hemorrhage 
and  severe  swelling  of  the  left  side,  caus- 
ing left  to  right  shift  of  the  midline. 
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provement  in  level  of  consciousness. 
Six  months  postoperatively,  the  patient 
is  at  home,  fully  ambulatory  and  able 
to  communicate  well  with  some  resolv- 
ing expressive  aphasia  and  monoplegia 
of  the  right  arm  as  the  only  severe 
deficit. 

Comment:  Surgery,  which  saved  the 
patient’s  life,  would  never  have  been  an 
available  option  in  a case  of  hemorrhagic 
infarction  secondary  to  embolization 
had  it  not  been  for  the  C.T.  scan  that 
showed  a clot  as  distinct  from  the  sur- 
rounding hemorrhagic  infarct.  Cerebral 
angiography  and  radionuclear  scanning 
were  not  obtained. 

Case  3 — Coma  Vigil  Following  Bi- 
lateral Strokes: 

A 58  year  old  woman  visiting  Ari- 
zona was  admitted  because  she  devel- 
oped numbness  in  the  right  side  and 
aphasia.  She  was  known  to  be  hyper- 
tensive and  had  suffered  a minor  tran- 
sient ischemic  attack  one  week  prior  to 
admission.  During  the  first  four  days  of 
her  hospital  stay  she  remained  quite 
alert  but  showed  no  significant  change 
in  her  neurological  condition.  She  then 
developed  sudden  increase  in  blood  pres- 
sure and  was  transferred  to  the  inten- 
sive care  unit  where  overnight,  she 
developed  paresis  of  the  left  side  and  a 
state  of  coma  vigil.  In  this  state  she 
would  open  the  eyes,  appear  to  look 
around  with  non  purposeful  movements 
of  the  eyes  and  responded  with  partial 
decerebration  to  painful  stimuli.  The 
C.T.  scan  showed  a massive  infarction 
of  most  of  the  left  hemisphere  and  in- 
farction of  the  right  frontal  lobe.  (Figure 
3).  She  died  two  days  later  and  an  au- 
topsy confirmed  the  extent  of  the  cere- 
bral lesions. 

Comment:  Recognition  of  the  extent  of 
the  lesions  which  is  incompatible  with 
recovery  of  consciousness,  provided  ac- 
curate information  in  discussing  the 
prognosis  with  the  patient’s  husband 
and  children.  It  allowed  them  to  become 
part  of  the  medical  team  in  the  decision 
making  process  and  prevented  the  insti- 
tution of  therapeutic  measures  which 
might  have  kept  the  patient  in  a vege- 
tative state  for  a prolonged  period  of 
time. 

Case  4 — Industrial  Accident  vs. 
Stroke: 

A 42  year  old  male  was  seen  at  the 
request  of  his  attorney  three  and  a half 
years  after  having  struck  his  head  at 
work.  He  had  a protective  hard  hat  and 
did  not  lose  consciousness  although  he 


Figure  3:  Massive  destruction  of  the  an- 
terior of  both  hemispheres  shown  as  a 
lucency.  There  is  better  delineation  on 
the  left  side  because  it  is  an  older  lesion. 

was  dazed.  Several  hours  later  he  devel- 
oped a headache.  Two  days  later  he  had 
transient  weakness  of  the  right  arm 
which  cleared  in  a few  seconds.  Subse- 
quently, on  the  evening  of  the  same  day, 
he  developed  numbness  and  weakness  of 
the  right  arm  with  speech  difficulty  pro- 
gressing to  hemiplegia.  Admitted  to 
another  hospital  he  underwent  cerebral 
angiography  which  was  reported  to  show 
a subdural  collection.  Taken  to  surgery, 
the  neurosurgeon  reported  evacuation  of 
30  cc  of  fresh  blood  from  the  subdural 
space.  Postoperatively,  the  patient  re- 
mained hemiplegic  and  aphasic.  A sec- 
ond neurosurgeon  had  at  the  request  of 
the  employer,  examined  the  patient  at  a 
later  date.  After  reviewing  the  angio- 
grams he  arrived  at  the  conclusion  that 
there  was  no  evidence  of  subdural  hema- 
toma and  suggested  that  the  patient  had 
suffered  a stroke  secondary  to  a high 
degree  stenosis  seen  in  the  left  middle 
cerebral  artery  in  the  arteriogram.  On 
examination  the  patient  had  severe 
right  spastic  hemiparesis  and  mixed 
expressive  and  receptive  aphasia  which 
was  considered  to  be  a fixed  deficit.  C.T. 
scan  showed  an  old  infarction  in  the  area 
of  the  left  middle  cerebral  artery  terri- 
tory (Figure  4). 

Comment:  Although  the  angiogram 
had  shown  the  stenotic  lesion,  this  in 
itself  was  not  unequivocal  evidence  of 
the  presence  of  infarction.  The  demon- 
stration of  an  infarct  by  C.T.  scan  on  the 


Figure  4:  Sharply  delineated  lucencj 
an  infarct  in  the  left  hemisphere, 
infarct  extended  throughout  the  territ 
of  the  middle  cerebral  artery  in  all  toi 
graphic  scans. 


other  hand,  provided  the  definite  in) 
mation  needed  by  the  two  litigat 
parties  with  conflicting  expert  witn 
reports,  to  arrive  at  a fair  settlem 
and  avoid  further  litigation  costs. 

Case  5 — Intraventricular  Hem< 

rhage.  Always  Fatal? 

A 37  year  old  male  involved  in  a br£ 
at  a bar  in  a border  town,  was  subdv 
by  the  local  police  and  thrown  in  j 
after  being  hit  on  the  head.  The  folk 
ing  morning  he  was  found  comatose  £ 
was  transferred  to  a local  hospi) 
Brought  to  Tucson  by  ambulance  th 
days  later  he  was  in  deep  coma  and 
sponded  to  pain  with  bilateral  dece 
bration.  He  had  obvious  signs  of  br 
stem  damage  with  bilateral  gaze  pak 
and  absent  oculocephalics.  There  \ 
marked  neck  stiffness.  Spinal 
showed  grossly  hemorrhagic  cere! 
spinal  fluid  under  elevated  pressi 
Bilateral  carotid  angiograms  sho\ 
enlarged  ventricles  and  lateral  deviat 
of  the  lenticulostriate  arteries  on 
right.  C.T.  scan  demonstrated  hen 
rhage  in  the  right  basal  ganglia  v 
extension  into  the  ventricular  sysl 
(Figure  5a).  The  fourth  ventricle  ' 
massively  distended  with  blood.  He  ’ 
aggressively  treated  with  repeated  h 
bar  punctures  to  drain  the  blood  fi| 
the  ventricles,  and  massive  antibii 
therapy  for  extensive  bilateral  broiK 
pneumonia. 


346  MAY  1977  • XXXIV  • 5 


J^ure  5a:  White  hemorrhage  on  the  right, 
iptured  into  the  ventricular  system.  The 
l^rd  ventricle  in  the  midline  is  massively 
tlstended  with  blood. 


iPwo  weeks  later  he  opened  his  eyes 
|id  was  able  to  communicate  with  rela- 
tes. He  was  discharged  after  six  weeks 
I physical  therapy,  walking  with  the 
1 of  a walker.  He  was  mildly  demented 
d had  bilateral  gaze  palsies.  A follow- 
C.T.  scan  (Figure  5b)  showed  restora- 
n of  the  ventricular  size  and  resolu- 
n of  the  hemorrhage.  At  his  last 
amination,  eight  months  after  the 
us,  he  had  a normal  mental  status, 
)lopia  in  extreme  lateral  gaze  due  to 
Id  residual  sixth  nerve  weakness  and 
rfect  motor  coordination.  He  was  ac- 

Iely  engaged  in  a family  business 
iking  jewelry  and  no  longer  fre- 
ented  bars. 

imment:  The  presence  of  decerebra- 
■n  and  brain  stem  signs  in  massive 
Lracerebral  hemorrhage  has  been 
terpreted  by  neurologists  in  the  past 
indicating  cerebral  herniation  with 
condary  brain  stem  hemorrhages 
lich  are  incompatible  with  life.  Dem- 
stration  by  C.T.  scan  of  an  intact  brain 
jm  and  relatively  little  cerebral  dam- 
e other  than  the  focal  hemorrhage  in 
[e  non  dominant  hemisphere  and  a 
jlated  ventricular  system  flooded  with 
pod,  prompted  us  not  to  lose  hope  and 
Iht  for  this  patient’s  life.  This  and  simi- 

t cases  of  intraventricular  hemorrhage 
ve  been  treated  successfully  by  re- 
lated lumbar  punctures  or  by  ventricu- 
r drainage  since  the  advent  of  C.T. 
ianning. 


Figure  5b:  Same  patient  as  5a,  six  weeks 
later.  Resolution  of  hemorrhage  with  re- 
sidual damage  to  the  right  frontal  lobe 
seen  as  a lucent,  slit  shaped  cavity. 


Case  6 — Trauma  and  Bizarre  Be- 
havior: 

An  18  year  old  University  of  Arizona 
debate  student  was  involved  in  a motor 
vehicle  accident.  She  sustained  closed 
head  trauma  without  loss  of  conscious- 
ness. X rays  revealed  a linear  parietal 
occipital  skull  fracture  on  the  left  and 
a fracture  of  the  right  clavicle.  Admitted 
to  the  Trauma  Service  she  was  eval- 
uated by  a Psychiatrist  because  of  agi- 
tation, disorientation,  combativeness, 
and  profane  language.  Diagnosed  of 
acute  brain  syndrome  secondary  to 
trauma,  a Neurological  consultation 
was  requested  on  the  third  day  of  hos- 
pitalization. At  that  time  she  had  spe- 
cific signs  of  dysphasia,  inability  to 
follow  commands,  left  to  right  disorien- 
tation, finger  agnosia,  poor  calculation 
ability  and  poor  recent  memory.  C.T. 
scan  demonstrated  focal  cortical  hemor- 
rhages in  the  left  temporal  lobe  with 
edema  spreading  into  the  hemisphere 
and  left  to  right  shift  (Figure  6).  She 
recovered  within  the  next  several  weeks. 
Three  months  later  she  was  able  to  par- 
ticipate in  a national  speech  contest 
without  noticeable  difficulty. 

Comment:  Not  only  was  it  important 
to  determine  the  extent  of  damage  to 
the  speech  area  in  this  student,  but  the 
presence  of  focal  findings  after  trauma 
would  have  required  cerebral  angio- 
graphy to  rule  out  a hematoma  had  C.T. 
scanning  not  been  available.  Cerebral 


Figure  6:  Swelling  of  the  left  hemisphere 
with  compression  of  the  left  frontal  horn 
and  lucency  in  the  temporal  lobe  consis- 
tent with  edema.  There  is  focal  cortical 
hemorrhage. 

angiography  is  more  dangerous  and  a 
costlier  procedure,  in  addition  it  does 
not  differentiate  with  certainty  between 
intracerebral  hematoma  and  an  avas- 
cular mass  due  to  edema. 

Case  7 — Nausea  and  Headache  Fol- 
lowing Trauma: 

A 13  year  old  boy  from  a rural  com- 
munity had  been  hit  on  the  side  of  the 
head  while  playing.  He  was  not  uncon- 
scious but  nevertheless  he  was  admitted 
to  a hospital  for  observation.  Skull 
X rays  were  normal.  Because  of  persis- 
tence of  headache  and  nausea  he  was 
transferred  to  Tucson,  four  days  after 
the  initial  trauma.  Neurological  ex- 
amination was  negative.  There  was  no 
papilloedema.  C.T.  scan  performed  at 
the  time  of  admission  revealed  a large 
epidural  hematoma  (Figure  7).  The  pa- 
tient was  taken  directly  into  the  oper- 
ating room  where  a craniotomy  and  re- 
moval of  the  clot  was  performed  within 
two  hours  of  arrival.  At  surgery  a fronto- 
temporal fracture  not  seen  in  regular 
X-rays  was  noticed.  The  patient  was 
discharged  home  asymptomatic  five  days 
after  admission. 

Comment:  An  epidural  hematoma  often 
presents  with  a lucid  interval.  This  is 
because  the  clot  is  contained  between 
the  skull  and  the  dura  that  protects  the 
underlying  brain.  When  the  dura  col- 
lapses due  to  building  pressure,  the 
neurological  deficit  is  often  catastrophic 
with  rapid  progression  to  coma  and  ir- 
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Figure  7:  Biconvex,  lenticular  hematoma 
on  the  left  side,  characteristic  of  an  epi- 
dural hematoma.  Note  left  to  right  shift 
of  the  frontal  horns.  There  is  impending 
herniation. 

reversible  damage  to  the  brain  due  to 
herniation.  During  the  four  days  this 
boy  was  being  held  in  observation,  he 
was  in  critical  danger  of  suffering  such 
a fate.  Fortunately  the  dura  did  not  col- 
lapse. Had  a C.T.  scan  been  obtained 
earlier,  this  danger  would  have  been 
unnecessary  and  four  days  hospitali- 
zation costs  could  have  been  saved.  Cere- 
bral angiography  was  not  performed. 

Case  8 — Spells  of  Dizziness,  Nausea 
and  Vomiting  for  6 Months: 

This  52  year  old  male  from  a small 
town  had  seen  numerous  doctors  and 
was  hospitalized  on  three  occasions 
within  a six  month  period  because  of 
bouts  of  vomiting  associated  with  dizzi- 
ness. Several  gastrointestinal  work-ups 
had  been  normal.  He  did  not  have  head- 
aches or  other  common  neurological 
complaints.  He  described  some  retro- 
auricular  discomfort  on  the  left.  On 
examination  questionable  cerebellar 
findings  and  minimal  reflex  asymme- 
tries were  noted.  Both  plantar  responses 
were  normal.  Outpatient  audiograms, 
skull  X rays  and  electroencephalogram 
were  normal.  C.T.  scan  (Figure  8a) 
showed  occult  communicating  hydro- 
cephalus which  prompted  hospitaliza- 
tion and  lumbar  puncture  disclosing  an 
unsuspected  chronic  meningitis,  prob- 
ably cryptococcal.  The  etiology  of  men- 
ingitis, still  active,  has  not  been  eluci- 
dated. It  was  elected  to  treat  the  hydro- 


Figure  8a:  Severe  bilateral  hydrocepha- 
lus. Lower  cuts  showed  equally  dilated 
third  and  fourth  ventricles,  consistent 
with  communicating  hydrocephalus. 


cephalus  with  a right  ventricular  shunt. 

Four  weeks  later  because  of  recur- 
rence of  symptoms  a follow-up  C.T.  scan 
showed  loculation  of  the  occipital  and 
temporal  horns  of  the  left  lateral  ven- 
tricle (Figure  8b)  with  resolution  of 
hydrocephalus  on  the  right  side.  The 
new  findings  allowed  a second  shunt  to 
be  placed  on  the  left  side  to  prevent  pos- 
sible herniation  due  to  unilateral  mass 
effect. 

Comment:  Unsuspected  findings  such 
as  hydrocephalus  in  this  patient,  justi- 
fies ordering  a C.T.  scan  in  any  patient 
with  cerebral  or  cranial  nerve  symptoms 
despite  absence  of  hard  findings  in  neu- 
rological examination.  This  case  also 
exemplifies  the  usefulness  of  follow-up 
C.T.  scans  in  the  management  of  hydro- 
cephalus. Medical  expenses  and  discom- 
fort incurred  by  the  patient  during  six 
months  of  illness,  before  a definite  diag- 
nosis was  made  by  C.T.  scan,  were 
considerable. 

Case  9 — Subjective  Weakness  of  One 
Foot: 

A 52  year  old  woman  complained  of 
light  unsteadiness  and  a tendency  for 
the  left  foot  to  drag  or  for  a limp  to  de- 
velop favoring  the  left  leg  after  exercise 
or  when  she  was  particularly  tired.  She 
had  noticed  this  symptom  for  two  or 
three  months.  She  had  not  noticed  any 
difficulty  with  the  left  arm.  On  exami- 
nation there  was  no  definite  objective 
deficit  and  only  questionable  mild  asym- 


Figure 8b:  Status  postshunting.  Note  r' 
olution  of  hydrocephalus  with  loculatif 
of  the  posterior  half  of  the  left  lateji 
ventricle. 


metries  of  strength.  Reflexes  in  1^. 
lower  extremities  were  active  and  eqiL 
and  both  plantar  responses  were  fle:! 
and  equal.  Skull  X rays  were  norrr^ 
Because  of  the  patient’s  apparent  n| 
ability,  a C.T.  scan  was  obtained, 
showed  a parasagittal  meningioma  (Fl 
ure  9)  high  in  the  convexity.  The  patii| 
was  admitted  to  the  hospital  for  cerebj 
angiography  and  craniotomy  with  ccj 
plete  removal  of  the  tumor.  She  wj 
home  nine  days  later  without  any  p(| 
operative  deficit. 

Comment:  Meningiomas  are  essenti£| 
benign  tumors  but  early  diagnosis  i\ 
surgery  clearly  improves  postoperatj 
results.  Patients  with  neurologij 
symptoms  and  absence  of  findir' 
should  obtain  a C.T.  scan  with  the  saf 
readiness  that  patients  with  pulmon 
symptoms  obtain  a chest  X ray,  as  a f 
step  in  the  work  up. 

DISCUSSION  j 

C.T.  scanning  is  not  just  a diagno 
tool  that  shows  cerebral  lesions  be1| 
and  more  easily  than  other  techniqv 
In  the  preceding  case  histories  we  h 
attempted  to  show  how  C.T.  scannin! 
changing  the  practice  of  neurology  " 
of  medicine  at  large.  Some  of  the  ar. 
which  have  benefited  most  from  the  ij 
technique  are  cancer  with  intracrai' 
metastasis  (Case  1),  intracerebral  h- 
orrhage  (Case  2 and  5),  managemenli 

coma  (Cases  3 and  5),  craniocereh|| 

) 
1 
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Igure  9:  High  convexity  tomographic 
shows  a round  mass  on  the  right  side 
\th  dense  contrast  enhancement  and 
1 ;ency  of  the  adjacent  white  matter  due 
(1  edema. 

i 

tiuma  (Cases  6 and  7)  and  hydrocepha- 
1!^  (Case  8). 


'It  is  perhaps  in  the  area  of  head 
t'luma,  an  everyday  occurrence  in  an 
Emergency  room,  that  the  gain  is  more 
iivious  and  where  savings,  both  in  lives 
sm  hospitalization  costs  are  most  dra- 
iitic.  Until  now  it  has  been  accepted 
findard  of  good  medical  care  to  hos- 
Italize  for  observation,  patients  of  all 
(es  who  have  sustained  significant 
idniocerebral  trauma,  with  or  without 
is  of  consciousness.  This  observation 
^■wever,  has  been  at  best  blind  because 
fi  had  no  reliable  way  of  knowing  if  a 
Implication  such  as  a hematoma  was 
•esent  until  signs  of  cerebral  damage 
I coma  developed.  Fortunately,  most 
[itients  do  not  develop  such  complica- 
hns  and  are  discharged  home  after 
ree  or  four  days  of  observation.  At 
derail  hospitalization  costs,  ever  in- 
easing and  running  in  the  neighbor- 
j)od  of  $200.00  a day  at  the  present 
kie,  we  have  paid  a very  dear  price  for 
|ich  an  ineffective  observation.  Those 
^spitalization  costs  alone,  if  added, 
^uld  buy  C.T.  units  for  every  emer- 
ncy  room  in  a relatively  short  period 
time. 


'Wortzman  and  coworkers  in  a cost 
fectiveness  evaluation  published  in 
e October,  1975  issue  of  Radiology, 
•viewed  203  sequential  clinical  in- 
itient  records  at  the  Toronto  General 


Hospital  and  data  on  241  outpatient 
workups.  The  calculated  savings  af- 
fected by  C.T.  scanning  in  hospitaliza- 
tion costs  and  neuroradiological  pro- 
cedures such  as  cerebral  angiography 
and  pneumoencephalography  which 
would  have  been  performed  had  the 
technique  not  been  available.  In  their 
study  they  found  that  a single  C.T.  unit 
can  effect  savings  up  to  $2,000,000.00 
per  year. 

At  Tucson  Medical  Center  where  the 
first  C.T.  unit  in  the  area  has  been  in 
operation  since  mid  1975,  we  reviewed 
the  records  of  the  first  15  months  of  its 
operation  and  compared  the  number  of 
neuroradiological  procedures  performed 
in  that  time  with  those  done  in  the  im- 
mediately preceding  15  months.  In  this 
period  of  time,  for  a total  of  30  months 
surveyed,  the  number  of  cerebral  angio- 
grams dropped  from  503  in  the  first  15 
months  to  278  since  the  C.T.  unit  started 
operating.  Pneumoencephalograms  were 
performed  at  a rate  of  100  per  year  and 
only  20  have  been  done  since.  When  we 
looked  into  the  number  of  radionuclide 
brain  scans  performed,  we  found  that 
1,617  studies  were  done  in  the  12  month 
period  between  July,  1974  and  June, 
1975  versus  only  108  studies  between 
1975  and  1976. 

Calculating  just  the  cost  of  those 
studies  that  were  not  performed  because 
of  C.T.  and  considering  that  cerebral 
angiography  adds  an  average  of  two 
days  in  hospitalization  costs  while  pneu- 
moencephalography adds  three  to  the 
average  bill  of  a neurological  workup, 
the  savings  for  the  15  month  period 
amount  to  about  $600,000.00  at  TMC, 
in  tests  alone.  This  figure  is  only  the  tip 
of  the  iceberg  since  we  have  not  calcu- 
lated how  many  other  hospitalizations 
were  averted.  We  have  not  taken  into 
consideration  an  increase  in  patient 
population  as  well  as  an  increase  in  the 
neurology-neurosurgery  attending  staff 
at  the  hospital  and  the  C.T.  unit  has 
been  serving  five  other  hospitals  in  the 
community. 

We  find  that  there  is  no  reason  for 
alarm  by  Health  Planning  officials  re- 
garding escalating  medical  costs  due  to 
C.T.  and  the  savings  are  significant. 
Announcement  of  restrictions  for  pay- 
ment of  cranial  C.T.  scans  by  one  of  the 
largest  insurance  carriers  in  Arizona, 
on  the  other  hand,  is  not  only  an  in- 
trusion on  the  patient’s  right  to  receive 
optimal  medical  care  but  a policy  not 
supported  by  cost  effectiveness  consid- 
erations. 
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Quality  protection 

Association  approved  & recommended 

I 

1 . These  6 plans  were  especially  created  for  the  medical  profession  ? 

under  the  auspices  of  The  Arizona  Medical  Association  as  a unique  I 

membership  service.  Approved  by  the  Medical  Economics  | 

Committee.  I 

2.  In  addition  to  excellence  of  coverage  there  is  supervision  and 
control  by  your  Association. 

3.  In  many  instances ...  a substantial  saving  in 
required  premiums. 

4.  Inquiries  may  be  directed  to  the  Association 
office  or  to  the  licensed  resident  agents. 

Lasher-Cowie  Insurance  Agency  Ronald  Deitrich 
1807  N.  Central  Ave.  7840  E.  Broadway  #219 

Phoenix,  AZ  85004  p O.  Box  18197 

Tucson,  Az.  85731 
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INTRODUCING  THE 

VENTURI  4-WEEK 

STOP  SMOKING 

SYSTEM. 


What  Is  The  Venturi  Stop  Smoking 
System?  The  Venturi  Systenn  is  not  a filter  or 
condenser -but  a unique,  patented  device 
that  traps  cigarette  tars  and  nicotine  using 
the  centuries  old  Venturi  Principle 


Smoke  entering  a Venturi  holder 
accelerates  to  over  200  mph  before  it 
crashes  into  a barrier  There  harmful  high 
temperature  tars  and  nicotine  precipitate 
and  collect 


The  Story  Behind  The  Venturi  Prin- 
ciple And  Our  System.  The  principle  actu- 
ally started  before  Venturi  himself  Dr  Daniel 
Bernoulli  formulated  the  basic  theory  on  gas 
and  fluid  kinetics  in  1 738 


Itwasntuntil  1791  thatG  B Venturi  — 
using  Bernoulli's  Law -formulated  his  prin- 
ciple to  measure  and 
regulate  gas  and 
liquid  flow 

The  principle's 
first  practical  applica- 
tion came  in  1886. 
when  an  American 
engineer.  Clemens 
Herschell,  developed 
the  Venturi  Tube.  It 

wasn  t long  before  the 

Venturi  Tube  was  ''T'746^1822 

used  in  medicine  - m bedside  aspirators  for 
critical  respiratory  management,  tor 


example 


The  Venturi  Principle  was  first 
applied  to  cigarette  smoking  in  1 963  with  the 
development  of  the  TAR  CARD’'  cigarette 
filter/holder  TAR  CARD*  holders  help  re- 
duce the  tar  and  nicotine  intake  of  smokers 
who  can't  or  won  t stop  smoking  Several 
years  after,  the  TAR  CARD''  approach  was 
used  to  help  pipe  smokers  as  well 

Now,  in  1 977.  the  TAR  CARD’'  con- 
cept goes  one  step  further  - The  Venturi 
4-Week  Stop  Smoking  System 

How  the  Venturi  System  Works.  With 
the  Venturi  System,  patients  continue  to 
smoke  their  regular  brand,  but  gradually  cut 
back  on  their  tar  and  nicotine  intake 


Venturi  chamber  Smoke  enters  through 

accelerates  smoke  pinpoint  opening, 

to  200  mph., 


1 


Each  Venturi  cigarette  holder  is  used 
for  one  week  The  first  holder  removes  1 5% 
of  the  tars  and  nicotine  from  the  smoke 
stream;  the  second  - 30%.  the  third  — 65%; 
the  fourth  - 95%  By  the  end  of  the  fourth 
week,  the  patient  is  one  short  step  away 
from  stopping 

Things  Your  Patients  Should  Know 
About  Smoking. 

• Cigarette  smoking  is  truly  an  addic- 
tion The  confirmed  smoker  suffers 
under  a craving  and  compulsion  like 
that  of  a drug  addict 

• Smoking  tobacco  is  essentially  a way 
to  inject  nicotine  into  the  body 

• Nicotine  is  a colorless,  oily  com- 
pound which  in  concentration  is  one 
of  the  deadliest  poisons  known  In 
fact,  a 70  mgs.  injection  can  cause 
death  within  a few  minutes 

• Nicotine  poisoning  symptoms  in- 
clude dizziness,  rapid  pulse,  cold  and 
clammy  skin,  nausea  and  vomiting. 
Habitual  smokers  may  sometimes  ex- 
perience these  symptoms  and 
attribute  them  to  other  causes 

• Aside  from  the  hazards  of  nicotine 
addiction,  smoking  exposes  your 
patients  to  carcinogens  Smokers  are 


Smoke  crashes 
into  barrier 
that  traps  tars. 


also  more  prone  to 


cardiovascular  and 

respiratory  diseases 

^ ’'E'JTum 

A Special  Offer 

To  The  Medical  Pro- 

fession. The  Venturi  4- 

Week  Stop  Smoking 

System  can  be  a 

t 

valuable  clinical  instru- 

C%... 

4 

ment  to  help  patients 
that  have  tried  or 



‘ «S. 

► 

should  try  to  stop  smoking 

To  introduce  you  and  your  patients  to 
the  Venturi  System,  we  re  offering  Venturi 
Systemsata  special  professional  price  Each 
system  contains  4 Venturi  holders -phases 
1 through  4 a program  that  tells  patients 
what  to  expect  and  what  to  do,  plus  guide- 
lines on  how  to  quit  for  good  after  the  4th 
Venturi  week 


I 1 

' Send  me Venturi  Systems  (“ 


$2  00  (Special  Professional  Pncel 
I enclose  a check  or  money  order  for 

$ Calif  residents  add  6%  sales 

tax 

Clip  this  coupon  to  your  professional 
letterhead  or  card  and  mail  to 

PROFESSIONAL  SYSTEM  REQUEST 
Venturi.  Inc 
1610  Rollins  Road 
Burlingame  CA  94010 


Name I 

Medical/Dental  Specially 

Address I 

City/State/Zip 1 

I i 1 

A product  of  Unfurl  ,wc  SUBSIDIARY  OF  bISSEIIinc. 


VENTURI  SYSTEMS  ARE  ALSO  AVAILABLE  AT  THE  PRESCRIPTION  COUNTER  IN  LEADING  DRUG  STORES. 
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• Because  it  is  a highly  competitive  life  insurance  plan  providing  max- 
imum protection  for  minimum  dollar  outlay. 

• Because  it  is  renewable  or  convertible  in  total  or  in  part  to  whole  life 
insurance  on  each  anniversary  date. 

• Because  if  you  should  become  totally  disabled  and  have  the  waiver  of 
premium  option,  the  policy  automatically  converts  to  a cash  value  — 
building  whole  life  plan  and  you  pay  no  premiums  as  long  as  you  are  so 
disabled. 

• Because  HBA  Life  is  a long-established  local  company  working  closely 
with  the  medical  profession.  You  are  assured  of  fast,  fair  treatment  of 
your  life  and  health  insurance  needs. 

The  chart  will  show  representative  premiums  for  males  of  our  Annual 
Renewable  and  Convertible  Term  at  some  various  ages. 

Comparison  with  other  companies  is  invited. 


Sample  Rates  for  a $ I ()(),()()().()()  Poliey 


Age 

Annual  Premium 

Age 

Annual  Premium 

30 

$227.00 

45 

$ 540.00 

35 

264.00 

50 

828.00 

40 

363.00 

55 

1,282.00 

If  you  would  like  more  information,  we  will  be  glad  to  send  it  to  you. 
Please  phone  us  at  the  number  below. 


1337  N.  FIRST  ST.  (P.O.  BOX  1272).  PHOENIX,  AZ  85001  (602)  25S-A885 


Future 

Medical  Meetings 


CONTINUING  MEDICAL  EDUCATION 

THE  FOLLOWING  INSTITUTIONS  AND  ORGANIZATIONS 
HAVE  RECEIVED  ACCREDITATION  FOR  CONTINUING 
MEDICAL  EDUCATION 

ARIZONA  STATE  hospital  PHOENIX 
DESERT  SAMARITAN  HOSPITAL  MESA 
GOOD  SAMARITAN  hospital  PHOENIX 
I HEALTH  MAINTENANCE  ASSOCIATES 
PHOENIX  INDIAN  MEDICAL  CENTER 
MARICOPA  COUNTY  GENERAL  HOSPITAL  PHOENIX 
' MEMORIAL  HOSPITAL  PHOENIX 
ST  LUKESHOSPITALAND  MEDICAL  CENTER  PHOENIX 
ST  JOSEPH  S HOSPITAL  AND  MEDICAL  CENTER 
phoenix 

TUCSON  hospitals  MEDICAL  EDUCATION  PROGRAM 
TUCSON 

U OF  A HEALTH  SCIENCES  CENTER 
VETERANS  ADMINISTRATION  CENTER  PRESCOTT 
VETERANS  ADMINISTRATION  HOSPITAL  PHOENIX 

I CONTINUING  MEDICAL  EDUCATION  ACTIVITIES 
I SPONSORED  BY  THESE  INSTITUTIONS  RECEIVE  CATEGORY 
t CREDIT  FOR  THE  ArMA  CERTIFICATE  IN  CONTINUING 
MEDICAL  EDUCATION  AND  THE  AMA  PHYSICIANS 
RECOGNITION  AWARD 


I JULY 

ATHOPHYSIOLOGY  OF  HYPERTENSION 
|jly  11,  1977,  Phoenix  General  Hospital  Phoe- 
IX.  AZ  Sponsor:  Phoenix  General  Hospital 
tatf  Meeting  Contact  Dr.  Ramon  Alba.  6528 
I Indian  School  Rd.,  Phoenix,  AZ  Approved 
irtwo  required  hours  toward  the  ArMA  Certifi- 
,ate  in  Continuing  Medical  Education. 

1 

OCTOBER 

5th  ANNUAL  MEETING  OF  THE  MEDICAL 
OCIETY  OF  THE  UNITED  STATES  AND 
1EXICO 

■ctober  12-15,  1977,  Del  Webb's  Towne 
ouse,  Phoenix,  AZ.  Sponsor:  Medical  Society 
I the  United  States  and  Mexico.  Contact  Lucy 
Vernetti,  M D , 333  W.  Thomas  Rd.  Ste  207, 
hoenix,  AZ  85013.  Approved  for  required 
ours  toward  the  ArMA  Certificate  m Con- 
nuing  Medical  Education. 

JANUARY  1978 

EDIATRIC  UPDATE  1978 
anuary  16-19,  Doubletree  Inn,  Scottsdale,  AZ. 
ponsor  Dept,  of  Pediatrics  of  St  Joseph's 
ospital  and  Medical  Center,  Phoenix,  AZ 
ontact  Melvin  L.  Cohen,  M D.,  Dept,  of  Pedi- 
Iric  Education.  St  Joseph's  Hospital  and 
ledical  Center.  350  W Thomas  Road,  Phoe- 
IX,  AZ  85013  Approved  for  16  required  hours 
ward  the  ArMA  Certificate  in  Continuing 
ledical  Education  an  A.A  F P.  credits. 


Just  send  the 
coupon  below. 


Do  you  have 
patients  with 
Paget’s  Disease 


You  can  get 
updated  information 
on  the  disease  and 
on  effective  treatment 
for  its  symptoms  of 
bone  pain,  skeletal 
deformities,  and 
neurologic  deficits. 


MONTHLY  OR  WEEKLY 

)FFICE  PSYCHIATRY  FOR  THE 
RIMARY  PROVIDER 
nd  Monday  of  month,  481 1 N 7th  Street, 
hoenix  AZ.  Sponsor:  Arizona  Health  Plan. 
Contact:  T.  R Bittker,  M.D , Box  5000, 
hoenix.  AZ  85010.  Approved  for  required 
ours  toward  the  ArMA  Certificate  in 
lontinuing  Medical  Education. 


Armour  Pharmaceutical  □ 
Company 

Greyhound  Tower  □ 

1 1 1 West  Clarendon  Avenue 
Phoenix,  Arizona  85077 


Send  latest  information 
on  Paget’s  Disease  of  Bone. 
Have  your  representative 
call  on  me. 


Dr. 


Address 


City 


State 


Zip 


FILM  READING  SESSIONS  & 
SCIENTIFIC  MEETINGS 
Monthly.  Sponsor:  Phoenix  Radiology  Soc- 
iety. Contact:  Mrs.  Mary  Wood,  810  W. 
Bethany  Home  Rd.,  Phoenix,  AZ  85013. 
Approved  for  2 required  hours  per  session 
to\ward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


DERMATOLOGY  CLINICAL 
CONFERENCE 

Feb.  28,  1977,  Marshall  Auditorium,  Tuc- 
son Medical  Center,  Tucson,  AZ.  Sponsor: 
U of  A College  of  Medicine  & Dept,  of  IM, 
Dermatology  Sect.  Contact:  Peter  Lynch, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85724. 


CLINICAL  IMMUNOLOGY, 

ALLERGY  AND  RHEUMATOLOGY 
ROUNDS 

Every  Friday  Noon-1  p.m.  Sponsor:  U of  A 
College  of  Medicine,  Dept,  of  Internal 
Medicine,  Clinical  Immunology  Section. 
Contact:  John  Boyer,  M.D.,  U of  A College 
of  Medicine,  Tucson,  AZ  85721 . Approved 
for  1 required  hour  per  session  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


ENDOCRINOLOGY  SEMINAR 

Every  Thursday,  Noon-1  p.m.,  1st,  3rd  & 
5th  Thursday  — Rm.  N318,  VA  Hospital, 
2nd  & 4th  Thursday,  Rm.  6505,  Tucson 
Medical  Center.  Sponsor:  U of  A College  of 
Medicine,  Department  of  Internal  Medi- 
cine, Tucson,  AZ  85721.  Approved  for  1 
required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


HEMATOLOGY-ONCOLOGY 
CLINICAL  CONFERENCE 
Every  Tuesday,  Noon-1  p.m.  1 st,  3rd  & 5th 
Tuesdays  — Rm.  6505,  AZ  Medical  Cen- 
ter. 2nd  & 4th  Tuesdays  — Rm.  N318, 
Veterans  Adm.  Hospital.  Sponsor:  U of  A 
College  of  Medicine,  Dept,  of  Internal 
Medicine.  Contact:  Sidney  Salmon,  M.D.,  U 
of  A College  of  Medicine,  Tucson,  AZ 
85721.  Approved  for  1 required  hour  per 
session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


GRAND  WARD  ROUNDS  — TRAUMA 
Every  Tuesday,  8 a.m.  Arizona  Medical 
Center,  Tucson,  AZ.  Sponsor:  U of  A 
College  of  Medicine,  Surgery  Depf.,  Trau- 
ma Section.  Contact:  Martin  Silverstein, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85721 , Approved  for  1 required  hour 
per  session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 
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PROBLEM  CASE  WORKSHOPS 
3rd  Monday  of  each  month  7:30  a m.  Room 
441 0,  Arizona  Medical  Center,  T ucson,  AZ. 
Sponsor:  Division  of  Ophthalmology,  U of  A 
College  of  Medicine.  Contact:  H.  E.  Cross, 
M.D.,  Ph.D.,  Arizona  Medical  Center,  Dept, 
of  Surgery,  Tucson,  AZ.  Approved  for  2 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


MEDICAL  GRAND  ROUNDS 

Every  Wednesday,  Noon-1  p.m.  1st,  3rd,  & 
5th  Wednesday  — Staff  Conf.  Rm.,  VA 
Hospital.  2nd  & 4th  Wednesday  — Rm 
5403,  Arizona  Medical  Center.  Sponsor:  U 
of  A College  of  Medicine,  Dept,  of  Internal 
Medicine.  Contact:  Jay  Smith,  M.D.,  U of  A 
College  of  Medicine,  Tucson,  AZ  85721. 
Approved  for  1 required  hour  per  session 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


PSYCHIATRIC  GRAND  ROUNDS 

Every  Wed.,  Sept,  to  May,  4-5:30  p.m.  Rm. 
8403,  Arizona  Medical  Center,  Tucson,  AZ. 
Sponsor:  U of  A College  of  Medicine  Dept, 
of  Psychiatry.  Contact:  Alan  Levenson, 
M.D.,  U of  A College  of  Medicine,  Tucson, 
AZ  85721 . Approved  for  1 1 /2  required 
hour  per  session  toward  the  ArMA  Certifi- 
cate in  Continuing  Medical  Education. 


TRAUMA  CONFERENCE 
Ever/  Monday,  4 p.m.  Rm.  4410,  Arizona 
Medical  Center,  Tucson,  AZ.  Sponsor:  U of 
A College  of  Medicine,  Dept,  of  Surgery, 
Trauma  Section.  Contact:  Martin  Silver- 
stein, M.D.,  U of  A College  of  Medicine, 
Tucson,  AZ  85721.  Approved  for  1 re- 
quired hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


STAFF  EDUCATION  CONFERENCE 

Wednesdays,  Weekly,  1 p.m.  Arizona  State 
Hospital,  Phoenix,  AZ.  Sponsor:  Arizona 
State  Hospital.  Contact:  Howard  E.  Wulsin, 
M.D.,  Arizona  State  Hospital,  2500  E.  Van 
Buren,  Phoenix,  AZ  85008.  Approved  for  1 
required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical 
Education. 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 
Hospital  Auditorium,  Baptist  Hospital, 
Phoenix.  Sponsor:  Baptist  Hospital  Phoe- 
nix. contact:  James  B.  Shields,  M.D.,  6036 
N.  1 9th  Ave.,  Phoenix,  AZ  8501 5.  Approved 
for  1 1 /2  required  hours  per  month  toward 
the  ArMA  Certificate  in  Continuing  Medical 
Education. 


PATIENT  STAFFING  CONFERENCE 

Three  times  weekly.  Camelback  Hospita 
Phoenix,  AZ.  Sponsor:  Camelback  Hospita 
Contact:  Medical  Director,  Camelback  Ho; 
pital,  5055  N.  34th  St.,  Phoenix,  AZ  8501! 
Approved  for  1 elective  hour  per  conferenc 
toward  the  ArMA  Certificate  in  Continuin 
Medical  Education. 


CAMELBACK  HOSPITAL  CLINICAL 
CONFERENCE 

Third  Tuesday  monthly.  Camelback  Hospit; 
Phoenix,  AZ.  Sponsor  Camelback  Hospit; 
Contact  Medical  Director,  Camelback  Ho 
pital,  5055  N.  34th  St.,  Phoenix,  AZ  85018  A[ 
proved  for  1 elective  hour  per  session  towa 
the  ArMA  Certificate  in  Continuing  Medic 
Education. 


COUNTER  TRANSFERENCE  GROUP 

Weekly,  Thurs.  8-10  p.m.  Sponsor:  Phoen 
Psychiatric  Council.  Contact:  James  I 
CAmpbell,  M.D.,  5051  N.  34th  St.,  Phoeni: 
AZ  85018.  Approved  for  2 required  hour 
toward  the  ArMA  Certificate  in  Continuin 
Medical  Education. 


DESERT  SAMARITAN  HOSPITAL 

Wednesday  Evenings  7 p.m.  Spo.iso 
Desert  Samaritan  Hospital.  Contact:  L.  / 
Rosati,  M.D.,  Laboratory,  Desert  Samarita 
Hospital,  Mesa,  AZ  85202,  Approved  fc 
required  hours  toward  the  ArMA  Certificaf 
in  Continuing  Medical  Education. 


PULMONARY  DISEASE  GRAND  3C 
ROUNDS 

Mondays  — 12  Noon.  D-5  North  Confer 
ence  Rm.,  Good  Samaritan  Hospital,  Phoe 
nix,  AZ.  Sponsor:  Pulmonary  Diseasi 
Teaching  Service,  Good  Samaritan  Hos  z 
pital.  Contact:  Bernard  E,  Levine,  M.D 
Pulmonary  Function  Laboratory,  Goo< 
Samaritan  Hospital,  1033  E.  McDowe 
Hospital,  Phoenix,  AZ  85006.  Approved  fc  '& 
1 required  hour  per  session  toward  thi  s 
ArMA  Certificate  in  Continuing  Medics 
Education. 

1 , 

! s 

CLINICAL  CANCER  CONFERENCE 

3rd  Wednesday  every  month,  Butler  Bld( 
Conference  Room,  Good  Samaritan  Hot 
pital,  Phoenix,  AZ.  Sponsor:  Good  Samar 
tan  Hospital.  Contact:  John  A.  Bruner,  M.D 
926  E.  McDowell  Road,  Phoenix,  A 
85006.  Approved  for  1 required  hour  pe 
session  toward  the  ArMA  Certificate  i 
Continuing  Medical  Education. 
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YOU  HAD  YOUR 


J%/  Hearing  losses 
/ are  among  the  most 


COMFORTABLE 


/ consistently  neglected 
/ health  problems.  Many 

Tfa'rt’rk  T n'Pt'TV  H CT  TV'^  people  with  them  won't  even 
1 L iD  1 ly  1 JL  Li  X O 1^  admit  it  to  themselves,  let  alone 

y others.  A little  encouragement  may 
y start  them  thinking  about  themselves 

H F A R T N n ^ more  realistically. 

That's  why  we're  offering  you  the  poster 
shown  here.  You  can  hang  it  on  the  wall  or  stand 
it  on  a small  table.  It  comes  with  booklets  called  "As 
° INVESTMENT  OF  A FEW  MI  ty  precious  as  sight"  that  give  your  patients  some  basic 
° ^ facts  about  auditory  testing  and  hearing  losses  and  how 

^ easy  they  are  to  correct  in  many  cases. 

^ Write  to  us  for  your  free  poster  and  booklets.  They  just 

^ might  help  you  to  help  some  patients  who  aren't  hearing  as  well 
^ as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  it. 

Professional  Relations  Division,  Beltone  Electronics  Corporation 
4201  West  Victona  Street,  Chicago,  Illinois  60646,  an  American  company 


WHEN 

BURNING  PAIN 
COMPLICATES 
" ACUTE 
CYSTITIS*  ♦ 


TURN  IT  OFF  WITH 


Each  tablet  contains  0.5 Gm  sulfamethoxazole  and  100 mg  phenazopyridine  HCI. 


I Quickly  relieves  painful  symptoms  such  as  burning 
and  pain  associated  with  urgency  and  frequency 


I Recommended  antibacterial  therapy  up  to  3 days 
with  Azo  Gantanol  then  1 1 days  with  Gahtanol  (sulfa 
rhethoxazole) 


(K'vl  N 


I L ffectively  controls  susceptible  pathogens  such  as 
t (.oh  Klebsiella- Aerobacter,  Staph  aureus,  Proteus 
mirabilis  and  less  frequently,  Proteus  vulgaris 


* noiiobstructed  due  to  susceptible  organisms 


Before  prescribing,  please  consult  complete  product  information 
a summary  of  which  follows: 

Indications-  In  adults  urinary  tract  infections  complicated  by 
pain  (primarily  pyelonephritis  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  £ coh  Klebsiella  Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabihs  and  less  frequently,  Proteus  vulgaris)  m the 
absence  of  obstructive  uropathy  or  foreign  bodies 
Note;  Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response,  add  aminobenzoic  acid  to 
follow-up  culture  media.  The  increasing  frequency  of  resistant  organ 
isms  limits  the  usefulness  of  antibacterials  including  sulfonamides 
Measure  sulfonamide  blood  levels  as  variations  may  occur, 

20  mg/ too  ml  should  be  maximum  total  level 

Contraindications;  Children  below  age  12,  sulfonamide  hyper 
sensitivity,  pregnancy  at  term  and  during  nursing  period,  because 
Azo  Gantanol  contains  phenazopyridine  hydrochloride  it  is  contram 
dicated  in  glomerulonephritis  severe  hepatitis,  uremia  and 
pyelonephritis  of  pregnancy  with  G I disturbances 

Warnings:  Safety  during  pregnancy  not  established  Deaths  from 
hypersensitivity  reactions,  agranulocytosis  aplastic  anemia  and  other 
blood  dyscrasias  have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor  purpura  or  jaundice)  may  indicate  serious  blood 
disorders  Frequent  CBC  and  urinalysis  with  microscopic  examination 
are  recommended  during  sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or 
hepatic  function,  severe  allergy  bronchial  asthma,  in  glucose-6- 
phosphate  dehydrogenase  deficient  individuals  in  whom  dose  related 
hemolysis  may  occur  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation 

Adverse  Reactions;  Blood  dyscrasias  (agranulocytosis  aplastic 
anemia  thrombocytopenia  leukopenia  hemolytic  anemia,  purpura 


ri,poprothrombinemia  and  methemoglobinemia)  allergic  reactions 
(eiytnerna  multiforme,  skin  eruptions,  Stevens-Johnson  syndrome, 
epidermal  necrolysis,  urticaria,  serum  sickness  pruritus,  exfoliative 
oeimatitis  anaphylactoid  reactions,  periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis),  G / reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
titis diarrhea  anorexia,  pancreatitis  and  stomatitis),  CA/S  reacf/ons 
(headache  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia  hallucinations,  tinnitus,  vertigo  and  insomnia),  miscellaneous 
reactions  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria  periarteritis  nodosa  and  L.  E phenomenon)  Due  to  certain 
chemical  similarities  with -some  goitrogens,  diuretics  (acetazolamide, 
tniazides)  and  oral  hypoglycemic  agents,  sulfonamides  have  caused 
rare  instances  of  goiter  production,  diuresis  and  hypoglycemia 
Cross-sensitivity  with  these  agents  may  exist 

Dosage;  Azo  Gantanol  is  intended  for  the  acute,  painful  phase  of 
urinary  tract  infections.  Usual  adult  dosage  2 Gm  (4  tabs)  initially, 
then  1 Gm  (2  tabs)  B I D.  for  up  to  3 days  If  pain  persists,  causes  other 
than  infection  should  be  sought.  After  relief  of  pain  has  been 
rjObtamed  continued  treatment  with  Gantanol  (sulfamethoxazole) 
may  be  considered 

NOTE:  Patients  should  be  told  that  the  orange  red  dye 
(pnenazopyridine  HCI)  will  color  the  urine 

Supplied;  Tablets,  red,  (ilm-coated,  each  containing  0 5 Gm 
sulfamethoxazole  and  100  mg  phenazopyridine  HCI-bottles  of 
100  and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


® Each  capsule  contains  50  mg.  of 
Djrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


Trademark 


MAKES  SENSE 
FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


* 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant.  


♦ Indications;  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  ‘Dyrenium’ 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K*  should  be  made.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone, 
restrict  intake.  The  presence  of  a widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
Thiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  mi ght 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus.  Adequate  information 
on  use  in  children  is  not  available. 

Precautions;  Do  periodic  serum  electrolyte 
determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
frequently;  both  can  cause  K"  retention  and 
elevated  serum  K"  . Two  deaths  have  been  re- 
ported with  such  concpmitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium*  (triamterene,  SK&F  Co.),  and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  ‘Dyrenium’  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  in  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuri- 
cemia and  gout,  digitalis  intoxication  (in  hypo- 
kalemia), decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions;  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  in- 
stitutional use  only). 

SI^&F  CO.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation 


TRIAMTERENE  CONSERVES  POTASSIUM  N/HILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


BURROUGHS  WELLCOME  Ca  MAKES 
CODEINE  COMBINATION  PRODUCTS. 

YOU  MAKE  THE  CHOICE. 


EMHRIN 
COMPOUND 
c CODEINE 
#3 

Each  tablet  contains; 
codeine  phosphate,  32  mg  (gr  V2), 
(Warning:  May  be  habit-forming); 
aspirin,  227  mg;  phenacetin,  162  mg; 
and  caffeine,  32  mg.- 


EMPRACET 
c CODEINE 
#3 

Each  tablet  contains: 
codeine  phosphate,  30  mg  (grV2), 
(Warning:  May  be  habit-forming); 
and  acetaminophen  300  mg. 

© 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


JMOR  BOARD  CONFERENCE 
^ery  Friday  at  Noon,  Kiva  Conference 
)om,  Phoenix  Memorial  Hospital.  Spon- 
ir:  Phoenix  Memorial  Hospital.  Contact: 
Dward  Kimball,  M.D.,  333  West  Thomas 
)ad,  Phoenix,  AZ  85013.  Approved  for 
edit  toward  the  ArMA  Certificate  in 
Dntinuing  Medical  Education. 

ONTHLY  MEDICAL  EDUCATION 
EMINAR 

iird  Monday  of  the  Month,  6:30  p.m., 
va  Conference  Room,  Phoenix  Memorial 
ospital.  Sponsor:  Medical  Staff  of  Memor- 
I Hospital.  Contact:  George  Scharf,  M.D., 
?01  South  7th  Avenue,  Phoenix,  AZ 
3007.  Approved  for  1 required  hour  per 
?ssion  toward  the  ArMA  Certificate  in 
ontinuing  Medical  Education. 

'lONTHLY  MEETING  OF  TUCSON 

Iadiologists 

ast  Tues.  of  Month,  Plaza  International, 
ucson,  AZ.  Sponsor:  U of  A Medical 
enter,  Dept,  of  Radiology.  Contact:  Irwin 
I.  Freundlich,  M.D.,  Arizona  Medical  Cen- 
ir.  Dept,  of  Radiology,  Tucson,  AZ  85724. 
pproved  for  2 required  hours  toward  the 
rMA  Certificate  in  Continuing  Medical 
ducation. 

<\MILY  PRACTICE  CONFERENCE 
5t  Monday,  Monthly,  12:45  p.m.,  Scotts- 
ale  Memorial  Hospital,  Scottsdale,  AZ. 
30nsor:  Medical  Staff.  Contact:  R.  C. 
ood,  M.D.,  Dir.  of  Medical  Education, 
300  E.  4th  St.,  Scottsdale,  AZ.  Approved 
ir  1 elective  hour  per  conference  toward 
le  ArMA  Certificate  in  Continuing  Medical 
ducation. 

lORBIDITY  & MORTALITY 
ONFERENCE 

nd  Monday,  Monthly,  12:45  p.m.,  Scotts- 
ale  Memorial  Hospital,  Scottsdale,  AZ. 
ponsor:  Medical  Staff.  Contact:  R.  C. 
iood,  M.D.,  Dir.  Medical  Education,  7300  E 
th  St.,  Scottsdale,  AZ.  Approved  for  1 
lective  hour  per  conference  toward  the 
rMA  Certificate  in  Continuing  Medical 
ducation. 

LINICAL  PATHOLOGICAL 
ONFERENCE 

!h  Monday,  Monthly,  12:45  p.m.,  Scotts- 
ale  Memorial  Hospital,  Scottsdale,  AZ. 
ponsor:  Medical  Staff.  Contact:  R.  C. 
lOOd,  M.D.,  Director  of  Medical  Education, 
300  E.  4th  St.,  Scottsdale,  AZ.  Approved 
!)r  1 elective  hour  per  conference  toward 
le  ArMA  Certificate  in  Continuing  Medical 
ducation. 

/1EDICAL  GRAND  ROUNDS 
ird  Monday,  Monthly,  12:45  p.m.,  Scotts- 
laie  Memorial  Hospital,  Scottsdale,  AZ. 
Iponsor:  Medical  Staff.  Contact:  R.  C. 
3ood,  M.D.,  Dir.  of  Medical  Education, 
'300  E.  4th  St.,  Scottsdale,  AZ.  Approved 
Dr  1 elective  hour  per  conference  toward 
De  ArMA  Certificate  in  Continuing  Medical 
iducation. 


CARDIOLOGY  CONFERENCE 
Weekly— Friday  8-9  a.m.,  St.  Mary's  Hos- 
pital Auditorium,  Tucson,  AZ.  Sponsor:  St. 
Mary's  Hospital.  Contact:  A.  L.  Forte,  M.D., 
St.  Mary's  Hospital,  Tucson,  AZ  85724. 
Approved  for  one  required  hour  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 

GRAND  ROUNDS 

Each  Thursday  7 a.m. -8  a.m.,  St.  Mary's 
Hospital  and  Health  Center,  Sponsor: 
Depts.  of  Medicine,  Surgery,  Radiology, 
Pathology  and  Family  Practice.  Contact: 
Richard  Silver,  M.D.,  Chairman,  Medical 
Education  and  Library  Committee,  Century 
Medical  Plaza,  Suite  160,  1701  West  St. 
Mary's  Road,  Tucson,  AZ  85703.  Approved 
for  1 required  hour  per  round  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 

Gl  CONFERENCE 

(Special  Program  with  U of  A Consultants) 
4th  Friday  - 1 p.m.  - T-5.  Sponsor:  VA 
Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail.  M.D.,  VA  Hospital  7th  & Indian 
School  Rd.,  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 

G.I.-RADIOLOGY  CLINICAL 
CORRELATION  CONFERENCE 

1st  and  3rd  Monday,  1 p.m.  -C435. 
Sponsor:  VA  Hospital.  Phoenix,  AZ.  Con- 
tact: Jasper  L,  McPhail,  M.D.,  Veterans 
Administration  Hospital,  7th  & Indian 
School  Rd.,  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 

GASTROENTEROLOGY 

CONFERENCE 

1st  and  3rd  Tuesday,  1 p.m.  - T-5. 
Sponsor:  VA  Hospital  Phoenix,  Contact: 
Jasper  L.  McPhail,  M.D.  VA  Hospital,  7th 
& Indian  School  Rd..  Phoenix,  AZ.  Ap- 
proved for  required  hours  toward  the  ArMA 
Certificate  in  Continuing  Medical  Edu- 
cation. 


CARDIOLOGY  CONFERENCE 
2nd  Thursday  - 1 p.m.  - T-5.  Sponsor: 
VA  Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital,  7th  and  Indian 
School  Rd.,  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CLINICOPATHOLOGY  CONFERENCE 
4th  Thursday  of  3rd  Mo.  (Mar.,  Jun., 
Sept  & Dec.),  1 p.m.  - T-5.  Sponsor:  VA 
Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital,  7th  and  Indian 
School  Rd.,  Phoenix.  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Education. 


MEDICAL-SURGICAL  CHEST 
CONFERENCE 

1st  and  3rd  Thursday  - 1 p.m.  - T-5. 
Sponsor:  VA  Hospital  Phoenix.  Contact: 
Jasper  L.  McPhail,  M.D.,  VA  Hospital,  7th 
and  Indian  School  Rd.,  Phoenix.  AZ. 
Approved  for  required  hours  toward  the 
ArMA  Certificate  in  Continuing  Medical 
Education. 


CANCER  SYMPOSIUM  (formerly 
Tumor  Board) 

Each  Wednesday  - 1 p.m.  - T-5.  Sponsor: 
VA  Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital,  7th  and  Indian 
School  Rd.,  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SURGERY-PATHOLOGY 

CONFERENCE 

Each  Thursday  - 7 a m.  - 2128.  Sponsor: 
VA  Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital,  7th  and  Indian 
School  Rd.,  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DERMATOLOGY  CONFERENCE 
1st,  2nd  & 3rd  Wednesday.  Sponsor: 
VA  Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital,  7th  and  Indian 
School  Rd.,  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


MEDICAL  SERVICE  GRAND  ROUNDS 
Each  Friday  - 11  a m.  - T-5.  Sponsor:  VA 
Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital  7th  & Indian 
School  Rd..  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


HEPATOLOGY  CONFERENCE 
2nd  and  4th  Tuesday  - 1 p.m.  - 2128, 
Sponsor:  VA  Hospital  Phoenix.  Contact: 
Jasper  L.  McPhail,  M.D.,  VA  Hospital,  7th  & 
Indian  School  Rd.,  Phoenix,  AZ.  Approved 
for  required  hours  toward  the  ArMA  Certifi- 
cate in  Continuing  Medical  Education, 


UROLOGY-PATHOLOGY 

CONFERENCE 

Each  Wednesday  - 7 a m.  - 2128.  Sponsor: 
VA  Hospital  Phoenix,  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital,  7th  and  Indian 
School  Rd.,  Phoenix,  AZ.  Approved  for 
required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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ANNOUNCING  Pfactice^*Pf<)ductivity  Ii|c.  WORKSHOP 


Business  Essentials  for  a Medical  Office 

one-day  workshop  for  your  medical  office  assisfanfs 


June  8,  1977 
June  9,  1977 


9 AM  to  5 PM 

Tucson 

Phoenix 


Marriott  Hotel 
Hyatt  Regency 


TOPICS:  Telephone  Management,  Appolniment  Scheduling,  Medical  Records,  Per 
sonnel.  Billing  Systems  and  Collection,  Insurance  Claim  Processing. 


'*Piacticc'’PfocIucth1ty  Il|C.  is  a not  ional  management  consulting  firm  located  In  Atlanta.  Physi-| 
clan-clients  are  engaged  in  the  private  practice  of  medicine.  Practice  Productivity  offers  educational 
and  motivational  workshops  In  sound  business  concepts  to  physicians,  medical  office  managers,  and 
medical  assistants.  It  also  provides  In-depth,  on-premise  consulting  to  physicians. 

For  further  information,  contact  Duane  M.  Johnson,  Ph.D.,  Executive  Vice-President,  Practice  Pro- 
ductivity Inc.,  Telephone  404/455-7344.,  or  Toll  Free  Registration  Desk  800/241  -622 


Registration  Form 

Please  register  the  following  persons  (type  or  print) 

Name  Position  Date  Will  Attend 

I. 

2 

3.  

4.  

From  the  office  of: 

Name Specialty__ Telephone:  ( ) 

Address City State ZIP 


Full  tuition  fee  of  $ is  enclosed  at  $60  per  registrant.  Tuition  Includes  course  materials  and 

luncheon  and  MUST  ACCOMPANY  THIS  FORM.  (There  is  a $10  handling  fee  deducted  on  all  refunds 
for  cancellations  received  at  least  one  week  In  advance  of  course;  no  refund  thereafter.) 


Make  check  payable  and  mail  to: 

1 IcICtiCO  1 IOclllCtl\  ity  2000  Clearvlew  Avenue,  Atlanta,  Georgia  30340 
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Medical  Director 


Physician  needed  to  head  detection  and 
diagnostic  sections  of  community- 
based  Cancer  Control  Program  in  New 
Mexico  and  the  Navaho  nation.  Will 
establish  and  supervise  rural  clinics. 
Should  have  a sensitivity  for  and  desire 


to  work  with  people  of  different  cultural 
and  ethnic  backgrounds.  Faculty  ap- 
pointment possible.  Salary  dependent 
upon  experience  and  qualifications. 
Must  be  eligible  for  NM  licensure.  Ad- 
dress inquiries  to 


Laurence  B.  Callan,  Ph.D,  Associate  Director, 
Cancer  Research  and  Treatment  Center, 
University  of  New  Mexico,  900  Camino  de  Salud, 
Albuquerque,  NM  87131. 


AN  EQUAL  OPPORTUNITY  EMPLOYER. 


J 

^ George  G.  y 
I Saravia,  MO  L 

k__V 


Camelback  Professional  Building 
5051  N.  34th  STREET 
PHOENIX,  ARIZONA  85018 
(602)  955-6200 


general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 


ARIZONA  MEDICINE 


you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


it  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  plaques  — Ready  to  hong 
No  gloss  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  ore  manufactured  locally. 


7731  EAST  FIRST  AVENUE* 
SCOTTSOAIE.  ARIZONA  13351  • 
(602)  945-933i 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882  - 6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directori:  Blanche  C.  Lightowlar,  B.A. 

Matthew  W.  Lightowlar 

P.O.B.  44,  Cortaro,  Arii. 


Emergency  — our  business 

Air  Evac  — serving  all  Arizonans  — 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 

(602)  254-7150 


A/RfVAC 

Samaritan  Health  Service 


Phoenix,  Arizona 
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HUdical  CeHtef  an4  ClMcai 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


a STrucTureo  procraivi 

FOr  THE  P3T1ENT 

Every  detail  for  the 
patient's  well-being 
is  carefully  planned 
and  evaluated  in 
conjunction  with 
his  personal  physician 


X 

o 


camelback  hospital 

5055  north  thirty-fourth  street 

phoenix,  arizona  85018 


O 


A NON-PROFIT  COMMUNITY  PSYCHIATRIC  HOSPITAL 
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Pharmacy  Directory 


FREE  RADIO  EQUIPPED  DELIVERY 


Lute's  Scottsdale  Pharmacy 


FOR  PRESCRIPTIONS 

3904  N.  Scottsdale  Rd.  945-8420  - 945-8429 
Next  to  the  1st  National  Bank 
Open  ’til  8 p.m.  daily  — 6 p.m.  Saturdays  and  Sundays 


tf  BUSY  CALL  asi.l S7 J 

Suce 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  TsssS  STOK 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


A new  hexagon  medical  office  under  construc- 
tion with  spacious,  unusual  design,  wood  in- 
teriors, high  pitch  ceilings  with  large  attractive 
supporting  beams  in  all  rooms.  4151  North 
32nd  Street,  between  Camelback  & Indian 
School  Road,  Phoenix,  Az.  Phone;  602  957-3520. 


Medical 

Transcription 


MULLEN  MEDICAL  SERVICE,  INC. 

4446  North  36th  Street 
Phoenix,  Arizona  85018 

Telephone  (602)  955-0763 


Classified 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  327-7471 


At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

“Established  1 932" 


LABORATORY 
EQUIPMENT  REPAIRS 
264-1109 

1832  E.  Hazelwood 
Ron  Vender  Ark  Phoenix,  Arizona  8501 6 


I 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


EUROPEAN  FINE  ARTS 

Registered  19th  and  20th  Century  European  paintings 
of  international  value  for  collectors  and  investors. 

Quality  art  is  the  investment  that  can  be  displayed 
and  enjoyed  as  it  appreciates  in  value  while  held  by 
the  owner,  not  filed  away  in  a safety  deposit  box. 

7152  Stetson  Drive  Tues.-Sat.  10a.m. -4  p.m. 

Scottsdale,  AZ  85251  (602)945-0111 
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NEW  CONCEPT  MEDICAL  SUITES 

New  Medical  Suites  currently  available  in  con- 
temporary, centrally  located  professional  building. 
Each  suite  is  architecturally  designed  and  con- 
structed according  to  individual  requirements  at  no 
expense  to  prospective  tenant.  Utilities,  6 day 
'janitorial  service,  elevator  & covered  parking  all 
■included.  For  further  information,  contact  Dan 
Wilbur  at  S.  J.  Dru  Development  Company,  240  W. 
Osborn  Rd.,  Ste,  207,  Phoenix.  (602)  264-9701. 

- 1 

FOR  RENT  OR  LEASE 

Two  Suites  at  744  and  750  N.  Country  Club  Road  in 
[Tucson  for  rent  or  lease  on  very  reasonable  terms. 
Ground  floor  with  ample  parking.  (602)  795-5661. 

FOR  LEASE 

In  Tucson  Medical  Park,  Block  1,  approximately 
1700  square  foot  medical  suite  directly  across 
street  from  maternity  entrance  of  Tucson  Medical 
Center.  Four  exam  rooms  with  sinks  and  cabinets, 
two  doctors  offices,  two  baths,  (one  with  shower), 
ample  business  office  space  and  nurses  station, 
arge  waiting  room,  abundant  storage  and  parking. 
Will  remodel  to  suit  tenant.  Competitive  rates, 
immediate  occupancy.  Call  795-9282. 

SUB-LET  OFFICE 

1122  N.  Craycroft  Road,  Tucson,  1/2  block  from 
Tucson  Medical  Center,  800  Square  Feet;  2+  years 
emaining  on  lease;  Reasonable  rent.  Call  886- 
291. 

DOCTOR’S  OFFICE  BUILDING  FOR  LEASE 

>,165  sq.  ft.;  excellent  location  and  parking  on 
North  Central.  Ideal  location  for  family  physician. 
Perms  neg.  — 718  E.  Bethany  Home  Road.  Call  944- 
1337. 

IMMEDIATE  NEED 

1 For  Primary  Care  Physicians,  Internists,  Nurses, 
1 Pediatricians  and  Psychiatrists  in  the  Air  Force. 
For  more  information,  call  local  or  collect  to: 
(602)  261-4971.  Air  Force  ....  a great  way  of  life 

IDEAL  SECOND  OFFICE,  OR  BILLING  OFFICE 

In  medical  complex,  adjacent  to  John  C.  Lincoln  Hos- 
pital. One  examining  room,  waiting  room,  business 
area,  private  toilet  and  inner  office  lease  and  option 
available  call  944-2533. 

■ 


POSITION  AVAILABLE 

Primary  Care  Group  runs  feestanding  ER  with 
$155,584  yearly  salaries.  900  monthly  visits  now.  As 
volume  grows,  salaries  grow.  Total  practice  volume 
$600,000  yearly,  Seeking  four  board  certified  ER  or 
family  practice  doctors  for  July  1st  to  buy  into 
practice  and  run  ER  and  share  other  practice 
responsibilities.  A unique  opportunity  in  rapidly 
growing,  warm  Northwest  Phoenix,  Arizona.  Reply 
Bob  Williams,  Mgr.  Multicare  Physicians,  LTD, 
2525  W.  Greenway  Rd.,  Phoenix,  AZ  85013.  Phone 
(602)  993-1200. 


FOR  LEASE 

General  Practitioners  office  building  in  Tucson. 
1100  Sq.  Ft.,  3 examining  rooms  with  sinks  and 
cabinets,  1 Doctors  Office,  2 lavs.,  large  waiting 
room  and  nurses  office.  Refrigerated  and  Xray  wired 
and  developing  room  with  equipment.  Close  to 
Tucson,  Medical  Center  with  ample  parking.  Call 
326-3957. 


BEAUTIFUL  3.5  ACRE  ESTATE 

In  the  heart  of  Phoenix.  Zoned  R-3  with  non- 
conforming  use  which  can  be  converted  to  other 
commercial  usage  including  doctors’  offices,  clinic, 
nursing  home.  Ranch-style  house,  sunken  living 
room,  indoor  heated  swimming  pool,  fireplace, 
terrazzo  and  flagstone  floors,  shake  roof.  50  fruit 
trees  and  date  palms,  greenhouse,  irrigation  for 
leisure  watering.  5 refrigerated  apartments.  For 
information  contact  Mr.  Presmyk  at  934-2171. 


WANTED  — SUMMER  77 

Family  practitioner,  young  responsive,  qualified,  to 
work  with  me  not  for  me  6 months  (?)  then  take 
over  solid,  solo,  family  practice  free,  major  Arizona 
city.  Excellent  coverage  for  time  off.  For  information 
write  Box  45,  c/o  Arizona  Medicine,  810  W.  Bethany 
Home  Road,  Phoenix,  Az  85013. 


MEDICAL  OFFICE  FOR  LEASE 

With  option  to  buy,  in  new  Tucson  Medical  Park.  1200 
sq.  ft.,  fully  improved,  tastefully  decorated.  Available 
June,  1977.  Contact  George  S.  Novalis,  M.D.,  5200 
East  Grant  Road,  Ste.  102,  Tucson,  AZ  85712.  (602) 
795-9036. 
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<^ROCH^  For  recurrent  attacks  of 

urinary  tract  infection  in  women 


BactrimDSS' 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  suifamethoxazole. 

Just  one  tabiet  b.i.d.f  or  iO  to  i4  days 

■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinii  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
{Federal  Register,  37:20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
“Susceptible  to  trimethoprim-sulfamethoxazole”  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

'/2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

IV2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

V2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

<X  Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

X Nutley,  New  Jersey  07110 

Please  see  back  cover. 
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Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurr>^nlurinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


<^R0^ 

Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introitah 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


sactrim  fights  uropathogens  in  the 
urinary  tract/vaginai  tract/iower  intestinal  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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A pharmacokinetic 
character  all  its  own 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 

to  reflex  spasm  to  local 


U 

O-hydroxydiozepom 


o 

desmethyldiozepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


oxQzepom 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


Valium^ 

(diazepam)  ^ 

2-mg,5-mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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All  oral  bronchodilators  are 
pretty  much  the  same.  Right? 
Wrong! 

The  difference  is  in  their  action  — both  before  and  after 
symptoms  begin.  That’s  the  reason  for  TEDRAI?. 

□ effective  and  prolonged  bronchodilation  from  the 
synergistic  effect  of  ephedrine  and  theophylline 

□ ^-ADRENERGIC  ACTION  RELAXES  BRONCHIAL 
SMOOTH  MUSCLE 

□ a-ADRENERGIC  ACTION  REDUCES  BRONCHIAL 
EDEMA  AND  SECRETIONS 

□ dosage  forms  to  meet  individual  patient  needs 


For  proven  performance. . . 

Tedral/tedrarSA/ Tedral  Elixir 


Each  tablet  contains  1 30  mg  Each  tablet  contains  1 80  mg  anhydrous  theophylline 

theophylline,  24  mg  ephedrine  (90  mg  in  the  immediate  release  layer  and  90  mg  in 

hydrochloride,  and  8 mg  the  sustained  release  layer)  48  mg  ephedrine 

phenobarbital  hydrochloride  (16  mg  in  the  immediate  release  layer 

and  32  mg  in  the  sustained  release  layer),  and  25  mg 
phenobarbital  in  the  immediate  release  layer 

SUSTAINED  ACTION 


Each  5 ml  teaspoonlul  contains  32  5 mg 
theophylline  6 mg  ephedrine  HCI,  and  2 mg 
phenobarbital  the  alcohol  content  is  1 5% 


See  next  page  for  brief  summary 


WARNER/CHILCOTT 

Division.  Warner-Lambert  Company 
Morris  Plains,  Nev^  Jersey  07950 
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TKDKAL® 


TKI)KAL“  SA  Suslaiiu'd  Action 
TKDKAI^®  Klixir 

CAUTION:  Federal  law  prohibits  dispens- 
intr  Tedral  SA  without  prescrijUion . 
Description.  Tedral : each  tablet  contains 
UiO  nitr  theophylline,  21  ni(j  ephedrine  hy- 
drochloride, and  8 phenoharhital. 

Tedral  S,\  : each  tablet  contains  180  ntjr 
anhydrous  theophylline  (00  mjr  in  the  im- 
mediate release  layer  and  00  mjr  in  the 
sustained  release  layer);  18  niK  ephed- 
rine hydrochloride  (10  ni(r  in  the  imme- 
diate release  layer  ami  32  mK  in  the  sus- 
tained release  layer);  25  mjr  i)henobarl)ital 
in  the  immediate  release  layer. 

Tedral  Klixir:  each  5 tnl  teaspoonful  con- 
tains 32.5  mu'  theophylline,  0 mj;  ephed- 
rine hydrochloride,  and  2 ni>r  phenobar- 
bital;  the  alcohol  content  is  15'/. 

Indications. Tedral,  Tedral  .SA,  and  Tedral 
Klixir  are  indicated  for  the  symptomatic 
relief  of  bronchial  asthma,  asthmatic  bron- 
chitis, and  other  bronchospastic  disorders. 
They  may  also  be  used  i)rophylactically  to 
abort  or  tninimize  asthmatic  attacks  and 
are  of  value  in  manaKi>ur  occjisional,  sea- 
sonal or  perennial  asthma. 

Tedral  SA  (Sustained  Action)  offers  the 
convenience  of  b.i.d.  dosajre. 

Tedral  Klixir  is  convenient  for  persons 
who  may  have  difficulty  in  swallowinjr 
tablets. 

'fhesc  Tedral  formulations  are  adjuncts 
in  the  total  mananement  of  the  asthmatic 
jiatient.  Acute  or  severe  asthmatic  attacks 
may  necessitate  sup|)lemen tal  therapy  with 
other  ilruKs  by  inhalation  or  other  paren- 
teral routes. 

Con( raindications.  Sensitivity  to  any  of 
the  ingredients;  porphyria. 

Warnings.  Drowsiness  may  occur.  I’lIK.NO- 
HARHITAl,  MAY  HK  II AIIIT-FORMINU. 

I’recaut ions.  Use  with  caution  in  the  pres- 
ence of  cardiovascular  disease,  severe  hy- 
pertension, hyperthyroidism,  prostatic  hy- 
pertrojihy,  or  glaucoma. 

.Adverse  Reactions.  Mild  e|iiuastric  dis- 
tress, iialpitalion,  t reniulousness,  insom- 
nia, difficulty  of  micturition,  and  CNS 
stimulation  have  been  reported. 

Average  Dosage,  rrophyinctic  or  Thera- 
peiilir. 

Tedral:  A<lnlts  — ()nu  or  two  tablets  every 
1 liours.  Children  — [Over  (iO  lb)  one-half  the 
adult  dose. 

Tedral  .SA  : Adnltn  — One  tablet  on  arisintr 
and  one  tablet  12  hours  later.  Tablets  should 
not  be  chewed.  (’hildi'eii  — \i>t  established 
for  children  under  12. 

Tedral  Klixir:  Note:  One  teaspoonful  is 
equivalent  to  oiie-'inn  i ter  Tedral  tablet. 
ChiUlreii— One  teaspoonful  per  30  lb  body 
weight,  every  1-(i  hours,  unless  prescribed 
otherwise  by  physician.  .Should  be  eiven  to 
children  under  2 years  of  ajre  only  with  ex- 
treme caution.  Adults  — One  to  two  talile- 
spoonfuls  every  four  hours. 

Supplied.  Tedral : White,  uncoated  scored 
tablets  in  bottles  of  21  (N  0017-0230-21), 
100  (.\  0017-0230-51)  and  1000  ( N 0017- 
023()-(:0).  Also  in  Unit  Dose-packaire  of 
10x10  strips  ( N 0017-0230- 1 1 ). 

Tedral  SA : Double-layered,  uncoated, 

coral/ mottleii  white  tablets  in  bottles  of 
100  (N  0017-0231-51)  and  1000  (N  0017- 
0231-00).  Also  in  Unit  Dose-packatre  of 
10  X 10  strips  (N  0017-0231-11). 

Teilral  Klixir:  Dark  red  and  cherry-fla- 
vored in  171  ml  (If,  fl  oz)  bottles  (N  0017- 
0212-10). 

STORK  BKTWKKN  59°  and  8f.°F  (15°  and 
30°C). 

Full  information  is  available  on  request. 
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Practice  management  counseling 
and  personal  financial  planning 

• 

Objective  review  of  proposed  investments. 

(We  do  not  sell  investments, 
real  estate  or  insurance). 

• 

Evaluation  and  improvement  of  collection  methods. 

Cost  effectiveness  surveys  of  your  practice. 

• 

F-'acility  design  and  feasibility  studies. 

MEDICAL  BUSINESS  CONSULTANTS 

3225  North  Central  Avenue,  Suite  300-B 
Phoenix,  Arizona  85012  Phone  (602)  264-3803 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$8.50  per  volume,  including  name  imprint 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 


ROSWELL  BOOKBINDING 

2614  North  29fh  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


Providing 
Drug  Information 
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Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

DrU^  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  i-^rodiict  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purported ly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


nil 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


SYNTHETIC  THERAPY 
FOR  HYPOTHYROIDISM 


From  Armour— Rrst 
Name  in  Thyroid 
Replacement  Therapy* 

Mode 
because  it  offers: 

• Controlled  potency  [a 
dependable,  chemically  pure 
synthetic  hormone], 

• Complete  thyroid 
replacement  therapy 
[because  T4  is  converted 
to  T3  at  the  cellular  level], 

• Uniform  dosage,  tablet  after 
tablet, 

• Predictable  response, 

• Potency  coded , , , for  quick, 
easy  identification 

• Color  coded,  Armacoded , , , 
for  safety,  convenience, 

•First  request  tor  desiccated  [dried) 
thyroid  was  filled  in  1 892  - now,  84  years 
of  research  and  supply  of  thyroid 
replacement  medications 


See  adjacent  page  tor  bnet  summary  of  prescribing  information 


Arizona  Hospital  I.D.  Quizz 


(Sodium  Levothyroxine 
Tablets,  U.S.R) 

INDICATIONS -LETTER®  (Sodium  Levothy- 
roxine Tablets,  U S P)  is  indicated  as  replace- 
ment or  substitution  therapy  for  diminished  or 
absent  thyroid  function 

CONTRAINDICATIONS-LETTER*  (Sodium 
Levothyroxine  Tablets.  U S P)  administration  is 
contraindicated  in  thyrotoxicosis  and  in  acute 
myocardial  infarction  LETTER*  is  contrain- 
dicated in  the  presence  of  uncorrected  adrenal 
insufficiency  because  it  increases  the  tissue 
demands  for  adrenocortical  hormones  and  may 
cause  an  acute  adrenal  crisis  in  such  patients 
(See  Warnings) 

WARNINGS  -LETTER*  should  be  used  with 
caution  in  patients  with  cardiovascular  disease, 
including  hypertension  The  development  of 
chest  pain  or  other  aggravation  of  cardio- 
vascular disease  will  require  a decrease  in 
dosage 

Injection  of  epinephrine  in  patients  with 
coronary  artery  disease  may  precipitate  an 
episode  of  coronary  insufficiency  This  may  be 
enhanced  in  patients  receiving  thyroid  prepara- 
tions Careful  observation  is  required  if  cate- 
cholamines are  administered  to  patients  in  this 
category  Patients  with  coronary  artery  disease 
should  be  carefully  observed  during  surgery, 
since  the  possibility  of  precipitating  cardiac 
arrhythmias  may  be  greater  in  those  treated 
with  thyroid  hormones 

Thyroid  replacement  may  potentiate 
anticoagulant  effects  with  agents  such  as 
warfarin  or  bishydroxycoumarin  and  reduction 
of  one-third  in  anticoagulant  dosage  should  be 
undertaken  upon  initiation  of  LETTER*  (Sodium 
Levothyroxine  Tablets.  U S P)  therapy  Sub- 
sequent anticoagulant  dosage  adjustment 
should  be  made  on  the  basis  of  frequent  pro- 
thrombin determinations 

In  patients  whose  hypothyroidism  is 
secondary  to  hypopituitarism,  adrenal  insuf- 
ficiency will  probably  also  be  present  When 
adrenal  insufficiency  and  hypothyroidism 
coexist,  the  adrenal  insufficiency  should  be 
corrected  by  corticosteroids  before  adminis- 
tering thyroid  hormones 

PRECAUTIONS  — Patients  with  hypothyroidism, 
and  especially  myxedema,  are  particularly 
sensitive  to  thyroid  preparations  so  that  treat- 
ment should  begin  with  small  doses  and 
increments  should  be  gradual 

In  patients  with  diabetes  mellitus.  addition  of 
thyroid  hormone  therapy  may  cause  an  increase 
in  the  required  dosage  of  insulin  or  oral  hypo- 
glycemic agents  Conversely,  decreasing  the 
dose  of  thyroid  hormone  may  possibly  cause 
hypoglycemic  reactions  if  the  dosage  of  insulin 
or  oral  hypoglycemic  agents  is  not  adjusted 

ADVERSE  REACTIONS  — Excessive  dosage  of 
thyroid  medication  may  result  in  symptoms  of 
hyperthyroidism  Since,  however,  the  effects  do 
not  appear  at  once,  the  symptoms  may  not 
appear  for  one  to  three  weeks  after  the  dosage 
regimen  is  begun  The  most  common  signs  and 
symptoms  of  overdosage  are  weight  loss,  palpi- 
tation. nervousness,  diarrhea  or  abdominal 
cramps,  sweating,  tachycardia,  cardiac  arrhyth- 
mias. angina  pectoris,  tremors,  headache, 
insomnia,  intolerance  to  heat  and  fever  If 
symptoms  of  overdosage  appear,  discontinue 
medication  tor  several  days  and  reinstitute 
treatment  at  a lower  dosage  level 

DOSAGE  AND  ADMINISTRATION -As  with 
any  type  of  thyroid  administration,  the  dosage 
of  LETTER®  (Sodium  Levothyroxine  Tablets. 

U S P)  must  be  individualized  to  approximate 
the  deficit  in  the  patient’s  thyroid  secretion 
The  response  of  the  patient  is  determined  by 
clinical  judgment  in  conjunction  with  laboratory 
findings 

HOWSUPPLIED-LETTER®  (Sodium  Levothy- 
roxine Tablets.  U S P)  is  available  in  bottles  of 
too  tablets  and  larger  The  0 05  mg  . 0 1 mg  . 

0 15  mg  , 0 2 mg  . and  0 3 mg  potencies  are  also 
available  in  cartons  of  100  (10  strips  of  10 
tablets)  packaged  in  Unit  Dose  as  Armadose* 
Each  LETTER*  Tablet  is  distinctively  colored 
and  bears  identifying  markings 

Before  prescribing,  consult  package  insert  for 
complete  product  information 


Armour  Pharmaceutical  Company 
Phoenix,  Arizona  85077 


Figure  2. 


Figure  3. 


Answers  on  page  404. 


SAK  A PART  or  IT  TOR 
TOMORROW  ■ TAX  Dlf  ERRED 


WITH  AN  HBA  LIFE 


FLEXIBLE 
PAYMENTS 


Flexible  Payment  Annuity 

An  Individual  Retirement  Annuity  (IRA)  plan  using  an  HBA 
Flexible  Payment  Retirement  Annuity  has  features  which 
make  it  an  excellent  investment  for  your  retirement,  such  as 
a guaranteed  monthly  income  for  life,  and  contributions  are 
tax-deductible  if  they  do  not  exceed  the  lesser  of  $1,500  or 
15%  of  annual  earned  income. 


Since  earned  income  may  fluctuate,  you  can  adjust  annual  contributions  by 
using  the  flexible  payment  feature. 

If  earned  income  is  interrupted,  the  contract  continues  in  force  with  past 
contributions  growing  in  value. 

With  the  flexible  payment  feature,  no  additional  contract  is  needed  for  your 
IRA  if  each  contribution  is  at  least  $10.00. 

Payments  are  acceptable  anytime  during  the  calendar  year,  from  one,  to  12. 
No  additional  charge. 


Your  dollars  will  accumulate  on  a guaranteed  growth  basis.  In  addition,  we  are 
currently  paying  a non-guaranteed,  higher  interest  rate  than  the  guaranteed 
amount.  The  following  illustrates  both  the  guaranteed  and  current  non-guaran- 
teed accumulation  and  income  at  age  65. 


Assume  $100  monthly  contributions  to  age  65 
Monthly  Benefit  at  65  for  120  months  certain  and  life 


Guaranteed 

Current 

Monthly  Benefit 

Age  at 

Dollar 

(Non-Guar.) 

Guaranteed 

Non-Guaranteed 

Issue 

Accumulation 

Accumulation 

Male 

Female 

Male 

Female 

35 

$58,458 

$102,476 

$364 

$330 

$818 

$764 

45 

32,164 

45,264 

205 

186 

361 

337 

55 

13,523 

15,492 

86 

78 

123 

115 

GUARANTEED  LIFETIME  PAYMENTS.  You  can  take  the  dollars  accumulated  and 
purchase  an  annuity,  which  guarantees  a monthly  payment  for  your  lifetime  and  your 
spouse’s  lifetime.  The  annuity  rate  is  guaranteed  now.  This  rate  could  be  most  valuable 
to  you  upon  your  later  retirement  since  rates  could  be  higher  then  due  to  increases  in  life 
expectancy  and  a possible  decline  in  interest  rates.  OR,  you  can  take  a lump  sum  dis- 
tribution from  you  IRA  plan  anytime  between  59‘/2  and  70‘/2  without  additional  tax 
penalty.  However,  the  entire  distribution  will  be  taxed  as  ordinary  income. 

If  you  would  like  more  information,  an  HBA  Life  agent  will  be  glad  to  discuss  our  FPRA 
with  you.  Please  phone  us  at  the  number  below. 


133Y  N.  FIRST  ST.  (P.O.  BOX  1272),  PHOENIX,  AZ  85001  (502)  258-4885 


100 


20 
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EAR 


I NG  IS 


AS  PRECIOUS 


AS  SIGHT  HAV^ 


y 


YOU  HAD  YOUR 


If/  Hearing  losses 
JLj  /t  are  among  the  most 


TESTED  LATELY  A 


COMFORTABLE 


/ consistently  neglected 
health  problems.  Many 
^ j - ^ people  with  them  won't  even 
O admit  it  to  themselves,  let  alone 

/ others.  A little  encouragement  may 
start  them  thinking  about  themselves 

H F A R T N ^ more  realistically, 
n £j  /I  n 1 IN  That's  why  we're  offering  you  the  poster 

shown  here.  You  can  hang  it  on  the  wall  or  stand 
/ it  on  a small  table.  It  comes  with  booklets  called  "As 
INVESTMENT  OF  A FEW  MI  precious  as  sight"  that  give  your  patients  some  basic 

^ facts  about  auditory  testing  and  hearing  losses  and  how 
^ easy  they  are  to  correct  in  many  cases. 

^ Write  to  us  for  your  free  poster  and  booklets.  They  just 

^ might  help  you  to  help  some  patients  who  aren't  hearing  as  well 
^ as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  it. 

Professional  Relations  Division,  Beltone  Electronics  Corporation 
4201  West  Victona  Street,  Chicago,  Illinois  60646,  an  Amencan  company 


' /'ji  v . 


it.  . 
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when  choosing  a diuretic 
for  day-in-day-out 
hypertension  control  with 
comfortable  compliance... 


The  agent  you  choose  in  mild  to  moderate 
essential  hypertension  should  offer  (1)  long-term 
effectiveness,  (2)  patient  comfort  and  compliance. 

Zaroxolvn  offers  both. 

In  one  long-term  study  ^ Zaroxolyn  brought 
moderately  elevated  (average  161/109  mm  Hg) 
blood  pressure  down  to  the  range  of  normo- 
tension— and  held  it  there  for  a year  or  more. 

The  investigator  noted,  “Patient  cooperation  was 
surprisingly  good  for  a study  of  such  duration 
[2V2  years].  The  once-daily  dosage  schedule  with 


metolazone  [Zaroxolyn]  no  doubt  contributed  to 
patient  compliance!' 

Overall  compliance  with  Zaroxolyn  is  good— 
very  good.  An  analysis  of  controlled  clinical 
studies  involving  188  Zaroxolyn  patients  showed 
that  only  eight  discontinued  therapy  because  of 
side  effects.  That’s  a discontinuation  rate  of  only 
4.3%,  and  broader  clinical  experience  appears  to 
substantiate  this  low  rate? 

Zaroxolyn.  For  long-term  control  and  comfortable 
compliance  in  mild  to  moderate  hypertension. 


Recommended  initial  dosage  in  mild  to  moderate  essential  hypertension-2'/2  to  5 mg  once  daily 


Xa^bxolyri 

(metolazone,  Pennwalt) 

2V2-mg,  5-mg  and  10-mg  tablets 

once-daily  antihypertensive  diuretic 


Before  prescribing,  see  complete  prescribing 
information  in  the  package  insert,  or  in  PDR,  or 
available  from  your  Pennwalt  representative  The 
following  is  a brief  summary  Indications: 
Zaroxolyn  (metolazone)  is  an  antihypertensive 
diuretic  indicated  for  the  management  of  mild  to 
moderate  essential  hypertension  as  sole  thera- 
peutic agent  and  in  the  more  severe  forms  of 
hypertension  in  conjunction  with  other  anti- 
hypertensive agents  Also,  edema  associated  with 
heart  failure  and  renal  disease  Contraindications: 
Anuria,  hepatic  coma  or  precoma;  allergy  or 
sensitivity  to  Zaroxolyn  Or,  as  a routine  in  other- 
wise healthy  pregnant  women  Warnings:  In 
theory  cross-allergy  may  occur  in  patients 
allergic  to  sulfonamide-derived  drugs,  thiazides 
or  quinethazone  Hypokalemia  may  occur,  and  is 
a particular  hazard  in  digitalized  patients; 
dangerous  or  fatal  arrhythmias  may  occur 
Azotemia  and  hyperuricemia  may  be  noted  or 
precipitated  Considerable  potentiation  may 
occur  when  given  concurrently  with  furosemide 
When  used  concurrently  with  other  antihyper- 
tensives, the  dosage  of  the  other  agents  should 
be  reduced  Use  with  potassium-sparing  diuretics 
may  cause  potassium  retention  and  hyper- 
kalemia Administration  to  women  of  childbearing 


age  requires  that  potential  benefits  be  weighed 
against  possible  hazards  to  the  fetus  Zaroxolyn 
appears  in  the  breast  milk  Not  for  pediatric  use 
Precautions:  Perform  periodic  examination  of 
serum  electrolytes,  BUN,  uric  acid,  and  glucose 
Observe  patients  for  signs  of  fluid  or  electrolyte 
imbalance  These  determinations  are  particularly 
important  when  there  is  excessive  vomiting  or 
diarrhea,  or  when  parenteral  fluids  are  admin- 
istered Patients  treated  with  diuretics  or  corti- 
costeroids are  susceptible  to  potassium  deple- 
tion Caution  should  be  observed  when  adminis- 
tering to  patients  with  gout  or  hyperuricemia  or 
those  with  severely  impaired  renal  function 
Hyperglycemia  and  glycosuria  may  occur  in 
latent  diabetes  Chloride  deficit  and  hypo- 
chloremic alkalosis  may  occur  Orthostatic 
hypotension  may  occur  Dilutional  hyponatremia 
may  occur  in  edematous  patients  in  hot  weather 
Adverse  Reactions:  Constipation,  nausea, 
vomiting,  anorexia,  diarrhea,  bloating,  epigastric 
distress,  intrahepatic  cholestatic  jaundice, 
hepatitis,  syncope,  dizziness,  drowsiness,  vertigo, 
headache,  orthostatic  hypotension,  excessive 
volume  depletion,  hemoconcentration,  venous 
thrombosis,  palpitation,  chest  pain,  leukopenia, 
urticaria,  other  skin  rashes,  dryness  ot  mouth. 


hypokalemia,  hyponatremia,  hypochloremia. 
hypochloremic  alkalosis,  hyperuricemia,  hyper- 
glycemia, glycosuria,  raised  BUN  or  creatinine, 
fatigue,  muscle  cramps  or  spasm,  weakness, 
restlessness,  chills,  and  acute  gouty  attacks 
Usual  Initial  Onc»-Oaily  Dosages:  mild  to 
moderate  essential  hypertension— 2Vi  to  5 mg; 
edema  of  cardiac  failure— 5 to  10  mg;  edema  of 
renal  disease— 5 to  20  mg  Dosage  adjustment 
may  be  necessary  during  the  course  of  therapy 
How  Supplied:  Tablets.  2’4.  5 and  10  mg 

References: 

1 Dornfeld  L,  Kane  R:  Metolazone  in  essential 
hypertension  The  long-term  clinical  efficacy  of 
a new  diuretic  Curr  Ther  Res  18:  527-533.  1975 

2 Data  on  file.  Medical  Department.  Pennwalt 
Prescription  Products 
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Pennwalt  Prescription  Products 
Pharmaceutical  Division 
Pennwalt  Corporation 
Rochester  New  York  14603 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


MedroT4  mg  Dosepak* 

methylprednisolone,  Upjonn 

The  explicit  printed  dosage  instructions  that  accompany  each  Dosepak 
make  it  easy  for  the  patient  to  understand  and  follow  the  dosage  regimen. 


♦Trodemark 
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MODERN  COMMUNICATIONS 

FOR  DOCTORS  ON  THE  GO... 


BEEPERS 

Whether  you  are  at  the  Hospital,  home, 
driving  your  car  or  a golf  ball  — our  Beepers 
will  signal  you  anywhere  in  the  valley. 
Choose  from  4 different  types  of  Beepers. 
We  offer  a signal  W/Memory,  W/Voice  — 
Vibrating  and  Dual  Signal  (Two  signals  with 
different  sounds).  You’ll  never  miss  an  im- 
portant call! 


CAR 

TELEPHONES 

How  much  time  would  be  saved  if  you  could 
make  calls  from  the  privacy  of  your  car? 
There  is  no  need  to  stop,  park,  find  a pay 
phone  and  wait  to  use  it.  Our  automatic 
“Direct  Dial”  telephone  is  always  on  the 
alert,  because  we  will  take  messages  for 
you  when  you  are  out  of  your  vehicle.  It's 
a valuable  business  tool  that  allows  you  to 
phone  or  be  phoned  anywhere  in  the  valley. 


ANSWERING 

SERVICE 

If  your  office  phone  is  occasionally  un- 
attended ...  you  could  use  our  28  year  old 
Answering  Service  advantageously.  We  main- 
tain a staff  of  courteous,  efficient  operators; 
who  specialize  in  answering  professional 
business  phones.  We  take  your  messages 
and  generally  act  as  your  personal  telephone 
secretary,  while  you  are  away  from  your 
office.  Many  doctors  are  using  our  service 
now! 


For  more  Information  — Call . . . 

257-1577 

GENERAL  COMMUNICATIONS  SERVICE,  INC. 

"OUR  BUSINESS  KEEPS  YOU  IN  TOUCH  WITH  YOURS" 


Computed  leurological  Scanning  Senter 


Baptist  Medical  Center  Outpatient  Facility 
6036  North  19th  Avenue.  Suite  207 
Phoenix.  Arizona  85015  (602)  242-5859 


Alan  Yudell  M D Ralph  B Lilly  M D Barry  A Hendin.  MD 
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Consider  the  advantages  of 
leasing  yotur  next  car: 


Lower  initial  cash  outlay. 

That’s  the  first  advantage  of  leasing  under 
the  Valley  Bank  Leasing  Program . After 
you  sign  your  lease,  all  you  give  us  is  first 
monthly  payment  and  a deposit  equal 
to  another  monthly  payment,  plus  sales 
tax  and  a current  license  fee.  Leaving  more 
of  your  money  for  personal  or  business 
use— inventory,  capital  improvements,“ 
investments. 

Lower  monthly  costs. 

In  many  cases,  leasing  offers  lower 
monthly  payments.  So  you  can  consider 
leasing  any  make  and  model  vehicle, 
with  the  colors  and  accessories  you  desire. 
From  the  dealer  of  your  choice. 


Simpler  tax  record-keeping.  | 

There’s  no  need  to  maintain  depreciation  j 
and  amortization  schedules  for  business ! 
deductions.  Lease  receipts  from  the  Valley 
Bank  are  ample  evidence  of  your  auto- 
mobile expense. 

Leasing,  an  alternative  to  purchasing, 
offers  several  other  advantages,  too.  And 
they  can  add  up  to  a more  profitable  way 
to  drive  a car  Just  ask  a participating  deal( 
for  more  information  on  the  Valley  Bank 
Leasing  Program.  He’ll  give  you  full  details 


Ws  go  out  of  our  way  for  you. 
National  Bank  Leasing  Program. 

rrr\tr>  - 


Member  FDIC 


consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator* 


(POSTERIOR  VIEW  OF  PANCREAS) 


diabetic  patient  has  been  reported  with 


10  interference  in  the  management  of  the 

VASODILAN 

( ISOXSUFBNE  HCI) 

the  compatibie  vasodiiator  tablets.  » mg 


•Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences- 
National  Research  Council  and/or  other  information,  the  FDA  has  classified  the  indi- 
cations as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  thromboangiitis 
obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 

Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml. 


Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily. 

Intramuscular:  5 to  10  rng.d  or  2 ml.)  two  or  three  times  daily  Intramuscular  adminis- 
tration may  be  used  initially  in  severe  or  acute  conditions. 

Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral  use 
when  administered  in  recommended  doses.  Should  not  be  given  immediately  postpartum 
or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood  of  side 
effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has  been  asso- 
ciated in  time  with  the  occurrence  of  hypotension,  tachycardia,  nausea,  vomiting, 
dizziness,  abdominal  distress,  and  severe  rash.  If  rash  appears  the  drug  should  be 
discontinued. 

Although  available  evidence  suggests  a temporal  association  of  these  reactions  with 
isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 

Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypotension  and 
tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses.  For  these  reasons 
single  intramuscular  doses  exceeding  10  mg.  are  not  recommended  Repeated  adminis- 
tration of  5 to  10  mg.  intramuscularly  at  suitable  intervals  may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100, 1000,  5000  and  Unit  Dose;  Tablets,  20  mg,, 
bottles  of  100,  500, 1000,  5000  and  Unit  Dose;  Injection,  10  mg.  per  2 ml.  ampul,  box  of 
SIX  2 ml.  ampuls.  _ _ ■ lJ  i U S Pat  No  3,056.836 

MeadPiTiMil  LABORATORIES 

9 1077,  MEAD  JOHNSON  ft  COMPANY,  EVANSVILLE,  INDIANA  47721  U.S.A.  MJL9-4117R1 
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easy  to  take 


Oral  Suspension 

250  mg.  /5  ml. 
100  and  200-ml. 
sizes 


125  mg. /5  ml. 
60, 100,  and 
200-ml.  sizes 


Pediatric  Drops 


100  mg. /ml. 
10-ml.  size 


Keflex 

cephalexin 


Additional  information  available  to  the  prof ession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Seminars  in 
Chest  Medicine 


Causes  of  Respiratory  Allergy  in  Arizona 

PART  I 


Hugh  C.  Thompson,  M.D. 
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Respiratory  allergy  is  frequently  the 
interaction  between  a susceptible 
person  and  pollen.  However,  fungi, 
infections,  air  pollution  and  climate 
are  also  recognized  as  incitants.  These 
factors  are  related  to  other  variables: 
geography,  industry,  population  char- 
acteristics, and  those  who  provide 
care,  the  physicians.  Arizona  is  un- 
usual in  the  complexity  and  rapidly 
changing  nature  of  factors  which  in- 
fluence respiratory  allergic  disease 
(Figure  1).  This  article  will  discuss 
these  factors  and  their  interrelation- 
ship. A thorough  understanding  of  the 
etiology  of  respiratory  allergy  is  es- 
sential for  successful  patient  manage- 
ment. 

Geography  and  Climate 
' Geography  and  climate  are  obviously 
interrelated.  They  influence  respiratory 
allergy  by  determining  native  vegeta- 
tion (hence  the  pollens),  fungal  growth 
and  the  distribution  of  other  air  pollu- 
tants. Temperature  and  humidity  also 
have  a direct  influence  on  patient  symp- 
(toms.  The  complexity  of  Arizona  geog- 
jraphy  is  shown  in  Figure  2.  Approxi- 
imately  42%  of  the  state  is  desert,  25% 
grassland,  and  33%  forest.  Yearly  rain- 
fall ranges  from  3-11  inches  in  the  desert 
jto  three  times  that  in  the  high  forest. 
[Mean  temperature  declines  with  eleva- 

From:  Dept,  of  Pediatrics,  Arizona  Health  Sciences 
Center  (Drs.  Thompson  & Gundersen),  and  Medical 
Audiovisual  Services  U.  of  A.  Tucson  (Mr.  McNeely). 


tion.  Irrigated  land  is  now  10-15% 
greater  than  shown  in  the  map,  data  for 
which  were  compiled  25  years  ago.  Na- 
tive vegetation  with  allergenic  pollen  in- 
cludes saltbush,  rabbit  bush  and  mes- 
quite  in  the  southern  desert,  sagebrush 
in  the  northern  desert,  and  juniper  in 
the  forest.  Other  native  pollens  of  the 
grassland  and  forest  such  as  aspen,  cer- 
tain grasses,  pinon  pine,  and  oak  are  felt 
to  cause  symptoms  in  some  people,  but 
the  extent  of  their  allergenicity  requires 
definition.  As  shown  by  the  map,  within 
the  distance  of  a few  miles,  an  individual 
may  be  exposed  to  several  types  of  pollen. 

Climatic  factors  control  pollen  and 
fungal  growth  and  distribution,  as  well 
as  the  concentration  of  air  pollutants. 
Recent  temperature  sums,  soil  moisture, 
evapotranspiration  and  antecedent  sum- 
mer sunshine  and  rainfall  all  play  a 
part  in  pollen  production.  Solomon  and 
Hayes'  have  shown  that  the  climate  of 
the  several  previous  months  alters  the 
quantity  of  tree,  grass  and  rabbit  bush 
pollen.'  Southern  Arizona  summer  soil 
moisture  is  ephemeral  due  to  intense 
rains  with  rapid  runoff,  high  tempera- 
tures and  high  evaporation  rates.  In 
contrast,  the  relatively  light  winter 
rains  frequently  last  several  days,  and 
lower  temperatures  and  lower  evapora- 
tive power  of  the  air,  may  leave  the  soil 
saturated  for  several  days  or  weeks. 
Therefore,  in  southern  Arizona,  water 
stress  is  greatest  when  pollen  is  pro- 


Figure 1.  Causes  of  Allergic  Respiratory 
Disease  in  Arizona. 


duced,  and  is  least  in  the  winter  at  a 
time  when  most  plants  are  relatively 
inactive. 

Pollen  emission  is  related  to  day  and 
night  temperatures,  solar  radiation 
received  on  the  ground,  air  movement, 
relative  humidity,  rainfall,  soil  moisture 
and  barometric  pressure.  Early  morning 
emission  may  be  related  to  increases  in 
solar  radiation  and/or  the  subsequent 
decline  in  relative  humidity. 

Pollen  dispersal  is  related  to  pollen 
grain  size,  density,  wind  velocity,  and 
turbulence.  Wind  velocity  and  turbu- 
lence account  for  vertical  and  horizontal 
diffusion.  Rainfall  and  air  mass  are  also 
important. 

Prevailing  winds  carry  pollens  in 
certain  directions.-  The  prevailing  wind 
in  Phoenix  is  from  the  east,  but  in  Tucson 
from  the  northwest  in  the  summer  and 
northeast  in  the  winter.  Highly  allergic 
individuals  should  locate  their  homes 
with  wind  direction  in  mind. 


Data  and  Compilation  by  ( I Grasses 

Dept  of  Range  Ecology.  Desert 

University  of  Arizona 

■■  Irrigated  Land 

Figure  2.  Distribution  of  Natural  Vege- 
tation in  Arizona  (Adapted  from  Nichol, 
A. A.  Technical  Bulletin  (127,  University 
of  Arizona,  1952). 
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The  growth  of  fungi  varies  with  the 
season;  commercial  crops  depend  on 
local  weather  conditions.  The  concentra- 
tion of  pollens,  fungi,  and  other  air  pol- 
lutants is  determined  by  the  changing 
height  of  inversion  layers  in  valleys.  In 
summer,  the  inversion  layer  is  10,000 
feet  and  in  winter,  2,500  feet.  Compres- 
sion of  aeroallergens  and  pollutants  to 
roughly  one  fourth  the  summer  volume 
occurs  during  the  winter  months.  Winds 
can  cause  profound  dust  storms  in  some 
areas. 

Climate  directly  affects  normal  man 
and,  in  particular,  allergic  individuals. 
Much  of  Arizona’s  population  emigrated 
because  of  dryness  and  warmth.  Allergic 
individuals  may  wheeze  the  day  before 
or  the  day  of  a storm.  This  is  probably 
due  not  to  humidity  alone,  but  possibly 
to  a combination  of  changes  in  baromet- 
ric pressure,  reduced  temperature,  and 
humidity.  The  sharp  dip  in  night  tem- 
perature, characteristic  of  the  desert,  is 
a possible  cause  of  wheezing. 

Cold  fronts  following  warm  fronts  can 
cause  wheezing,  but  the  major  storms 
that  traverse  Arizona  may  not  be  so 
troublesome.  Fewer  major  storms  cross 
southern  Arizona  than  most  other  parts 
of  the  nation  in  winter  and  summer.^ 
Clouds  and  major  storms  are  largely 
absent  over  Arizona,  southern  Califor- 
nia, Nevada  and  northern  Mexico  in 
summer,  because  pressure  and  tempera- 
ture gradients  prevent  moisture  laden 
air  from  crossing  these  states.'*  The  area 
is  therefore  more  comfortable  for  some 
asthmatics. 

Fungi 

The  main  allergenic  fungi  in  Arizona 
are  ubiquitous  throughout  the  United 
States:  alternaria,  hemlinthosporium, 
hormodendrum  (cladosporium),  asper- 
gillus,  and  penicillium.'*  Although  tra- 
ditionally found  in  damp  areas,  some 
fungi  have  adapted  well  to  dryness  and 
reproduce  at  humidities  as  low  as  10%. 
Fungi  grow  on  hay,  grain,  leaves,  dung, 
plants,  and  soil.  Alternaria  is  said  to 
thrive  in  the  bark  of  the  mesquite  tree. 
Irrigation  ditches,  evaporative  air  cool- 
ers, cattle  tanks,  and  lakes  all  supply 
good  culture  media.  Damp  hay  or  straw 
is  particularly  selective  for  aspergillus. 
Sinski  has  stated  that  handling  hay  in  a 
barn  will  increase  the  mean  aspergillus 
spore  count  140  to  340  times.’  Arizonans 
who  ride  horses  or  feed  cattle  will  be 
heavily  exposed.  Molds  associated  with 
dead  crops  and  irrigation  may  cause 
allergic  disease. 

To  be  continued 


Abstract  Of  Interest: 

Chopra,  D.  (Medical  Service,  Boston 
Veterans  Administration  Hospital,  150 
S.  Huntington  Avenue,  Boston,  MA 
02130).  Janson,  P.,  and  Sawin,  C.T.: 
Insensitivity  to  Digoxin  Associated  with 
Hypocalcemia,  N Eng  J Med  296:917- 
918,  1977. 

The  authors  present  an  unusual  case 
report.  An  85-year-old  man  was  admit- 
ted to  a hospital  with  the  chief  complaint 
of  shortness  of  breath.  After  physical 
and  laboratory  examinations,  a therapy 
of  bed  rest,  a low  salt  diet,  furosemide, 
and  digoxin  was  begun.  Serum  digoxin 
levels  were  maintained  at  1.5-3.0ng/ml 
with  no  decrease  in  ventricular  rate  ( 180 
beats/min.  on  admission).  Serum  cal- 
cium was  6.7mg/dl  on  admission.  Only 
when  the  serum  calcium  level  began  to 
rise,  did  the  ventricular  rate  drop  toward 
normal.  The  serum  calcium  stabilized 
at  8.5mg/dl  and  the  ventricular  rate 
stabilized  at  80  beats/min.  The  authors 
suggest  hypocalcemia  be  added  to  the 
list  of  causes  of  resistance  to  digitalis 
glycosides. 

Abstract  Of  Interest: 

Siegel,  W.H.  (Department  of  Urology, 
Mt.  Sinai  Medical  Center,  Miami  Beach, 
FL,  33140):  Unusual  Complication  of 
Therapy  with  Sulfamethoxazole-Tri- 
methoprim, J Urol  117:397,  1977. 

A case  report  is  presented  of  a 72- 
year-old  male  seen  in  the  emergency 
room  with  the  chief  complaint  of  not 
having  voided  for  18  hours.  He  also 
stated  that  he  had  noticed  a decrease 
in  urinary  volume  during  the  previous 
24-36  hours.  The  patient  had  been  re- 
ceiving therapy  for  chronic  prostatitis 
with  co-trimoxazole  for  approximately 
2 weeks  (dosage  not  stated)  prior  to  his 
appearance  at  the  emergency  room.  The 
patient  was  admitted  and  had  numerous 
examinations  of  his  urinary  system  (e.g. 
cystogram,  IVP,  renal  scan,  and  cystos- 

.\ddres8  all  communications  to  the  author.  Mr.  Pearson 
is  Education/Research  Associate  with  David  Wastchak 
& Associates,  Inc.,  Pharmaceutical  Consultants,  1818 
Grand  Avenue,  Phoenix,  Arizona  85007.  (602)  253-9323. 
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copy).  The  last  examination  occurrtu 
5 days  post  admission  and  revealed  bi|| 
lateral  ureteral  obstruction  by  stonei; 
The  stones  were  removed  and  analyze' 
The  stone  from  the  left  side  was  calciu| 
oxalate,  while  that  from  the  right  w:| 
a pure  metabolite  of  co-trimoxazole.  Tlj 
patient  has  fully  recovered  with  no  cor 
plications. 

Abstract  Of  Interest: 

Shankaran,  S.  (Childrens  Hospital 
Michigan,  3901  Beaubien  Blvd.,  Detroi 
MI  48201),  and  Poland,  R.L.:  The  Di 
placement  of  Bilirubin  from  Albumin  I 
Furosemide,  J Pediatr  90:642-646,  197 
Three  methods  were  used  to  assess  tl 
degree  of  bilirubin  displacement  fro 
albumin  by  furosemide  compared  to 
known  displacer  of  bilirubin,  sulfisox 
zole.  The  authors  chose  a whole  blo( 
fractionation  technique,  a hydroxybe 
zeneazobenzoic  acid  dye-binding  tec 
nique,  and  a measurement  of  chang 
in  bilirubin  concentrations  in  adu 
Gunn  rats  as  their  methods.  The  fir 
technique  utilized  whole  blood  obtaim 
from  jaundiced  infants  prior  to  exchanj 
transfusion  and  showed  that  furosemit 
was  about  equal,  on  a molar  basis, 
sulfisoxazole  as  a displacer  of  album! 
bound  bilirubin.  The  second  techniqi 
utilized  icteric  sera  and  showed  th 
increasing  concentrations  of  furosemii 
yielded  a corresponding  decrease  in  dy 
binding  capacity.  Injection  of  furosemic 
intraperitoneally  into  adult  Gunn  ra 
caused  a significant  decrease  in  seru 
albumin.  The  authors  conclude  that  (' 
a molar  basis,  furosemide  is  comparab 
to  sulfisoxazole  in  its  capacity  to  di 
place  bilirubin  from  albumin. 

Abstract  Of  Interest: 

Conn,  H.O.  (Veterans  Administrate 
Hospital,  West  Spring  Street,  West  H 
ven,  CT  06516),  Leevy,  C.M.,  Vlahcev 
Z.R.,  Rodgers,  J.B.,  Maddrey,  W.( 
Seeff,  L.,  and  Levy,  L.L.:  Comparis* 
of  Lactulose  and  Neomycin  in  the  TreJ 
ment  of  Chronic  Portal-Systemic  E 
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I'phalopathy,  Gastroenterology  72:573- 
1977. 

A multi-center,  randomized,  double- 
;ind  clinical  trial  was  conducted  to 
impare  neomycin  with  lactulose  treat- 
|ents  of  chronic  portal-systemic  en- 
•phalopathy  (PSE).  Patients  selected 
I r the  study  had  chronic  or  recurrent 
SE.  A total  of  33  patients  were  selected 
id  served  as  their  own  controls.  A 
luble  drug  system  was  used  to  main- 
lin  the  double  blindness  of  the  trial 
I iK:ause  of  the  obvious  difference  between 
: isage  forms  of  the  two  drugs.  Placebo 
I iblets  and  sorbitol  syrup  became  the 
lontrol  drugs.  The  investigators  at- 
*mpted  (with  less  than  60%  success 
pte)  to  guess  which  pair  of  drugs  some 
i'the  patients  were  receiving.  The  study 
^ilized  10-day  control  periods,  before, 
letween,  and  after  the  active  treatment 
jeriods  A & B.  Neomycin  or  placebo  was 
jdministered  at  a level  of  1.5g  four  times 
aily.  Lactulose  or  sorbitol  was  adminis- 
;red  at  30ml  four  times  daily,  initially, 
nd  then  adjusted  to  induce  2-3  stools 
jer  day.  Dietary  protein  was  kept  at 
pproximately  40g  daily.  The  investi- 
ators  evaluated  the  patients’  status  via 

Iie  following:  mental  stress,  trailmaking 
:st,  EEG,  blood  ammonia  concentration, 
ood  pH,  a PSE  index,  and  stool  studies, 
he  authors  conclude  that  both  neomy- 
n and  lactulose  are  effective  in  treat- 
ig  PSE. 

abstract  Of  Interest: 

Schooley,  R.T.  (Laboratory  of  Clinical 
pvestigation,  Bldg.  10;  Rm.  llS-242, 
Wat’l  Institute  of  Allergy  & Infectious 
disease,  NIH,  Bethesda,  MD  21205), 
Vagley,  P.F.,  and  Lietman,  P.S.:  Edema 
Lssociated  with  Ibuprofen  Therapy, 
'AMA  237:1716-1717,  1977. 

A 71-year-old  man  was  admitted  to 
he  hospital  with  a chief  complaint  of  a 
4.85kg  weight  gain  during  the  previous 
en  days.  The  patient  had  been  receiving 
OOmg  of  ibuprofen  four  times  daily  for 
jreatment  of  left  sacroiliac  discomfort. 
|V  previous  12-day  course  (6  months 
farlier)  of  the  same  therapy  had  been 
Successful  in  alleviating  the  discomfort, 
leven  days  after  the  second  course  of 
herapy  had  begun,  the  patient  was  ex- 
imined  and  showed  no  edema.  Six  days 
ifter  examination,  his  ankles  were 
wollen.  Four  more  days  passed,  and 
le  was  admitted  at  day  17  of  therapy 
Lowing  a 14.85kg  weight  gain  with 
ongestive  heart  failure.  Diuretic  ther- 
ipy  and  discontinuation  of  ibuprofen 
esulted  in  the  loss  of  all  weight  gained 
ind  resolution  of  the  signs  of  congestive 
leart  failure. 


The  relevance  of  basic  research  to 
clinical  medicine  has  been  amply  demon- 
strated by  recent  advances  in  our  under- 
standing of  hormone  deficiency  states. 
Most  hormones  are  made  not  only  as  the 
active  principle,  but  are  first  produced 
within  the  body  as  larger  weight  molecu- 
lar compounds  within  which  the  active 
principle  is  located.  Through  various 
processes,  some  involving  enzymes,  the 
active  hormone  is  liberated,  which  is 
then  measured  in  the  peripheral  circu- 
lation. This  concept  has  greatly  enhanced 
our  understanding  of  various  clinical 
states.  For  instance,  in  Cushing’s  dis- 
ease, not  only  is  "small”  ACTH  found  in 
the  plasma,  but  a larger  molecular 
weight  compound  having  similar  im- 
munological properties  to  the  ACTH 
molecule  has  also  been  measured.  Like- 
wise, tumors  which  make  ectopic  ACTH 
produce  the  large  molecular  weight  com- 
pound which  has  diminished  biological 
activity.  In  addition,  pancreatic  beta  cell 
tumors  make  proinsulin  in  larger  than 
normal  amounts  and  it,  too,  has  little 
biological  activity.  Similar  situations 
have  been  demonstrated  for  hormones 
such  as  thyroid  stimulating  hormone, 
growth  hormone,  prolactin,  parathor- 
mone and  even  renin.  Thus,  we  can  now 
recognize  clinical  situations  in  which 
large  molecular  weight  precursors  are 
predominantly  secreted  but  retain  little 
biological  activity.  Therefore,  a hormone 
deficiency  state  can  arise  from  biosyn- 
thetic defects.  For  instance,  there  can  be 
hormone  deficiency  states  because  the 
hormone  is  not  produced  at  all,  or  an 
abnormal  amino  acid  sequence  results 
in  the  hormone  not  being  folded  on  itself 
appropriately,  or  a hormone  can  be  made 
that  is  normal,  but  for  some  reason  is 
not  converted  to  its  active  principle  be- 
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cause  of  one  or  another  enzymatic  de- 
fects within  the  cell  of  origin. 

In  addition  to  these  possible  defects 
resulting  in  hormone  "deficiencies,”  a 
normal  hormone  generated  from  its 
larger  molecular  weight  precursor  may 
not  be  liberated  into  the  plasma  because 
of  abnormalities  in  the  secretory  process 
within  the  cell  of  origin.  There  probably 
are  various  avenues  through  which 
abnormalities  in  the  secretory  process 
can  result  in  hormone  deficiency  states. 
For  instance,  we  have  learned  from 
various  polypeptide  secreting  cells  that 
the  granules  which  contain  the  active 
hormone  must  first  migrate  from  the 
perinuclear  region  to  the  cell  surface. 
These  granules  must  then  fuse  with  the 
cell  membrane  through  a process  called 
emiocytosis  and  then  liberate  their  con- 
tents into  the  bloodstream.  Various 
abnormalities  in  these  pathways  can 
likewise  give  rise  to  a "hormone  de- 
ficiency state,”  which  clinically  could 
not  be  differentiated  from  any  of  the 
other  above  possibilities. 

A third  po.ssibility  to  account  for  hor- 
mone deficiency  states  has  recently  be- 
come apparent.  Hormones,  once  secreted, 
need  to  somehow  generate  a signal  in 
their  target  cells.  This  is  thought  to  be 
accomplished  by  the  hormone  binding 
with  a receptor  on  the  target  cell  mem- 
brane which  in  turn  produces  further 
changes  within  the  cell.  Abnormalities 
here  can  also  be  immense,  i.e.,  the  "re- 
ceptors” for  the  hormone  in  question 
may  be  absent,  or  the  receptors  may  be 
reduced  in  number,  or  the  receptors  may 
be  preoccupied,  or  there  may  be  com- 
pound which  circulates  in  the  blood 
which  binds  with  the  hormone  and  thus 
blocks  it  from  combining  with  its  re- 
ceptor. Various  clinical  states  for  many 
years  have  been  recognized  as  probably 
due  to  such  defects,  i.e.,  classical  nephro- 
genic diabetes  insipidus  (normal  hor- 
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mone,  abnormal  receptor  in  kidney), 
pseudohypoparathyroidism  (normal 
parathormone,  abnormal  kidney  or  bone 
receptors),  insulin  resistant  diabetes 
mellitus,  (normal  insulin  with  decreased 
number  of  receptors  as  in  obesity  or  nor- 
mal insulin  but  insulin  receptor  im- 
munoglobulin which  limits  insulin  from 
getting  to  its  receptors). 

Furthermore,  even  if  the  hormone  can 
bind  with  its  receptor,  there  has  to  be  a 
secondary  signal  generated  from  the 
combination  of  these  two  compounds  to 
cause  the  effected  cell  to  produce  the 
desired  response.  Obviously,  abnormali- 
ties in  one  or  many  of  these  heretofore 
unknown  steps  may  also  produce  a "hor- 
mone deficiency  state.”  Such  a situation 
has  clinical  relevance,  for  it  has  now 
been  demonstrated  that  there  are  rare 
types  of  diabetes  insipidus  where  there 
are  measureable  levels  of  antidiuretic 
hormone  in  the  plasma  which  appears 
to  bind  normally  with  the  receptor  in 
the  kidney  cell  but  the  signal  that  should 
be  generated  by  this  combination  does 
not  take  place.  Thus  the  body  looks  and 
feels  as  if  it  has  diabetes  insipidus  due 
to  complete  lack  of  antidiuretic  hormone, 
when  in  fact  the  hormone  is  normal,  the 
receptor  is  normal,  but  the  generation 
of  the  signal  from  the  combination  of  the 
two  is  abnormal. 

Medicine  as  a clinical  entity  is  stable 
but  there  is  an  earthquake  underfoot 
which  is  enabling  us  to  further  cate- 
gorize and  classify  clinical  conditions 
according  to  etiology.  This  hopefully  will 
enable  us  to  either  prevent  or  at  least 
therapeutically  be  more  selective  in  our 
treatment  of  these  conditions. 

REFERENCES 

Barr,  R.S.,  Roth,  J.:  Insulin  receptor  status  in  dis- 
ease states  of  man.  ARCHIVES  INTERNAL 
MEDICINE,  137:474,  1977. 

Kahn,  C.R.,  et  ah:  Receptors  for  peptide  hormones, 
ANNALS  INTERNAL  MEDICINE,  86:205-219, 
1977. 

Kawanishi,  K.,  et  ah:  Successful  immunosuppres- 
sive therapy  in  insulin  resistant  diabetes  caused 
by  anti-insulin  receptor  or  antibodies.  GENERAL 
CLINICAL  ENDOCRINOLOGY  AND  METABO- 
LISM, 44-.15,  1977. 


Seminars  in 
Gastroenterology 
and  Liver  Disease 


Indications 

For 

Colonoscopy 

George  E.  Burdick,  M.D. 


Leon  Rigberg,  M.D. 

Stephen  Glouberman,  M.D. 

George  Burdick,  M.D.,  Editors 

Indications  For  Colonoscopy 

1.  The  presence  of  a gastrointestinal 
polyp 

a.  For  purposes  of  polypectomy 

b.  For  evaluation  of  more  significant 
lesions  in  the  patient  with  a small 
polyp 

c.  Follow-up  evaluation  in  high  risk 
patients 

2.  Questionable  X-ray  lesion,  e.g.;  di- 
verticulosis  versus  neoplasm,  evalua- 
tion of  irregularities  at  a surgical 
anastomosis 

3.  Inflammatory  bowel  disease 

a.  Proctosigmoiditis  versus  ulcerative 
colitis,  i.e.;  abnormal  proctoscopy 
without  a cutoff  between  normal 
and  abnormal  tissue  in  the  pres- 
ence of  normal  X-rays. 

b.  The  differentiation  of  Crohn’s  ver- 
sus ulcerative  colitis 


c.  Evaluation  of  strictures 

d.  Clinical  suspicion  of  inflammato  r 
bowel  disease  with  normal  or  qu(j 
tionably  abnormal  X-rays 

4.  Lower  gastrointestinal  bleeding  I 

a.  Undiagnosed  by  X-ray  contrd 
studies 

b.  Occult  bleeding  in  the  presence- 

a negative  X-ray  ' 

1.  The  Presence  of  a 

Gastrointestinal  Polyp 

Polypectomy  is  the  most  well  knoMf 
indication  for  colonoscopy.*'^  In  generj  1 
any  polyp  over  one  centimeter  in  si 
which  is  pedunculated  should  be  i 
moved  and  examined.  Unfortunately! 
simple  biopsy  of  a polyp  is  only  of  val  * 
if  the  tissue  removed  is  malignant  sir 
one  focus  of  a polyp  may  be  benign  wh* 
another  area  demonstrates  invasi 
cancer.  If  carcinoma  in  situ  is  demc 
strated  at  pathology,  the  polypector 
can  usually  be  considered  curative.  ® 
invasion  of  the  stalk  is  present  ma'  ' 
would  recommend  that  the  patient 
referred  to  a surgeon  for  segmental  i1 
section.  Certainly  metastatic  disease  h ® 
been  described  from  polyps  with  invasi 
carcinoma.^  However,  this  seems  to 
very  low.  Wolff  and  Shinya  feel  that  loc  ** 
excision  is  all  that  is  required  if  ac; 
quate  clearance  exists  between  turr  ^ 
and  excision  site.**  It  has  been  my  exj 
rience  that  approximately  one  out  Us 
twenty  polyps  over  one  centimeter  « 
diameter  have  areas  of  invasive  car! 
noma.  *• 

There  is  some  question  as  to  wheth  « 
all  patients  with  polyps  of  any  si  t 
should  not  undergo  colonoscopic  exan  ‘ 
nation  to  rule  out  more  significant 
sions.  This  would  depend  in  some  degr 
on  the  technical  quality  of  the  bariv 
enema  which  demonstrated  the  pol}' 
In  my  opinion,  patients  with  color 
polyps  of  any  size  should  have  compk  < 
colonoscopic  examination  unless  a cc  » 
traindication  exists.  ® 

Follow-up  evaluation  of  high  risk  p K 
tients,  in  addition  to  regular  examir. 
tions  for  occult  blood,  barium  enemi 
should  include  periodic  colonoscoj 
evaluation.  This  group  of  patients  woe 
include: 

a.  Patients  with  previous  resection  j 
carcinoma  of  the  colon 

b.  Patients  with  long  term  chroi 
ulcerative  colitis,  i.e.;  greater  thi 
ten  years 

c.  Familial  syndromes  associated  wi 
carcinoma  of  the  colon 


From:  1010  E.  McDowell  Road,  Suite  204,  Phoenix,  Questionable  X-Ray  Lesions 
Arizona  85006  In  the  past  there  were  many  occasic 
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ifhen  a barium  enema  would  demon- 
trate  an  area  which  was  difficult  to  dis- 
inguish  between  diverticular  disease 
ind  neoplasm.  Although  these  instances 
till  occur  it  is  no  longer  a clinical  prob- 
em  because  colonoscopy  is  able  to  solve 
he  majority  of  these  questions. 

The  same  is  true  of  a number  of  other 
>roblems  which  frequently  had  to  be 
olved  by  surgical  exploration.  Irregu- 
arities  at  a surgical  anastomosis  are 
iften  confusing  as  are  benign  submucosal 
esions  of  various  types.  The  inverted 
^tump  following  an  appendectomy  may 
>e  confused  as  a cecal  mass. 

Inflammatory  Bowel  Disease 

a.  Proctosigmoiditis  versus 

Ulcerative  Colitis 

I Prior  to  colonoscopy  a diagnosis  of 
[ilcerative  proctitis  (a  benign  condition 
^ith  none  of  the  long  or  short  term  con- 
l>equences  of  ulcerative  colitis)  was  diag- 
jiosed  on  the  basis  of  an  abnormal  sig- 
jnoidoscopic  examination  and  a normal 
parium  enema.  It  was  then  often  said 
hat  patients  with  ulcerative  proctitis 
vould  occasionally  develop  ulcerative 
;olitis  with  time.  Colonoscopy  has  dem- 
)nstrated  that  many  of  these  concepts 
ire  erroneous.  Although  it  may  occur, 
jatients  with  ulcerative  proctitis  rarely 
ievelop  ulcerative  colitis.  The  initial 
|nisdiagnosis  of  ulcerative  proctitis  is 
jjased  on  the  relative  insensitivity  of 
parium  enema  to  early  inflammatory 
powel  disease.  Although  colonoscopy  is 
lot  usually  indicated  to  demonstrate 
'extent  of  disease”  in  inflammatory  con- 
iitions  of  the  bowel,  in  this  situation  it 
s very  useful  in  evaluating  treatment, 
bllow-up  and  long  term  prognosis.  Most 
:ases  of  ulcerative  proctitis  do  demon- 
strate a cutoff  point  at  approximately 
twelve  to  fourteen  centimeters  from  the 
inal  verge.  If  one  sees  this  cutoff  point 
at  sigmoidoscopy,  with  normal  mucosa 
above,  the  diagnosis  of  ulcerative  proc- 
:itis  is  confirmed  and  colonoscopy  need 
not  be  performed. 

b.  Differentiation  of  Crohn’s 

Disease  versus  Ulcerative 

Colitis 

Colonoscopy  has  been  very  useful 
in  making  this  sometime  difficult  dif- 
ferentiation. This  differential  can  be 
important  clinically  since  a number  of 
treatment  modalities  which  work  for 
ulcerative  colitis  do  not  work  well  for 
Crohn’s  disease  and  vice  versa.  In  ad- 
dition the  surgical  approach  to  these 
illnesses  may  differ  considerably.  Al- 
though the  potential  for  developing  ma- 
lignancy is  slightly  increased  in  patients 


with  Crohn’s  disease  it  is  not  anywhere 
near  the  magnitude  with  which  carci- 
noma of  the  colon  occurs  in  long  term 
ulcerative  colitis. 

c.  Evaluation  of  Strictures 

In  general,  patients  with  ulcerative 
colitis  who  have  strictures  require  sur- 
gery. However,  what  often  appears  to  be 
a stricture  on  barium  enema  may  open 
up  nicely  during  a colonoscopic  exami- 
nation. Colonoscopy  under  fluoroscopic 
control  can  demonstrate  whether  a stric- 
ture is  fibrous  or  spastic.  Multiple  bi- 
opsies can  be  taken  at  the  time  of  colon- 
oscopy although  the  deep  seated  nature 
of  the  carcinoma  which  occurs  with  ul- 
cerative colitis  might  not  be  reached  by 
the  superficial  biopsies  obtained  at  co- 
lonoscopy. 

d.  Clinical  Suspicion  of 
Inflammatory  Bowel  Disease 
With  Normal  or  Questionably 
Abnormal  X-Rays 

Patients  with  significant  diarrhea 
which  is  prolonged,  particularly  in  as- 
sociation with  arthritis,  iritis  or  skin 
lesions,  should  arouse  suspicion  of  in- 
flammatory bowel  disease.  Barium  en- 
ema may  be  very  insensitive  and  every 
colonoscopist  can  point  to  many  cases  of 
rather  florid  inflammatory  bowel  dis- 
ease not  seen  by  X-ray.® 

4.  Lower  Gastrointestinal 

Bleeding 

Unfortunately,  colonoscopy  does  not 
lend  itself  well  to  examination  in  the 
massively  bleeding  patient.  One  needs 
to  have  a very  clean  bowel  in  order  to 
perform  colonoscopy  safely  and  colonos- 
copy probably  should  not  be  performed 
in  brisk  lower  gastrointestinal  hemor- 
rhage. In  the  occult  bleeder,  however, 
colonoscopy  has  been  invaluable.  Un- 
fortunately, carcinomas  not  seen  by  good 
barium  enema  examinations  are  not  un- 
common in  a gastroenterologist’s  prac- 
tice. 

Patients  who  have  recently  had  a 
massive  bleed  with  a negative  X-ray 
study  may  be  candidates  for  colonoscopy. 
Whether  or  not  a diagnosis  of  diverticu- 
losis  is  accepted  as  the  source  of  massive 
lower  gastrointestinal  bleeding  should 
depend  on  the  adequacy  of  the  barium 
enema  to  exclude  other  disease.  A pa- 
tient who  persists  with  occult  bleeding 
after  a massive  bleeding  episode  should 
definitely  have  colonoscopy  whether  or 
not  diverticular  disease  has  been  dem- 
onstrated by  X-ray.  Diverticular  bleed- 
ing is  usually  brisk.  Continued  occult 
bleeding  should  alert  the  physician  to 
exclude  other  lesions. 


Contraindications  to  colonoscopy  are 
as  follows; 

1.  Inadequate  preparation.  As  men- 
tioned in  the  discussion  of  massive 
bleeding  of  the  colon.  Inadequate 
preparation  of  the  bowel  seriously 
impedes  examination  and  makes 
the  procedure  more  dangerous.  In 
addition,  when  polypectomy  is  per- 
formed, potentially  explosive  gases 
such  as  methane  and  hydrogen  are 
virtually  eliminated  by  an  adequate 
preparation.  Although  carbon  di- 
oxide insufflation  is  used  by  most 
colonoscopists  during  polypectomy, 
a good  prep  is  additional  insurance 
against  the  possibility  of  explosion. 

2.  Acute  inflammatory  bowel  disease 
including  acute  ulcerative  colitis  or 
acute  diverticulitis.  Because  the  in- 
sufflation of  air  is  required  during 
colonoscopic  examination,  large 
intraluminal  pressures  may  be  ob- 
tained which  might  cause  the  weak- 
ened bowel  to  perforate. 

3.  Recent  surgical  procedures  — colon- 
oscopy probably  should  not  be  per- 
formed within  three  weeks  of  any 
type  of  gastrointestinal  anasto- 
mosis. 

In  experienced  hands  colonoscopy  is 
a safe  procedure  which  is  well  tolerated 
by  patients.  Complications  of  the  pro- 
cedure are  p>erforation  and  bleeding 
which  occur  primarily  following  polyp- 
ectomy. The  incidence  of  these  complica- 
tions in  experienced  hands  runs  ap- 
proximately one  to  two  percent  with 
bleeding  being  more  common  than  per- 
foration. Bleeding  usually  does  not  re- 
quire surgery.  Perforation,  if  it  occurs, 
is  best  managed  by  surgical  closure  of 
the  perforation. 

Because  colonoscopy  is  a new  proce- 
dure and  indications  for  its  performance 
have  not  been  clearly  expressed,  colon- 
oscopy is  probably  being  underused  as  a 
diagnostic  procedure  at  this  time.  Many 
of  the  "guessing  games”  about  the  pres- 
ence or  absence  of  a lesion  on  barium 
enema  can  be  resolved  easily  with  the 
use  of  colonoscopy. 
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SUMMARY 

The  diagnosis  of  blastomycosis  is 
often  delayed  or  overlooked,  even  in 
endemic  areas,  because  the  physician 
fails  to  seriously  consider  it  as  a pos- 
sibility. Awareness  of  the  possibility 
is  the  key  to  making  the  diagnosis.  The 
great  mobility  of  the  population  of  our 
nation  is  such  that  it  is  reasonable  to 
assume  that  individuals  with  blasto- 
mycosis develop  symptoms  of  the 
disease  while  residing  in  the  coccid- 
ioidomycosis areas  just  as  patients 
with  coccidioidomycosis  are  encoun- 
tered in  the  blastomycosis  and  histo- 
plasmosis endemic  areas. 

INTRODUCTION 

North  American  blastomycosis,  pre- 
dominantly a disease  of  the  Mississippi- 
Ohio  River  Valley  and  Middle  Atlantic 
states,  does  occasionally  occur  in  other 
parts  of  the  United  States.  Cases  have 
been  diagnosed  and  reported  in  at  least 
39  states.'  Most  but  not  all  of  the  dis- 
covered cases  outside  the  endemic  area 
have  developed  in  persons  who  either 

From:  Mississippi  Baptist  Medical  Center,  Jackson, 
Mississippi  39201.  Dr.  Busey,  Director  Medical 
Education. 


visited  or  migrated  from  there.  In  many 
instances  symptomology  of  the  disease 
was  not  manifest  for  several  years  fol- 
lowing the  migration.^  A few  indigenous 
infections  have  occurred  in  the  extreme 
northwestern  United  States;  also,  in 
several  Canadian  provinces  the  disease 
is  not  uncommon.  Within  the  past  dec- 
ade, discovery  of  the  disease  has  been 
made  in  numerous  sites  in  the  African 
Continent. 

The  causative  organism  is  a diphasic 
fungus,  Blastomyces  dermatitides,  which 
grows  in  its  yeast-like  form  at  37  degrees 
and  in  a mycelial  or  filimentous  state  at 
room  temperature.  The  primary  human 
infection  is  acquired  by  inhalation  of 
the  infective  spores,  products  of  the 
mycelial  form.  Existing  evidence  sug- 
gests the  infection  is  acquired  from  the 
soil  or  perhaps  from  wood  associated 
with  the  earth.  The  causative  fungus 
has  been  recovered  in  nature  only  from 
the  soil  and  from  there  in  only  a few 
instances  until  just  recently  when  it  was 
isolated  from  pigeon  manure  being  used 
as  fertilizer  by  an  individual  who  de- 
veloped blastomycosis." 

The  incubation  period  following  in- 
halation of  the  fungus  is  not  specifically 


Figure  1.  A classical  skin  lesion  showi 
clearly  defined  raised  margins. 


known  but  appears  to  fluctuate  widelj 
The  variations  in  some  instances  may  1 
related  to  the  size  of  the  innoculum.  Tl| 
tissue  response  is  equally  unpredictab 
and  may  also  be  influenced  by  the  nur 
ber  of  inhaled  spores.  Infiltrative,  pne 
monic,  nodular,  or  miliary  types  a 
observed. 

The  Course  of  the  Disease 
The  course  of  the  pulmonary  lesion 
generally  chronic;  however,  it  may  1 
acute  and  fulminating.  Spread  of  tl 
disease  from  the  lungs  to  the  skin,  su 
cutaneous  tissues,  genitourinary  tra( 
bones,  central  nervous  system  or  oth 
areas  is  a characteristic  of  the  infectio 
yet,  in  some  instances  a spread  nev 
occurs.  The  time  at  which  disseminatit 


Figure  2.  Chest  roentgenogram  with  i 
apical  blastomycotic  infiltrate  not  unli; 
what  might  be  found  with  tuberculos 
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lay  develop  is  unpredictable.  It  may 
evelop  early  during  an  acute  phase  of 
le  infection;  yet  some  chronic  pulmon- 
ry  infections  are  known  to  exist  for 
lany  years  before  dissemination  occurs, 
he  type  of  the  primary  pulmonary 
■sion,  i.e.  infiltrative,  pneumonic,  etc. 
pparently  does  not  influence  the  rapid- 
y or  propensity  for  dissemination, 
ome  cases  with  extensive  pulmonary 
wolvement  may  reflect  delayed  or  no 
issemination;  yet,  others  with  minimal 
mg  lesions  may  develop  both  early  and 
idespread  dissemination.  It  is  not  un- 
jmmon  to  find  disseminated  blasto- 
lycosis  with  no  demonstrable  pulmo- 
ary  lesion  remaining. 

The  skin  is  the  most  frequent  site  of 
issemination.  Although  any  skin  area 
lay  become  involved,  exposed  areas 
uch  as  the  face  and  forearms  are  the 
lost  frequently  involved  ones.  Skin 
jsions  are  chronic  and  follow  a rela- 
ively  benign  course.  The  lesions  tend  to 
laintain  a round  or  oval  shape  with 
lightly  raised  borders  with  sharp  de- 
larcation  from  the  adjacent  normal 
kin.  On  the  borders  small  pustules, 
enerally  covered  with  a dry  or  scaly 
xutature  crust,  develop.  Many  of  the 
ermal  lesions  will  show  healing  in 
tieir  centers  with  atrophic,  thin,  smooth, 
listening,  noncontractile  scars  develop- 
ig.  Occasionally  one  skin  lesion  will 
pontaneously  heal  entirely  while  a near- 
y one  grows  larger.  Regional  lymph- 
denopathy  is  not  present  with  the  clas- 
ical  skin  lesion. 

The  genitourinary  tract  and  the  os- 
sous  systems  are  the  next  two  most 
•equently  involved  areas  of  dissemina- 
on.  The  kidneys,  prostate,  seminal 
esicles,  epididymis  and  testes  are  usual 


igure  3.  Chest  roentgenogram  of  a pa- 
ent  with  blastomycosis  showing  a pneu- 
onic  area  in  the  right  lung. 


sites.  Osseous  lesions  develop  in  either 
long  or  flat  bones.  The  lesion  is  charac- 
teristically destructive.  Extension  of  the 
mycotic  infection  from  bone  into  a joint 
space  is  not  unusual.  Sinus  tracts  with 
persistent  discharge  may  develop  from 
an  involved  bone  or  joint.  Pathological 
fractures  are  not  uncommon. 

Clinical  Presentation 
Symptomology  depends  on  the  type 
and  extent  of  the  lung  involvement  as 
well  as  the  location  and  extent  of  any 
dissemination.  Fever,  chest  pain,  cough, 
sputum  production,  weight  loss  and 
hemoptysis  are  usual  symptoms. 

The  physical  findings  in  the  pulmo- 
nary stage  are  nonspecific  and  like  the 
symptoms,  they  also  depend  on  the  type 
and  extent  of  the  lung  lesion.  The  skin 
lesions  which  may  develop  are  usually 
so  characteristic  that  the  diagnosis  be- 
comes apparent.  Unfortunately,  the 
search  for  the  fungus  in  the  sputum  is 
occasionally  not  made  in  undiagnosed 
pulmonary  disease  until  a classical  skin 
lesion  is  seen.  Because  of  the  frequency 
of  genitourinary  tract  involvement  a 
search  should  be  made  for  B.  dermatiti- 
dis  any  time  a patient  with  an  undiag- 
nosed pulmonary  lesion  develops  any 
urinary  tract  symptoms. 

Roentgenographic  Appearance 
The  roentgenographic  appearance  of 
the  lungs  is  quite  variable,  and  many 
patterns  are  seen.  Unfortunately  no 
patterns  are  diagnostic,  but  some  are 
at  least  suggestive  and  become  even 
more  suspect  when  they  develop  in  par- 
ticular clinical  situations.  Perhaps  the 
most  characteristic  is  a prominent  hilar 
mass  that  has  the  appearance  of  a bron- 
chogenic carcinoma.  Apical  infiltrates 


Figure  4.  This  roentgenogram  showing  a 
hilar  mass  probably  is  the  most  charac- 
teristic appearance  seen  in  blastomycosis. 


are  common  and  developing  cavitation 
with  hemoptysis  is  often  erroneously 
considered  to  be  tuberculosis.  Acute 
pneumonic  and  miliary  patterns  are  not 
uncommon  and  because  of  the  poor  prog- 
nosis, early  recognition  is  essential. 
Any  portion  of  any  lung  may  be  involved. 
Cavitation  is  often  present.  Pleurisy 
with  or  without  effusion  may  develop, 
and  rarely  a spontaneous  pneumothorax 
has  been  noted. 

Immunological  Aspects 

Skin  testing  for  blastomycosis  is 
worthless,  and  no  antigen  is  currently 
commercially  available. 

Complement-fixation  studies  are  not 
diagnostic;  none  the  less,  they  may  be 
helpful  in  making  the  diagnosis.  There 
is  some  degree  of  cross  reactions  among 
blastomycosis,  coccidioidomycosis  and 
histoplasmosis.  This  cross  reaction  is 
quite  marked  between  histoplasmosis 
and  blastomycosis. 

Blastomyces  antigens  may  evoke  sig- 
nificant titers  from  patients  with  histo- 
plasmosis, and  histoplasma  antigens 
may  affect  similarly  elevations  from 
blastomycosis  patients.  The  height  of 
the  titers  cannot  be  relied  on  for  identi- 
fication, inasmuch  as  the  heterologous 
antigen  often  stimulates  a higher  re- 
sponse than  does  the  homologous  anti- 
gen. This  is  quite  unfortunate  because 
not  only  do  histoplasmosis  and  blasto- 
mycosis occur  in  the  same  geographic 
area  but  also  they  often  simulate  each 
other  and  run  similar  clinical  courses. 

Undoubtedly  the  most  important  re- 
sult of  a positive  complement-fixation 
test  for  either  histoplasmosis  or  blasto- 
mycosis is  not  in  making  definite  diag- 
nosis but  in  bringing  out  the  likely  p)os- 


Figure  5.  A hilar  mass  in  a patient  with 
blastomycosis. 
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Figure  6.  A chest  roentgenogram  in  a 
blastomycosis  patient.  Bilateral  involve- 
ment is  a frequent  occurrence. 


sibility  that  a fungus  infection  may  be 
present.  The  clinician  and  the  labora- 
tory can  then  redouble  their  efforts  to 
demonstrate  and  identify  the  causative 
fungus.^ 

It  should  be  remembered  that  com- 
plement-fixation titers  rise  in  less  than 
one  half  of  patients  with  proved  blasto- 
mycosis. 

Diagnosis 

Diagnosis  depends  upon  the  demon- 
stration of  the  characteristic  budding 
yeast  form  of  the  causative  organism, 
B.  dermatitides,  from  the  disease  process. 
Contrary  to  popular  belief,  the  fungus  is 
usually  easily  demonstrated  in  fresh 
sputum.  The  diagnosis  is  commonly 
missed,  not  because  the  fungus  is  dif- 
ficult to  find  or  to  identify,  but  because  a 
fungal  etiology  was  not  considered  and 
the  appropriate  examination  was  never 
made.  Small  particles  from  fresh  sputum 
should  be  spread  on  a clean  glass  slide. 
A drop  or  two  of  10-15  percent  potassium 
hydroxide  is  then  added  to  the  material 
to  clear  debris.  A cover  slip  is  applied 
and  examination  is  made  with  both  low 
and  high  power  magnification,  using 
reduced  light.  The  double  walled,  light 
retractile,  7-20  micron  sized  organisms 
are  easily  seen.  When  characteristic, 
wide  pore  budding  is  present  the  diag- 
nosis is  made  and  specific  therapy  may 
be  started.  Cultures  should  be  made  for 
more  definitive  mycological  identifica- 
tion. Pus  or  exudates  from  available 
lesions  should  be  examined  in  a similar 
manner.  Prostate  secretions  readily 
reveal  the  fungus  when  that  organ  is 
involved,  as  it  is  frequently.  Urine  cul- 
tures often  are  positive  when  there  is 
genitourinary  tract  blastomycosis.  Bi- 


Figure 7.  A pulmonary  roentgenogram 
with  a blastomycotic  pattern  which  is 
indistinguishable  from  that  seen  in  mili- 
ary tuberculosis.  The  poor  prognosis  in 
this  type  calls  for  early  therapy. 


opsy  materials  obtained  by  bronchoscopy 
or  from  skin,  subcutaneous  or  bone 
lesions  and  processed  with  the  customary 
fungus  stains  are  usually  diagnostic. 
Sabhi  culture  media  has  been  very  ef- 
fective in  growing  the  organism. 

Management 

All  patients  with  blastomycosis  re- 
quire treatment  with  either  amphoteri- 
cin B or  2-hydroxystilbamidine.  When 
the  diagnosis  is  established  subsequent 
to  and  as  a result  of  a pulmonary  re- 
section, medical  therapy  would  be  in- 
stituted, even  in  those  instances  in 
which  it  appears  the  excision  of  the  dis- 
ease process  is  complete. ^ 

Very  recently  it  has  been  suggested 
that  some  acute  blastomycosis  cases  are 
self  limited  and  require  no  therapy. 
Several  cases  which  appear  to  fall  in 
this  category  are  being  closely  followed.** 
In  view  of  the  serious  prognosis  associ- 
ated with  dissemination,  it  presently 
appears  wise  to  continue  to  treat  all 
patients  in  whom  the  diagnosis  is  es- 
tablished. 
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INTRODUCTION 

Despite  numerous  attempts  to  deli 
eate  the  mechanism  for  the  initiation 
labor  ("when  the  fruit  is  ripe  it  falls  i 
the  tree,” ) the  stretch-strain  hypothes 
Csapo’s  concept  of  a progesterone  blo' 
preventing  the  onset  of  labor,  this  m> 
tery  of  nature  has  yet  to  be  solve 
Through  recent  research  it  begins 
look  like  there  is  a coherent  explanatii 
to  this  phenomenon  in  a variety  of  sp 
cies  including  the  human.  Althouf 
there  are  some  systematic  differeno 
between  the  mechanism  in  experiment 
animals  and  the  human,  evidence 
beginning  to  appear  in  the  Veterinai 
literature  that  may  shed  some  light  ( 
this  puzzle. 

The  Fetus 

The  first  contribution  to  our  unde 
standing  of  the  onset  of  labor  concen 
the  fetus,  specifically  its  pituitary  ar 
adrenal  glands.  Liggins  became  inte 
ested  in  studying  the  onset  of  labor  i 
sheep,  primarily  because  the  sheep  lad 
sensitivity  to  oxytocin  and  has  no  ox. 
tocinase,  making  it  relatively  uniqu 
He  attempted  to  modify  the  volume  i 
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11s  intrauterine  contents  by  decapitation 
t,  the  fetus,  replacing  the  fetus  in  the 

• miotic  sac,  and  allowing  the  preg- 
1 ncy  to  continue.  However,  fetal  death 
jid  reabsorbsion  occurred,  but  labor 
'Imld  not  develop.  He  then  tried  to  mini- 
i:Ze  the  amount  of  fetal  ablation  that 
'^uld  be  compatible  with  this  prolonged 
litention  of  pregnancy.  Removal  of  only 
le  pituitary  accomplished  similar  re- 
i Its.  In  preparations  with  the  pituitary 

• cised  administration  of  ACTH  to  the 
Ipus  would  promptly  result  in  labor.  If 
irtisol  was  given  to  an  animal  in  which 
tje  fetal  adrenal  was  absent,  labor 
l|)uld  occur  within  2-3  days.  In  other 
kecies  (cow,  sheep,  goat,  and  some  ro- 
tnts)  it  was  also  possible  to  initiate 
*or  by  giving  cortisol.  Within  2-3  days 
Iter  injection  labor  would  ensue,  in- 
ijpendent  of  the  duration  of  gestation, 
[ggins  concluded  that,  at  least  in  those 
lecies,  the  fetal  pituitary  and  adrenal 
^re  essential  to  the  onset  of  labor.  In 
fldition,  a spontaneous  increase  in  fetal 
irenal  activity  occurred,  resulting  in 
le  production  of  fetal  adrenal  cortical 
irmone.  This  preceded  the  onset  of 
bor  by  about  7-10  days.  Also,  by  in- 
:ting  either  ACTH  or  cortisol,  and 
ving  progesterone  simultaneously  in 
rge  doses  (200  mg/ day)  labor  could  be 
levented,  demonstrating  the  inhibitory 
jtion  of  progesterone.  Cortisol  does 
lore  than  stimulate  the  onset  of  labor 
I those  species  that  are  sensitive.  Pre- 
lature  sheep  fetuses  almost  never  sur- 
jve;  they  just  don’t  breathe.  But  in  the 
udies  using  sheep  given  cortisol  re- 
ilting  in  labor  in  2-3  days,  these  labors 
•oduced  sheep  fetuses  that  lived.  This 
as  an  early  observation  on  the  utility 
i‘  cortisol  to  produce  maturation  of  the 
izyme  systems  that  generate  surface 
:tive  material.  Also,  in  many  species, 
)itisol  stimulates  production  of  glyco- 
m and  insulin,  and  the  pattern  of  thy- 
)id  hormone  production  is  changed.  In 


these  functions  there  does  seem  to  be 
some  overlap  in  terms  of  human  expe- 
rience. 

However  there  are  distinct  differences 
with  respect  to  the  human.  No  burst  of 
fetal  adrenal  activity  occurs  in  the  hu- 
man fetus  preceding  the  onset  of  labor. 
Human  fetal  adrenal  cortical  hormone 
concentration  increases  progressively 
during  the  last  5-6  weeks  of  pregnancy, 
but  the  cataclysmic  secretion  of  cortisol 
is  something  that  is  unique  to  animal 
species. 

Maternal  Blood 

The  concentration  of  progesterone  and 
estrogen  in  maternal  blood  changes  in 
a variety  of  animal  species.  In  those 
species  in  which  the  onset  of  labor  is 
induced  by  cortisol  administration,  an 
abrupt  decrease  in  the  concentration  of 
progesterone  in  circulating  blood  fol- 
lows. Progesterone  functions,  as  Csapo 
described  it,  as  an  inhibitory  agent  by 
an  obscure  action.  The  placenta  produces 
progesterone  precursor  (pregnenalone) 
from  acetate.  Pregnenalone  is  converted 
to  17-OH  pregnenalone,  which  ulti- 
mately forms  DHEA  sulfate  (the  pri- 
mary precursor  to  the  excess  estrogen 
produced  during  pregnancy).  DHEA  is 
capable  of  conversion  to  androstenedi- 
one,  which  in  turn  can  form  estrone. 
DHEA  is  also  convertible  by  the  pla- 
centa to  testosterone,  a common  pre- 
cursor for  estradiol,  etc.  There  are  a 
large  series  of  interactions  all  marked 
by  reversible  chemical  reactions,  all 
modified  by  systems  of  enzymes.  Some- 
thing is  happening  at  the  end  of  the  se- 
quence (progesterone  occurs  relatively 
early  in  the  order  of  syntheses  that  deals 
with  the  production  of  steroid  molecules 
from  acetate;  there  is  a change  in  the 
relative  activities  of  the  enzymes  down 
through  this  system  which  results  in  the 
reduction  of  progesterone  concentration). 
The  principal  reason  for  the  decrease  in 


the  amount  of  progesterone  seems  to  be 
to  reduce  its  inhibitory  effect. 

With  respect  to  estrogen,  that  seems 
fairly  straightforward.  In  those  species 
which  respond  to  it,  cortisol  serves  to  in- 
duce increased  enzyme  activity,  thereby 
increasing  the  capacity  for  conversion  of 
substrates  into  estrogen,  markedly  in- 
creasing estrogen  activity. 

Close  similarities  in  human  pregnancy 
exist.  If  one  looks  carefully  at  human 
and  primate  material,  a reduction  in 
progesterone  and  an  increase  in  estrogen 
concentration  is  found  in  blood  prior  to 
the  onset  of  labor.  It  appears  over  a 
period  of  4-5  weeks  rather  than  1-2  days, 
as  in  the  animal  species  that  respond  to 
cortisol.  Nevertheless  there  are  some 
striking  similarities.  What  is  the  func- 
tion of  the  increased  estrogen  activity? 
In  those  species  that  respond  very 
promptly  to  it,  two  things  occur:  1)  it 
sensitizes  the  uterus  by  increasing  the 
concentration  of  actin  and  myosin,  the 
contractile  elements  in  smooth  muscle. 
However,  this  effect  (increased  general 
neuromuscular  activity  of  the  uterus)  is 
inhibited  by  progesterone;  2)  in  those 
species  that  respond  to  cortisol,  estrogen 
causes  placental  changes.  The  sheep  pla- 
centa has  30-40  small  "buttons”  with 
tissues  of  maternal  and  fetal  origin  that 
interdigitate  with,  and  are  adherent  to, 
one  another.  During  the  time  of  increased 
estrogen  activity  following  administra- 
tion of  cortisone,  these  tissues  separate 
easily.  Under  the  electron  microscope, 
disruption  of  the  microvilli  (which  allow 
the  cells  to  interdigitate)  is  observed. 
Some  degeneration  within  cells  princi- 
pally on  the  maternal  side  of  the  sheep 
placenta  can  be  seen.  The  increase  in 
estrogen  is  the  stimulus  to  dissolution 
and  disintegration  of  some  of  the  ma- 
ternal cellular  elements  of  the  placenta, 
primarily  the  decidual  cells. 

To  Be  Continued 
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Late  in  October  1976,  we  attended  an 
international  conference  on  the  im- 
munotherapy of  cancer  which  was  held 
at  the  National  Institutes  of  Health 
(Bethesda,  Maryland)  under  the  spon- 
sorship of  the  Tumor  Immunology  Pro- 
gram of  the  National  Cancer  Institute. 
The  purpose  of  the  meeting  was  to  dis- 
cuss and  summarize  the  present  status 
of  immunotherapy  of  cancer  in  man. 
Particular  emphasis  was  placed  on  re- 
view of  the  results  of  clinical  trials  (e.g., 
response,  survival)  as  oppo.sed  to  studies 
of  nonhuman  species  or  in  vitro  immuno- 
logic assays  of  patients  with  cancer.  Al- 
though the  conference  will  eventually 
be  published  as  a detailed  monograph, 
we  feel  that  a brief  summary  for  physi- 
cians in  Arizona  is  appropriate.  We  must 
stress,  however,  that  the  opinions  in- 
cluded here  are  our  perceptions  of  impor- 
tant features  of  the  conference  and  of  the 
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unresolved  controversies  in  the  field. 

Immunotherapy  has  had  major  trials, 
thus  far,  in  two  clinical  settings  with 
differing  objectives:  (a)  Adjuvant  im- 
munotherapy has  been  tested  in  cancers 
for  which  excellent  initial  treatment  is 
available  (surgery,  radiotherapy,  and/or 
chemotherapy),  but  with  which  are  as- 
sociated a high  risk  of  later  relapse.  In 
this  setting,  recurrence  is  thought  to  be 
due  to  small  numbers  (<  10 ‘)  of  residual 
tumor  stem  cells.  Adjuvant  immuno- 
therapy is  intended  to  eradicate  the 
small  number  of  remaining  tumor  stem 
cells  by  enhancing  the  patient’s  own 
humoral  and  cellular  immunologic  mech- 
anisms. Success  in  such  immunotherapy 
trials  would  be  associated  with  a re- 
duction in  the  relapse  rate  and  with  a 
break  and  plateau  in  the  survival  curve 
at  a level  higher  than  that  observed  with 
the  standard  treatment  alone,  (b)  A 
second  and  more  difficult  setting  for 
clinical  trials  of  immunotherapy  is  that 
of  widely  metastatic  cancer.  In  this  set- 
ting, the  objective  measures  of  success 
are  more  modest  (e.g.,  an  increase  in  the 
complete  or  partial  remission  rate  and 
prolongation  of  the  remission  duration 
or  survival). 

There  are  many  potential  problems  in 
studying  the  effect  of  immunotherapy. 
Even  if  the  agent  might  be  effective 
there  are  usually  major,  unresolved 
issues  of  do.se,  route,  schedule,  and  spe- 


cific type  of  agents  to  be  considered.  T1  , 
immunotherapeutic  agents  which  ha'^v 
been  studied  to  any  significant  extent  |i 
man  for  dose,  route,  schedule,  or  type  i 
preparation,  are  primarily  hacteri'l 
vaccines  or  non-specific  immunostim; 
lators  (e.g.,  viable  Bacillus  Calmet\ 
Guerin  [BCG]  or  its  products,  and  noi 
viable  Corynebacterium  parvurn).  I 
.some  instances,  specific  tumor  antigei| 
(tumor  cells,  purified  antigen)  have  bet 
administered  along  with  the  non-specifi 
vaccines.  Of  potential  immunopoteij 
tiating  or  immunomodulating  agenti 
the  antihelminthic  drug  levamiso 
recently  entered  large-scale  triali 
whereas  bovine  thymosin  (fraction  \ 
"immune  RNA,”  and  transfer  factor  ri 
main  as  new  approaches  being  tried  byi 
few  individual  investigators. 

Other  problems  in  interpreting  tl 
results  of  immunotherapy  trials  in  me 
are  those  associated  with  study  desig 
We  noted  major  deficiencies  in  sever 
studies  due  to  small  numbers  of  patient 
improperly  selected  control  groups,  poi 
"historical”  controls,  or  control  groui 
of  patients  with  major  differences 
important  prognostic  factors  that  cou 
conceivably  account  for  the  type  of  d: 
ferences  being  reported.  In  the  foIlo\ 
ing  sections  we  will  summarize  oi 
opinions  of  the  results  of  the  studies 
specific  cancers  and  will  attempt 
point  out  apparent  flaws  in  study  desi^ 
where  appropriate. 

Lung  Cancer 

Although  lung  cancer  is  notorious 
refractory  to  standard  approaches 
treatment,  a series  of  studies  strong 
suggested  that  such  neoplasms  may 
responsive  to  combined  modality  tret 
ment  which  includes  immunotherap 
Dr.  Martin  F.  McKneally  of  Alba 
Medical  College  (Albany,  N.Y.)  updat 
the  results  of  a randomized  adjuva 
trial  in  which  a single  injection  of  inti 
pleural  BCG  was  given  to  lung  canc 
patients  after  surgical  resection.  TI 
trial  continues  to  show  a positive  effe 
in  Stage  I patients.  With  a median  dm 
tion  of  observation  of  20  months,  the 
have  been  2 recurrences  among  26  BC 
patients,  whereas  there  have  been  9 i 
currences  among  32  control  patien 
The  results  of  BCG  therapy  are  equiv 
cal  in  Stage  II  patients  and  negative 
Stage  III  patients.  A total  of  95  patien 
have  been  entered  in  the  trial  thus  ft 
Three  other  studies  in  lung  canc 
yielded  similar  results. 

The  least  toxic  approach  to  lung  ca 
cer  immunotherapy  involves  the  use 

! 


396  JUNE  1 97  7 • XXXIV  • 6 


ivamisole  and  was  presented  by  Dr. 
I'illem  Amery  of  Janssen  Pharma- 
lutica,  Belgium.  In  this  double-blind, 
lacebo-controlled  trial  carried  out  in 
elgium  and  The  Netherlands,  levami- 
)ile  was  administered  as  an  adjunct  to 
jirgery  in  resectable  cases.  The  drug 
as  given  at  a constant  dose  ( irrespective 
weight).  In  a group  of  76  patients 
eighing  less  than  70  kg,  significant 
nprovement  in  remission  duration  and 
lUrvival  was  observed  in  the  levamisole- 

Eeated  group.  The  same  trend  appeared 
each  of  the  cooperating  institutions  in 
le  trial.  Amery  speculated  that  the  lack 
f therapeutic  effect  in  patients  weigh- 
hg  over  70  kg  was  due  to  insufficient 
osage.  The  drug  is  now  being  admin- 
;tered  according  to  weight. 

.eukemia 

Results  of  clinical  studies  of  immuno- 
lerapy  in  acute  leukemia  do  not  appear 
verly  encouraging.  The  leukemia 
tudies  (virtually  all  of  which  employ 
ICG  of  differing  strains,  doses,  and 
outes  of  administration)  were  prompted 
y the  provocative  approach  taken  by 
)r.  Georges  Mathe  of  the  Institute  of 
^ancerology,  Villejuif,  France,  in  1963. 
a this  conference,  Mathe  reviewed  his 
lore  recent  work  as  well  as  his  original 
tudy  in  which  immunotherapy  was  ad- 
linistered  to  20  acute  lymphatic  leu- 
emia  (ALL)  patients  (who  received 
ither  viable  Pasteur  BCG  or  pooled 
llogeneic  leukemic  cells  or  the  combi- 
lation)  at  various  intervals  after  they 
lad  achieved  complete  remission.  In 
■lathe’s  original  study,  chemotherapy 
lad  been  maintained  for  1-2  years  prior 
I)  the  initiation  of  immunotherapy.  Re- 
ults  in  these  patients  were  compared  to 
esults  in  a .second  group  of  10  patients 
andomized  to  continued  chemotherapy 
lone.  Extraordinarily,  all  10  controls 
elap.sed  within  4 months  (a  pattern  of 
elapse  which  has  not  been  observed  by 
ther  investigators),  whereas  8 of  the  20 
^ho  were  maintained  on  immunother- 
py  are  still  alive.  The  result  was 
inique,  inasmuch  as  long-term  complete 
emissions  without  relapse  after  dis- 
ontinuation  of  chemotherapy  occurred 
inly  rarely  with  the  drugs  and  regimens 
[hen  in  use.  In  the  ensuing  years,  many 
lew  drug  treatment  regimens  and  rou- 
ine  prophylaxis  of  CNS  leukemia  have 
leen  developed,  and  in  various  trials 
eported  by  others,  upwards  of  5091  of 
jhildren  with  ALL  appear  to  stay  in  re- 
Inission  for  5 years  or  longer.  Over  the 
ears,  several  large  institutions  and  co- 
iperative  groups  have  attempted  to  con- 
irm  the  results  of  Mathe  s original  trial 


and,  as  reported  at  this  meeting,  they 
have  not  succeeded.  Thus,  it  remains 
unclear  whether  immunotherapy  offers 
any  advantage  to  the  results  of  many 
excellent  programs  for  the  management 
of  childhood  leukemia. 

Several  studies  of  immunotherapy 
using  BCG  or  BCG  plus  leukemia  cell 
vaccines  in  the  management  of  adult 
acute  myelogenous  leukemia  were  also 
reported.  Immunotherapy  was  employed 
during  remission  induction  and/or  re- 
mission maintenance  in  particular 
trials.  It  was  clear  that  the  effect  of  im- 
munotherapy was  not  reflected  by  in- 
creased remission  rates,  but  in  more 
than  half  of  the  studies,  patients  who 
received  immunotherapy  along  with 
chemotherapy  manifested  either  im- 
proved survival  or  longer  remission 
durations.  However,  there  were  care- 
fully controlled  trials  in  which  no  dif- 
ference in  favor  of  immunotherapy  was 
detectable. 

Lymphoma 

Two  large-scale  randomized  trials  of 
BCG  immunotherapy  in  lymphoma  were 
also  presented.  Dr.  Richard  Bakemeier 
of  the  University  of  Rochester  Cancer 
Center,  Rochester,  N.Y.,  reported  on  the 
Eastern  Cooperative  Oncology  Group 
(ECOG)  study  of  intradermal  BCG  for 
maintenance  of  remissions  in  patients 
with  advanced  Hodgkin’s  disease  who 
had  been  induced  into  remission  with 
combination  chemotherapy.  The  Hodg- 
kin’s disease  study  has  failed  to  demon- 
strate a beneficial  effect  of  BCG  thus  far, 
hut  additional  years  of  follow-up  will  he 
required. 

We  presented  a preliminary  analysis 
of  a large  Southwest  Oncology  Group 
(SWOG)  clinical  trial  (over  500  patients) 
with  advanced  non-Hodgkin’s  lympho- 
mas. In  this  ongoing  SWOG  trial,  pa- 
tients receive  remission  induction  com- 
bination chemotherapy  alone  or  along 
with  BCG.  Our  report  summarized  the 
first  263  fully  evaluable  cases  entered 
in  the  trial.  Central  histopathology  re- 
view is  accomplished  for  all  patients 
entering  the  trial,  and  complete  remis- 
sion is  documented  by  restaging.  Pa- 
tients with  complete  remissions  are  re- 
randomized for  maintenance  BCCi  im- 
munotherapy or  no  further  treatment. 
Thus  far,  the  overall  remission  rate  is 
significantly  higher  with  the  chemo- 
therapy plus  BCG  induction  treatment 
than  with  chemotherapy  alone,  and  sur- 
vival is  somewhat  better  for  patients 
with  nodular  lymphoma  who  have  re- 
ceived chemoimmunotherapy  compared 
to  chemotherapy  alone.  Although  these 


preliminary  results  are  intriguing,  much 
longer  follow-up  is  needed  for  analysis 
of  the  entire  study. 

Melanoma 

Considerable  effort  has  been  made 
with  immunotherapy  in  early  and  ad- 
vanced malignant  melanoma  cases,  in 
part  because  of  the  observed  regressions 
of  melanoma  nodules  after  intralesional 
injections  of  BCG  and  in  part  because 
standard  treatment  is  relatively  poor  and 
new  approaches  are  desperately  needed. 
The  results  of  large,  historically  con- 
trolled studies  of  adjuvant  BCG  immu- 
notherapy used  postoperatively  for 
patients  with  positive  lymjjh  nodes  were 
presented  by  Dr.  Evan  Hersh  of  M.D. 
Anderson  Hospital.  These  studies 
showed  somewhat  improved  survival 
with  BCG  in  certain  patient  categories 
(e.g..  trunk  primaries)  and  negative 
results  in  others  (eg.,  head  and  neck 
primaries).  Hersh  indicated  that  paired 
matching  to  historical  controls  was  good. 
A prior  prospective  randomized  study, 
pi'esented  bv  Dr.  Carl  Finsky  of  the 
Memorial  Sloan-Kettering  Cancer  Cen- 
ter. New  York,  N.Y.,  which  used  '^mailer 
quantities  of  BCG  showed  no  difference 
whatsoever  in  remission  duration  or 
survival  in  patients  who  received  sur- 
gery alone  or  surgery  with  adjuvant 
therapy  with  BCG.  A large,  ongoing 
randomized  trial  presented  by  Dr. 
Donald  Morton  of  UCLA,  Los  Angeles, 
is  of  particular  importance  in  this  re- 
gard. This  trial,  involving  patients 
receiving  sizeable  doses  of  BC’G  alone  or 
in  combination  with  a melanoma  cell 
vaccine  after  surgery,  has  not  yet  shown 
statistical  superiority  for  adjuvant  im- 
munotherapy over  surger>'  alone,  al- 
though the  trend  favors  the  immuno- 
therapy group.  Morton  intends  to  con- 
tinue this  trial  until  his  independent 
statistical  consultants  can  assure  him 
that  there  is  a difference  between  im- 
munotherapy and  no  treatment  after 
surgery. 

Dr.  Gianni  Beretta  of  the  National 
Tumor  Institute  in  Milan.  Italy,  pre- 
sented a progress  report  for  the  Inter- 
national Melanoma  Study  Group  ( IMSG) 
on  a controlled  trial  of  prolonged  chemo- 
therapy, immunotherapy  and  chemo- 
therapy, or  immunotherapy  alone  as  an 
adjunct  to  surgery.  Thus  far,  the  data 
are  preliminary,  hut  they  do  suggest  a 
longer  disease-free  interval  in  patients 
receiving  adequate  treatment  with  BCG 
alone  or  in  combination  with  chemo- 
therapy. These  data  will  need  re-evalua- 
tion after  more  cases  have  been  studied 
and  followed,  hut  it  would  appear  that 
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the  prospective  randomized  trials  of 
Morton  and  Beretta  should  provide  de- 
finitive information  on  BCG  immuno- 
therapy in  high-risk  melanoma  cases 
after  surgery. 

Studies  of  more  advanced  metastatic 
melanoma  presented  at  this  conference 
did  not  suggest  that  the  addition  of  BCG, 
levamisole,  C.  parvum,  or  serotherapy 
improved  the  outcome  over  chemo- 
therapy alone,  and  interest  is  therefore 
focused  on  the  surgical  adjuvant  studies. 

Breast  Cancer 

BCG,  C.  parvum,  and  levamisole  have 
all  had  initial  testing  in  advanced  breast 
cancer  patients,  and  all  three  agents 
show  some  promise  in  the  studies  re- 
ported. However,  each  of  the  studies  has 
received  some  criticism  in  relation  to 
study  design,  patient  population,  or  ade- 
quacy of  controls.  As  in  adult  leukemia, 
the  major  effect  of  immunotherapy  in 
breast  cancer  appears  to  be  reflected  in 
improved  remission  durations  or  sur- 
vival but  not  in  the  initial  response  rates 
to  standard  treatment  (e.g.,  chemo- 
therapy). 

Colon  Cancer 

It  appears  unlikely  that  patients  with 
advanced  metastatic  colon  cancer  have 
benefitted  from  available  chemoimmu- 
notherapy.  Dr.  Paul  Engstrom  of  the 
American  Oncologic  Hospital,  Phila- 
delphia, Pa.,  reported  negatively  on  a 
trial  with  BCG  added  to  standard  5-FU 
therapy,  while  Dr.  Charles  Moertel  of 
the  Mayo  Clinic,  Rochester.  Minn.,  re- 
ported negative  results  with  the  metha- 
nol-extractable residue  of  BCG  (MER) 
added  to  a variety  of  5-FU  combinations 
as  tested  by  the  Gastrointestinal  Cancer 
Study  Group.  This  large  study  perhaps 
puts  into  perspective  Moertel’s  earlier 
pilot  work  with  MER  alone  where  3 par- 
tial remissions  of  metastatic  disease 
were  observed  in  some  30  cases  treated. 
Advocates  of  MER  immunotherapy,  such 
as  Dr.  David  Weiss  of  -Jerusalem,  Israel, 
were  critical  of  such  MER  studies  for 
using  too  much  MER  and  urged  that 
smaller  doses  be  utilized.  The  only  sur- 
gical adjuvant  study  to  be  reported  was 
that  of  Dr.  Giora  Mavligitof  M.D.  Ander- 
son Hospital  (Houston,  Texas).  Results 
in  86  historical  controls  undergoing 
surgery  over  a 10-year  period  at  M.D. 
Anderson  Hospital  were  compared  to 
results  in  112  patients  receiving  5-FU 
plus  BCG  or  BCG  after  surgery  at  M.D. 
Anderson  or  other  cooperating  institu- 
tions. The  two  immunotherapy  programs 
had  equivalent  results  and,  in  both,  re- 
sults were  superior  to  those  in  historical 


controls.  The  major  critique  of  this  study 
was  the  adequacy  of  the  control  group 
with  respect  to  prognostic  factor  match- 
ing, source,  etc.  A concurrent  random- 
ized trial  appears  warranted  to  confirm 
the  efficacy  of  BCG  activity  as  a colon 
cancer  adjuvant. 

Sarcoma 

An  evening  .session  of  this  conference 
dealt  with  osteogenic  sarcoma.  While  it 
was  quite  apparent  that  adjuvant  chemo- 
therapy has  prevented  the  appearance 
of  meta.static  disease  in  a significant 
fraction  of  patients  who  have  undergone 
surgical  removal  of  the  primary  tumor, 
none  of  the  attempts  with  adjuvant  im- 
munotherapy in  this  disease  to  date 
have  shown  any  benefit.  New  studies 
employing  adjuvant  chemoimmuno- 
therapy  are  underway. 

General  Considerations 

While  it  is  almost  impossible  to  sum- 
marize a conference  of  this  degree  of 
diversity,  several  common  themes  did 
appear  to  emerge.  First,  immunotherapy 
as  a sole  adjuvant  after  surgery  may 
have  value  in  early  lung  cancer  ca.ses. 
Second,  BCG,  MER,  and  C.  parvum  used 
during  induction  therapy  do  not  appear 
to  increase  the  complete  remission  rate 
for  any  of  the  advanced  neoplasms  com- 
pared to  that  observed  with  a good  che- 
motherapy regimen  alone  for  the  same 
tumor.  BCG  may  increase  the  partial 
remission  rate  in  lymphomas  through  a 
local  effect,  and  local  effects  have  pre- 
viously been  described  for  BCG  in  mela- 
noma, breast  cancer,  and  in  various 
animal  tumor  model  systems.  Third, 
immunotherapy  or  chemoimmunother- 
apy  maintenance  administered  after 
fairly  good  chemotherapy-induced  re- 
missions of  cancer  may  be  of  some  bene- 
fit. In  most  of  the  large  trials  there  was 
some  improvement  in  remission  dura- 
tion, overall  survival,  or  both  in  pa- 
tients who  received  immunotherapy. 
However,  this  effect  was  usually  rela- 
tively slight  and  may  not  be  directly 
attributable  to  effects  mediated  through 
the  immune  system.  For  example,  fre- 
quent treatment  (as  is  often  practiced 
with  immunotherapy)  may  provide  more 
exposure  to  continuing  medical  care  by 
physicians  and  nurses,  which  would 
favorably  affect  survival  even  though  it 
would  not  directly  affect  remission  dura- 
tion. Thus,  carefully  controlled  trials 
with  adequate  numbers  of  matched  pa- 
tients are  still  necessary  to  detect  small 
(and  probably  important)  effects  of  im- 
munotherapy in  patients  with  cancer. 
This  new  modality  of  cancer  treatment 
shows  definite  promise. 
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Case  of  the  Month 


Case  #22 


Steven  I.  Walsh,  M.D. 


This  20  year  old  male  was  struck  ir| 
the  left  flank  while  playing  football.  He  L 
went  to  the  Student  Health  Service  thej; 
same  day  because  of  pain  in  the  trauma  j- 
tized  area.  No  extensive  work-up  wasl| 
done  at  the  time  and  the  pain  subsidec)! 
over  the  next  four  days.  | 

He  was  asymptomatic  for  anotheiij 
three  days,  but  then  returned  to  the 
University  of  Arizona  Health  Sciences 
Center  emergency  room  because  of  the 
sudden  onset  of  severe  left  flank  pair 
and  generalized  weakness.  He  deniec 
gross  hematuria.  A peritoneal  tap  in  the 
emergency  room  was  grossly  bloody 
Arteriography  of  the  spleen  was  normal 

A selective  left  renal  arteriogram  was 
then  performed  (Figs.  1.  and  2.).  Whal 
three  major  findings  are  visible?  What 
is  the  most  likely  explanation  for  the 
findings? 

Findings: 

1.  Spreading  of  vessels  around  ar 
avascular  mass  in  the  mid-portion  of  the 
kidney.  (Figures  1 and  2). 

2.  Flattening  of  the  lateral  aspect  ol 
the  kidney,  best  appreciated  in  Figure  2 

3.  Extravasation  of  contrast  from  £ 
ruptured  small  arteriole.  (See  arrow 
Figure  1.)  Answer  on  page  400. 

From  the  Department  of  Radiology,  University  oM 
Arizona  Health  Sciences  Center,  Tucson,  Arizon: 
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Gastric  Pseudolesion  Simulating  Neoplasm 
Due  to  Splenic  Anomaly 


Alex  Newman,  M.D. 


SUMMARY 

The  interpretation  of  filling  defects  in 
the  gastric  cardia  and  fundus  resem- 
bling tumors  may  often  be  a perplex- 
ing problem.  A case  of  simulated  intra- 
gastric  neoplasm  due  to  an  anomalous 
outgrowth  of  the  spleen  is  presented. 
Although  not  performed  in  this  case, 
splenic  scintigraphy  is  recommended 
as  a possible  diagnostic  aid  in  the  in- 
vestigation of  the  etiology  in  such 
gastric  pseudolesions. 

Introduction 

The  stomach  is  in  relationship  to  the 
spleen,  and  consequently  enlargements 
or  anomalies  of  the  spleen  may  cause 
distortions  of  the  stomach  simulating 
gastric  neoplasm.  The  purpose  of  this 
paper  is  to  describe  a recent  case  in 
which  an  unusual  anomaly  of  the  spleen 
was  found  to  be  responsible  for  the  pro- 
duction of  a persistent  filling  defect  in 
the  gastric  fundus  resembling  an  intra- 
mural neoplasm. 

Report  of  a Case 

A thirty-seven  year  old  woman  was 
admitted  to  the  hospital  for  investiga- 
tion of  complaints  of  epigastric  discom- 
fort of  over  one  year’s  duration  usually 
related  to  food  intake.  Occasional  epi- 
sodes of  belching  and  nausea  were  also 
reported.  The  past  history  was  non- 
contributory. Complete  roentgeno- 
graphic  studies  of  the  gastrointestinal 
tract  had  been  made  one  year  previously 
and  were  reported  to  be  negative. 

The  physical  examination  was  en- 
tirely negative  except  for  some  tender- 
ness to  palpation  in  the  left  costal  mar- 
gin. Laboratory  studies  including  a com- 
plete blood  cell  count,  urine  analysis, 
stool  examination,  and  an  automated 
battery  of  blood  chemistry  determina- 
tions were  all  normal. 

Upper  gastrointestinal  roentgeno- 
graphic  studies  showed  a persistent  3 
centimeter  filling  defect  in  the  fundus 
of  the  stomach  (Figs.  1 and  2).  The  exact 
nature  of  this  defect  could  not  be  de- 
termined, but  it  was  felt  that  this  per- 
sistent defect  most  probably  represented 
a benign  intramural  gastric  tumor,  most 
likely  a leiomyoma.  Gastroscopy  re- 
vealed a normal  looking  mucosa  which 
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Fig.  1.  Right  anterior  oblique  film  of  the 
barium-filled  stomach  reveals  a well  de- 
fined defect  (arrow)  in  the  gastric  fundus. 

appeared  to  be  pushed  inward  in  the 
area  of  the  defect.  Biopsy  at  the  site 
showed  normal  gastric  mucosa.  Ex- 
ploratory laparotomy  was  advised. 

Surgical  exploration  with  gastrotomy 
was  carried  out.  No  intrinsic  or  intra- 
mural lesion  of  the  stomach  could  be 
found.  An  outgrowth  of  splenic  tissue 
arising  from  an  otherwise  normal  spleen 
was  in  immediate  relation  to  the  greater 
curvature  of  the  fundus  of  the  stomach 
and  was  noted  to  indent  the  gastric  wall. 


Fig.  2.  Multiple  spot  roentgenograms  of 
the  gastric  fundus  with  various  degrees 
of  filling  with  barium  demonstrate  a per- 
sistent deformity. 
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There  was  no  doubt  but  that  this  in- 
dentation of  the  gastric  wall  was  the 
explanation  for  the  roentgenographic 
findings.  The  gastrotomy  was  then 
closed,  and  examination  of  the  other 
intra-abdominal  viscera  was  carried 
out.  No  significant  pathology  was  found, 
biopsy  from  the  splenic  outgrowth  was 
taken,  the  abdomen  was  closed,  and  the 
patient  made  a totally  uneventful  con- 
valescence. Histologic  examination  of 
the  biopsy  specimen  showed  normal 
splenic  tissue. 

Discussion 

The  interpretation  of  filling  defects  in 
the  gastric  cardia  and  fundus  can  fre- 
quently be  a difficult  diagnostic  problem. 
Many  entities  may  simulate  neoplasms 
of  the  gastric  cardia  and  fundus.  These 
may  be  divided  into  intrinsic  lesions  and 
extrinsic  pressure  deformities.  Although 
extrinsic  causes  of  simulated  gastric 
lesions  are,  as  a rule,  much  easier  to 
evaluate  from  the  standpoint  of  differ- 
ential diagnosis  than  are  intrinsic  le- 
sions, occasionally  deformities  of  the 
stomach  may  occur  that  are  certainly 
difficult,  if  not  impossible,  to  recognize 
as  non-neoplastic  before  surgical  ex- 
ploration. 

Extrinsic  benign  causes  of  simulated 
cardia  masses  include  impressions  by 
the  enlarged  liver,  heart,  spleen,  and 
tortuous  aorta.^'  Usually  the  spleen 
is  grossly  enlarged  when  it  is  the  cause 
of  such  a deformity;  however,  cases  of 
indentation  of  the  wall  of  the  gastric 
fundus  by  the  superior  tip  of  a normal 
spleen  producing  defects,  clinically  and 
roentgenographically  indistinguishable 
from  those  of  true  intrinsic  gastric  neo- 
plasms, have  been  reported.'  Accessory 
splenic  tissue  also  can  produce  filling 
defects  in  the  adjacent  stomach  and  may 
mimic  a tumor. 

Abnormal  segmentation  of  the  spleen 
is  not  infrequent  embryologically  and 
may  result  in  accessory  spleens.  The 
German  literature"- " describes  two 
types  of  accessory  spleens,  namely  lienes 
accessorii  which  are  entirely  separate 
and  usually  lie  in  the  folds  of  the  greater 
omentum,  the  gastro-lienal  ligament  or 
the  transverse  mesocolon  and  lienes 
succenturiati  which  are  connected  with 
the  main  gland  and  appear  as  appen- 
dices. The  former  are  more  common, 
being  found  in  10  to  35  percent  of  human 
individuals"-*  and  are  distinguished  as 
separate  organs  with  a separate  vascular 
supply.^ 

Although  most  accessory  spleens  are 
located  at  or  near  the  hilus  of  the  spleen. 


one  of  every  6 accessory  spleens  was 
found  in  the  tail  of  the  pancreas  in  the 
series  of  Halpert  and  Gyorkey;"  this  in- 
formation may  be  of  practical  surgical 
importance.  Lesions  affecting  the  main 
spleen  because  of  its  anatomic  structure 
also  usually  affect  the  accessory  spleen. 
Das  Gupta  and  Busch'^  reported  a case  of 
an  accessory  spleen  at  the  tail  of  the 
pancreas  in  a splenectomized  patient 
producing  gastric  indentation  resem- 
bling an  intragastric  neoplasm. 

Lienes  succenturiati,  on  the  other 
hand,  are  found  attached  by  a band  of 
splenic  tissue  to  the  margin  of  a normal 
spleen  and  in  all  respects  are  an  integral 
part  of  the  spleen  proper  but  merely 
represent  outgrowths  or  appendages  re- 
sulting from  abnormal  segmentation. 
This  presented  case  represents  the  first 
in  which  such  an  accessory  outgrowth 
from  the  spleen  has  been  described  as 
producing  gastric  indentation  resem- 
bling an  intragastric  neoplasm.  In  retro- 
spect, preoperative  diagnostic  acumen 
might  well  have  been  enhanced  by  sple- 
nic scintigraphy  which  indeed  is  recom- 
mended in  the  diagnostic  investigation 
of  filling  defects  presenting  in  the  wall 
of  the  cardia  and  fundus  of  the  stomach. 
McIntyre  and  Wagner"  and  Potchen  and 
Adatepe"*  recommend  splenic  scinti- 
scanning as  a valuable  procedure  for 
detecting  accessory  spleens  as  well  as 
for  estimating  the  size,  configuration 
and  location  of  splenic  tissue. 
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Case  #22 


from  intravenous  urogram  demonstrat 
splaying  of  upper  and  middle  infundibiil 
by  an  intrarenal  mass  which  correspon 
to  that  seen  in  Figure  2. 


Discussion 

Trauma  to  the  kidney  may  result 
collections  of  blood  within  the  pare 
chymat  between  the  parenchyma  a 
the  fibro-muscular  capsule,  between  t 
capsule  and  the  perirenal  fascia,  or  , 
the  vicinity  of  the  renal  pedicle. 

An  intrarenal  hematoma  is  manifest  | 
arteriographically  as  an  avascul  , 
localized  mass  within  the  kidney.  T ^ 
outline  of  the  kidney  is  usually  norm 
Flow  may  be  slowed  to  the  area  and  vti " 
sels  may  be  attenuated.  ^ 

Subcapsular  hematomas  compress  t 
subjacent  renal  parenchyma  and  d ^ 
place  and  flatten  the  collecting  syste 
The  renal  capsule  itself  or  the  capsul  ‘ 
arteries  may  sometimes  by  seen  d || 
placed  away  from  the  parenchyma  i 
arteriography.  ^ 

Perirenal  hematomas  result  in  d , 
placement  of  the  perirenal  fascia  aw  h 
from  the  parenchyma  and  capsule.  T'  ^ 
parenchyma  is  not  flattened.  Thf 
hematomas  tend  not  to  tamponade  t 
bleeding  site  as  well  as  subcapsu. 
hematomas. 

Injuries  to  the  renal  artery  are  ma 
tested  on  intravenous  urography 
delayed  visualization  or  non-visuali; 
tion  of  the  affected  kidney.  Arteriograp 
may  demonstrate  an  intimal  lacerati^ 
or  complete  transection  of  the  art* 
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hich  slows  or  occludes  flow. 

I The  flndings  in  this  case  (listed  above) 
t best  for  combined  intrarenal  and  sub- 
ipsular  hematoma.  However,  this  pa- 
ent  had  an  intravenous  urogram  (Fig- 
re  3)  three  years  prior  to  his  injury 
hich  demonstrated  the  same  mass  effect 
1 the  calyces  as  is  seen  exerted  on  the 
»ssels  in  Figure  1.  This  emphasizes  the 
>le  reviewing  old  radiographs  plays  in 
'oper  radiographic  interpretation.  This 
itrarenal  mass  effect  was  interpreted 
5 a cyst.  The  extravasation  of  contrast 
apparently  from  a vessel  near  the 
irface  of  the  parenchyma  and  may  be 
le  source  of  the  subcapsular  hematoma. 

The  fact  which  needs  most  emphasis 
onceming  collections  of  blood  in  and 
round  the  kidney  is  that  they  are  fre- 
uently  associated  with  some  under- 
ying  abnormality  of  the  kidney.  Horse- 
hoe  kidney,  marked  hydronephrosis, 
denocarcinoma,  angiomyolipoma,  poly- 
rteritis  nodosa,  and  renal  vein  throm- 
osis  all  may  predispose  to  abnormal 
ollections  of  blood  in  and  around  the 
idney.  Furthermore,  they  may  occur 

Spontaneously  and  without  trauma, 
tnticoagulation,  sickle  cell  disease,  and 
nfarction  secondary  to  embolization 
!rom  atrial  fibrillation  or  mural  throm- 
lus  have  also  been  reported  to  have  the 
ame  effect. 

In  children  25%  of  the  patients  with 
ignificant  injuries  to  the  left  kidney 
lave  coexistent  traumatic  rupture  of 
he  spleen. 

Clinically,  hematuria  does  not  cor- 
elate with  the  degree  of  injury.  Of  the 
'arious  injuries  to  the  kidney,  damage 
o the  calyceal  system  is  the  one  which 
isually  requires  surgery.  This  is  mani- 
ested  radiographically  by  extravasa- 
ion  of  contrast  from  the  calyces,  as  seen 

m intravenous  urography. 
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EDITORIAL  NOTE 

Arizona  Medicine  has  served  as  the 
official  organ  of  the  Medical  Society  of 
the  United  States  and  Mexico  since  its 
organization  about  24  years  ago.  We  are 
pleased  to  present  a paper  from  the  re- 
cent meeting  of  this  society  in  Mexico 
at  Puerta  Vallarta  in  November,  1976. 
This  society  has  now  2,000  American 
and  500  Mexican  doctor  members. 

This  meeting  brought  together  Dr. 
Ignacio  Chavez  Medina  of  Guadalajara, 
Jalisco  and  Dr.  Ignacio  Chavez  Sanchez 
of  Mexico  City.  Dr.  Ignacio  Chavez  of 
Mexico  City  is  director  of  the  Institute 
Nacional  de  Cardiology  de  Mexico,  a 
man  who  pioneered  cardiology  in  Mex- 
ico City.  Dr.  Ignacio  Chavez  of  Guada- 
lajara on  the  other  hand,  is  a surgeon  of 
world-wide  reputation,  an  honorary 
member  of  the  American  College  of 
Surgeons,  and  a physician  who  pio- 
neered surgery  for  50  years  in  Guada- 
lajara. 

It  has  always  been  considered  bad 
taste  to  speak  of  oneself,  therefore  I shall 
endeavor  to  lighten  the  subject  as  much 
as  possible,  by  relating  some  of  the  ex- 
periences lived  during  my  long  profes- 


sional life  in  the  field  of  surgery. 

I was  21  years  old  when  I was  gradu- 
ated. My  scanty  success  in  the  field  of 
surgery,  which  was  the  only  one  that 
interested  me,  may  be  assumed.  Fortu- 
nately I was  called  for  military  service 
with  the  grade  of  Major  and  with  many 
promises  of  advancement  I was  incor- 
porated into  the  Military  Hospital  of 
Guadalajara  under  the  orders  of  Colonel 
Cendejas,  who  assigned  me  to  the  sur- 
gical service.  This  appointment,  together 
with  a Majors  salary,  opened  my  horizon, 
but  this  well-being  lasted  only  three 
months,  when  I was  ordered  to  the  state 
of  Michoacan  and  incorporated  in  a bat- 
talion commanded  by  Colonel  Malpica. 
Our  headquarters  was  Yurecuaro  but  we 
were  constantly  being  moved  to  Zamora, 
Los  Reyes. 

As  a doctor  I had  a practical  male 
nurse  assigned  to  me,  but  we  totally 
lacked  any  equipment  and  had  to  use 
our  ingenuity  to  obtain  the  indispens- 
ables  for  our  treatments,  such  as  gauze, 
bandages  and  iodine.  The  wounded,  of 
whom  we  received  many,  were  immedi- 
ately transferred  to  the  nearest  hos- 
pital. Surgical  interventions  were  not 


ARIZONA  MEDICINE  401 


even  considered;  we  lacked  everything. 

I was  next  ordered  successively  to 
various  divisions,  under  the  orders  of 
General  Albahes,  General  Estrada  and 
finally  incorporated  in  the  division  of 
General  Dieguez,  the  Chief  of  Staff  being 
General  Allende.  General  Dieguez  had 
been  a school  mate  of  mine  in  the  Liceo 
de  Varones  and  was  a personal  friend. 
Needless  to  say,  my  situation  improved 
in  every  way,  so  much  more  as  General 
Dieguez  became  interested  in  me  and 
especially  in  my  professional  career. 

Aware  of  my  youth  and  inexperience 
and  realizing  that  I could  not  be  a prophet 
in  my  own  country,.^  I enlisted  in  the 
French  army  through  the  Consul  of 
that  country.  I was  about  to  leave  for 
France  with  a conditional  permit  from 
General  Dieguez,  who  by  that  time  was 
all  mighty,  when  in  1917  the  United 
States  entered  the  war.  Professor  Albert 
J.  Ochsner  offered  me  a post  as  his  as- 
sistant in  the  Augustana  Hospital  in 
Chicago.  I immediately  accepted  and 
cancelled  all  my  arrangements  with  the 
French  Consulate. 

I must  remark  that  my  military  activ- 
ities aside,  which  undoubtedly  served 
to  forge  my  character,  I did  not  sever  my 
connections  with  my  Alma  Mater  and 
the  Civil  Hospital  of  Guadalajara  where 
I attended  at  every  available  opportu- 
nity. 

I shall  never  forget  the  impression  1 
received  by  the  surgery  that  was  prac- 
tised in  the  Civil  Hospital  and  the  pri- 
vate institutions  at  that  time:  hyster- 
ectomys  and  minor  plastic  repairs; 
hernias,  amputations,  draining  of  he- 
patic abscesses;  a few  Cesareans  almost 
always  fatal  with  the  practice  of  the  Le 
Port  operation,  which  left  the  womb  out- 
side of  the  abdominal  cavity;  emptying 
of  the  mastoid:  I recall  a chief  of  Pedi- 
atrics who  assigned  an  assistant  to  tell 
him  when  the  childs  face  became  twisted 
due  to  the  severing  of  the  facial  nerve 
so  he  could  continue  the  emptying  with 
no  more  problems. 

To  summarize,  surgery  in  Guadala- 
jara, as  in  the  rest  of  the  country,  was  in 
swaddling  clothes.  The  only  anesthetic 
used  was  chloroform  with  its  high  inci- 
dence of  cardiac  and  respiratory  compli- 
cations, most  of  which  were  fatal. 

When  I arrived  in  Chicago  in  April 
1917  and  until  I learned  something  of 
the  language,  I was  named  chief  of  the 
hospital  clinical  laboratory.  I knew  ab- 
solutely nothing  in  this  field,  not  even 
how  to  make  a blood  count,  but  my  pride 
would  not  permit  me  to  confess  my  igno- 
rance. Incognito  I went  to  a nearby  hos- 


pital to  study  and  learn  the  routine  of 
laboratory  work,  including  the  prepara- 
tion and  pathology  of  the  specimens  col- 
lected during  the  week,  so  as  to  present 
them  each  Sunday  at  the  famous  Sunday 
School  presided  over  by  Professor  Ochs- 
ner and  all  the  members  of  the  staff.  This 
was  for  me  one  of  the  most  rewarding 
experiences,  aside  from  being  work  that 
intrigued  me  and  that  I liked  from  the 
beginning. 

After  these  activities,  when  I could 
understand  and  be  understood  in  En- 
glish, I went  to  the  operating  room  as 
Head  of  Anesthesiology. 

The  anesthetic  was  ether  adminis- 
tered by  open  drop  until  cyclopropane 
gas  was  introduced.  During  the  period 
that  remained  in  this  service  I admin- 
istered an  average  of  20  anesthetics 
daily.  The  experience  I acquired  proved 
invaluable  in  my  surgical  activities. 

I must  mention  my  astonishment 
when  I entered  the  surgical  service  of 
the  Augustana  Hospital  to  find  that  an 
average  of  20  surgical  interventions  was 
practised  daily,  not  counting  emer- 
gencies. Above  all  to  observe  the  type 
of  surgery  ordinarily  practised  and  the 
routine  use  of  blood  classification  and 
transfusion,  about  which  I knew  noth- 
ing. Interventions  on  the  stomach  (gas- 
troenteroanastomosis) for  treatment  of 
ulcers;  surgery  of  the  gall  bladder,  in- 
testines, brain  and  a large  number  of 
goiters  of  which  as  a general  practice  3 
or  4 were  operated  daily;  and  gynecology 
of  all  types. 

After  three  years  in  the  Augustana 
Hospital  and  previous  postgraduate 
studies  in  the  University  of  Chicago,  I 
presented  my  State  Board  examination 
and  considered  my  training  terminated. 

Doctor  Frank  Smithies,  ex-gastro- 
enterologist  of  the  Mayo  Clinic  and  Pro- 
fessor of  Medicine  at  the  University  of 
Illinois,  offered  me  a post  as  associate  in 
his  clinic  to  perform  the  surgery.  In  this 
manner  I initiated  my  surgical  practise 
in  the  United  States.  I render  tribute  of 
friendship  and  recognition  to  Doctor 
Smithies. 

After  successfully  practising  surgery 
in  Chicago  for  almost  four  years,  family 
matters  called  me  back  to  Guadalajara, 
where  I immediately  resumed  my  pro- 
fessional activities.  I was  appointed  Pro- 
fessor of  Pathological  Anatomy  and  after 
three  months  Professor  of  Obstetrics,  a 
phase  of  the  profession  for  which  I had 
no  inclination.  Shortly  afterwards,  being 
director  of  the  Civil  Hospital,  I went  to 
the  Gynecological  Clinic  and  upon  the 
death  of  Doctor  Campos  Hunhardt,  was 
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his  successor  as  Professor  of  Clinica 
Surgery  and  Chief  of  the  Department  o 
Surgery. 

Previously  I had  discharged  the  post  c 
president  of  the  Health  Department, 
position  then  related  to  politics,  for  whicl, 

I had  never  felt  any  attraction.  I stil 
keep  an  official  letter  that  my  old  frienc 
then  Governor  Zuno,  sent  me  by  specia 
messenger,  informing  me  that  "in  th 
interests  of  public  morality,  I was  dis 
missed  from  the  post  of  President  of  th! 
Superior  Health  Council,”  (withou 
further  comment).  Upon  the  cessatio: 
of  the  political  differences  between  m 
brother,  a congressman  and  the  Govei 
nor,  I was  again  offered  the  post,  whici 
I categorically  refused. 

When  I returned  to  Mexico  I observe' 
that  small  blood  transfusions  of  10  or  , 
c.c.  were  being  administered  using  larg 
syringes,  ignoring  completely  the  clas 
sification  of  blood  types  with  the  conse 
quent  dangers  to  which  the  patient  wa 
being  exposed.  As  a result  of  a talk  o 
this  subject  before  the  Medical  Societj 
I explained  the  Moss  classification  an> 
for  the  first  time  in  this  country  prac 
tised  blood  transfusion  by  means  c 
paraffin  tubes  using  the  Percy-Browi 
technic.  ^ 

Almost  simultaneously  I performe 
the  first  goiter  operation  in  Mexico;  fol  ** 
lowed  by  the  first  gastrectomy  and  op 
eration  on  the  biliary  tract.  On  bein 
appointed  Chief  Surgeon  of  the  Souther  ® 
Pacific  Railroad  of  Mexico  as  it  was  the  * 
called,  I was  forced  into  orthopedics,  ® 
specialty  then  non-existant.  I hope  i ™ 
will  not  be  considered  presumption  o.  'i 
my  part,  but  the  lack  of  specializatio;  ® 
offered  me  great  opportunities,  as  Doc 
tor  de  la  Cueva  can  confirm.  I even  wen  ® 
into  the  brain  extirpating  a glioma;  re  ® 
sected  compressive  tumors  of  the  spine  ^ 
cord,  etc.  It  was  necessary  for  someon  In 
to  attack  these  problems. 

Upon  being  appointed  Director  of  th 
Civil  Hospital,  a duty  which  I performe 
for  seven  years,  I resolved  to  initiate  ^ 
reconstruction  of  the  hospital.  With  thi  ^ 
approval  and  goodwill  of  the  Governc  r 
of  the  state,  Margarito  Ramirez,  w I 
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started  the  reconstruction  of  the  ancier 
building  that  Friar  Antonio  Alcalde  ha 
willed  to  "suffering  humanity.”  It  wa 
slowly  revested  in  white.  The  unedifyin 
inscriptions  that  had  been  written  at  th^ 
head  of  each  bed  in  the  long  bare  ward! 
disappeared  forever.  Inscriptions  sucj  '“i 
as  "remember  that  you  are  mortal  j 
"Your  final  judgement  is  at  hand”;  "B 
aware  that  you  have  to  pay  for  your  sin 
and  that  there  is  a Hell.”  How  little. 
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anything,  did  our  precursors  know  of 
he  importance  of  the  mental  state  in 
he  evolution  of  an  illness.  For  them  the 
important  factor  seems  to  have  been  a 
preparation  for  death  and  not  for  a cure. 

. The  first  order  I gave  when  I became 
pirector  of  tbe  hospital,  was  to  prohibit 
^e  use  of  Cloroform  and  began  the  use 
pf  ether  by  the  open  drop  method.  Con- 
sequently respiratory  and  cardiac  sin- 
»pe  almost  disappeared,  especially 
vhen  oxygen  was  used  simultaneously. 

In  1933  I was  invited  to  join  the  Mexi- 
jan  Academy  of  Surgery,  where  I pre- 
sented a paper  on  Cushings  Disease 
ijreated  by  resection  of  the  adrenal 
/land,  an  operation  that  later  when 
iyortisone  was  available,  I used  in  treat- 
carcinomatosis  with  excellent  sur- 
ival  results.  This  paper  was  inspired 
y Professor  Lester  Dragstedt  of  the 
Jniversity  of  Chicago. 

In  1943  I performed  the  first  vagotomy 
nth  gastroenteroanastomosis.  To  date 
lis  is  the  favored  procedure  in  the  treat- 
lent  of  duodenal  ulcer,  modified  by  the 
yloroplasty  (Weinberg  type)  instead  of 
le  anastomosis.  Unfortunately  in  our 
ractise  here,  numerous  cases  subjected 
D this  treatment  present  as  a sequela 
le  "dumping”  syndrome  or  rapid  emp- 
/ing.  I firmly  believe  that  this  is  due  to 
ick  of  experience  or  ignorance  on  the 
art  of  the  surgeon,  who  cuts  the  pyloric 
ihinter,  prolonging  the  incision  ex- 
Bssively,  leaving  the  stomach  or  mouth 
10  large.  I believe  it  valuable  for  the 
ctive  surgeons  to  thoroughly  study  this 
oint  and  report  their  cases  of  "dump- 
ig”  and  suggest  means  or  technics  to 
revent  this  sequela.  In  so  far  as  I know, 
) the  present  time,  no  single  report  has 
een  submitted,  which  gives  the  impres- 
lon  that  the  surgeons  are  trying  to  hide 
lese  cases  for  fear  of  losing  prestige. 

In  1964  I retired  from  active  practise 
nd  closed  my  consulting  rooms,  because 
' faulty  vision  due  to  cataracts,  which 
'ere  operated  with  all  success.  At  pres- 
nt  my  vision  is  completely  normal. 

In  1969  I received  one  of  my  most  ap- 
reciated  honors  upon  being  named  an 
onorary  Member  of  the  American  Col- 
ige  of  Surgeons. 

At  present  I am  dedicated  to  the  study 
Philosophy  which  attracts  me  im- 
lensely.  At  the  same  time  I have  be- 
)me  a sort  of  psycological  counsellor, 
rofiting  by  the  experience  of  a long  life, 
hich  can  be  acquired  in  only  one  man- 
er,  by  living  and  experiencing.  As  one 
'my  favorite  philosophers,  Kierkegaard 
xpresses  the  phrase  I frequently  quote. 
Life  is  lived  forward  and  only  under- 
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Editors;  Jay  W.  Smith,  M.D.,  Associ- 
ate Head,  Department  of  internal  Medi- 
cine, Chief,  Section  of  General 
Medicine,  University  of  Arizona  College 
of  Medicine,  Tucson,  Arizona  85724; 
Robert  Hyland,  M.D.,  Assistant  Pro- 
fessor, U of  A,  College  of  Medicine, 
Assistant  Chief  of  Medicine,  Veterans 
Administration  Hospital,  Tucson,  AZ 
85723. 

Introduction: 

The  prognosis  of  a patient  with  an 
acute  myocardial  infarction  or  chronic 
ischemic  cardiomyopathy  is  a function 
of  the  amount  of  remaining  viable  myo- 
cardium. In  the  setting  of  an  acute  in- 
farction, hemodynamic  deterioration 
may  occur  during  the  first  24  to  48 
hours.  This  suggests  that  the  size  of 
the  infarct  increases  with  time.  To 
improve  survival  and  preserve  ven- 
tricular function,  ischemic  cardiac 
muscle  must  be  salvaged.  There  is 
evidence  that  infarct  size  can  be  de- 
creased by  reducing  the  cost  of  car- 
diac work  and  improving  the  delivery 
of  oxygen  to  ischemic  areas.  On  the 
other  hand,  if  the  myocardial  demands 
for  oxygen  exceed  the  supply,  isch- 
emia increases  and  failure  ensues. 
Vasodilators  decrease  both  peripheral 
venous  and  arterial  tone.  Clinical  re- 
sults with  this  therapy  are  determined 
by  the  balance  of  these  actions  as  well 
as  by  the  effect  of  this  class  of  drugs 
on  the  coronary  circulation.  This  re- 
view will  examine  these  actions  and 
assess  the  role  of  vasodilators  in 
managing  coronary  artery  disease. 
Physiologic  Mechanisms 
Maintaining  Cardiac  Performance: 

The  factors  determining  myocardial 
oxygen  consumption  are  the  heart  rate. 
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the  contractile  or  inotropic  state  of  the 
heart,  left  ventricular  systolic  wall  ten- 
sion or  afterload,  and  end  diastolic  fiber 
length  or  preload.  During  an  acute  myo- 
cardial infarction,  myocardial  oxygen 
demands  increase.  Inflammation  and 
fever  accelerate  the  heart  rate.  Cardiac 
contractility  is  depressed,  resulting  in 
increased  left  ventricular  wall  stretch. 
Ischemia  causes  pain,  leading  to  an  out- 
pouring of  catecholamines  which  in  turn 
increase  the  peripheral  resistance  and 
precipitate  tachyarrhythmias.  The  heart 
may  be  required  to  perform  more  work 
during  an  infarction  than  in  the  resting 
state.  When  the  heart  cannot  maintain 
the  output  necessary  to  meet  these  in- 
creased demands,  it  fails. 

Left  ventricular  systolic  pressure  is  a 
function  of  impedance  or  resistance  to 
forward  flow.  The  pressure  developed 
determines  the  left  ventricular  wall  ten- 
sion or  afterload.  If  impedance  increases, 

COURSE  IN  ACUTE  MYOCARDIAL  INFARCTION 


AMI 


F.g  ! 

the  left  ventricle  must  work  harder  and 
expend  more  energy  to  maintain  a given 
stroke  volume.  In  the  normal  heart, 
myocardial  fiber  shortening  adjusts  ap- 
propriately to  maintain  stroke  volume. 
The  ischemic  myocardium  is  unable  to 
adapt  to  an  increased  impedance,  and  in 
an  effort  to  sustain  stroke  volume,  the 
left  ventricle  dilates  and  stretches  the 
end  diastolic  myocardial  fiber  length. 
This  dilation  increases  overall  wall  ten- 
sion and  increases  oxygen  consumption 
for  a given  stroke  volume.' 

During  an  acute  myocardial  infarc- 
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tion,  a vicious  cycle  may  develop  so  that 
failure  may  beget  failure.  Ischemic 
muscle  may  become  infarcted  tissue,  and 
eventually  cardiogenic  shock  and  death 
ensue  (Fig.  1). 

Impedance: 

Several  factors  influence  the  resis- 
tance to  left  ventricular  ejection.  Ele- 
vated catecholamine  and  renin  levels 
promote  arteriolar  vasoconstriction.  This 


IMPEDANCE 

fSympathetic  Tone 

fRen.n  ^ 

Arteriolar  Vasoconstriction  Na*  H2O  Retention 


|cross- Sectional  Area  of  Arteriolar  Bed  ^Arterial  Elasticity 


Fig  2 


^Peripheral  Run-off 
( I Impedance) 


decreases  the  cross  sectional  area  of  the 
arteriolar  bed  and  diminishes  peripheral 
run-off.  Interstitial  fluid  accumulation 
further  compresses  the  arteriolar  bed, 
and  sodium  and  water  retention  also 
depresses  arterial  elasticity.*  (Fig.  2) 
Vasodilators  decrease  impedance  by 
acting  directly  on  smooth  muscle  in 
arterial  walls  (Fig.  3).  Peripheral  run- 
off is  increased  by  the  action  of  these 
drugs  since  they  reduce  arteriolar  vaso- 
constriction and  cause  arterial  relaxa- 
tion. With  decreased  impedance,  left 
ventricular  systolic  wall  tension  is  less, 
ejection  fraction  increases,  and  forward 
flow  is  greater.  Therefore,  the  drop  in 
resistance  to  left  ventricular  ejection 
enhances  stroke  volume,  and  the  result- 
ing improvement  in  cardiac  output  may 
increase  renal  perfusion  permitting  a 
diuresis  and  mobilization  of  interstitial 
fluid. 

Venous  Capacitance: 

On  the  venous  side  of  the  circulation, 
the  smooth  muscle  relaxation  from  vaso- 
dilator therapy  expands  the  capacity  of 
the  venous  bed.  Venous  return  is  re- 
duced, leading  to  a smaller  end-diastolic 
volume  and  therefore  a shorter  end  dia- 
stolic myocardial  fiber  length.  A tourni- 
quet or  phlebotomy  has  a similar  effect. 
This  reduction  in  preload  lowers  myo- 
cardial oxygen  demands,  but  if  the  in- 
creased venous  capacitance  decreases 
end  diastolic  volume  to  the  point  where 
the  left  ventricle  is  hypovolemic,  then 
stroke  volume  falls  and  a tachycardia 
develops  to  maintain  the  cardiac  output. 


EFFECT  OF  VASODILATOR  R„  ON  ARTERIAL  SYSTEM 


Vasodilator 


I Arteriolar  Vasoconstriction  jArterial  Elasticity 
' (Compliance) 
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fcross-sectional  area 
of  Arteriolar  Bed 


f Peripheral  Run  -off 

i 

I impedance 


Fig  3 


Forrester  et  al.  have  shown  that  left 
ventricular  filling  pressure  or  pulmo- 
nary capillary  wedge  pressure  reflects 
the  end  diastolic  volume  but  that  the 
relationship  is  not  linear.^  If  the  wedge 
pressure  falls  below  12  to  15  mm  Hg 
when  the  ventricle  is  ischemic,  it  is  pos- 
sible that  the  end  diastolic  volume  will 
be  insufficient  to  maintain  stroke  vol- 
ume^  

VENTRICULAR  FUNCTION  CURVES 


PCWP 

FiO  4 

Ventricular  Function  Curves: 

Left  ventricular  function  may  be 
graphically  displayed  by  plotting  cardiac 
index  against  pulmonary  capillary 
wedge  pressure  (Fig.  4).  The  normal 
heart  improves  its  performance  when 
the  wedge  pressure  or  filling  pressure 
increases.  The  function  of  an  ischemic 
myocardium  is  depicted  by  a lower  curve 
with  a flatter  slope.  Increasing  the  fill- 
ing pressure  may  lead  to  little  change  in 
cardiac  index.  In  Fig.  4,  Arrow  A de- 
picts a shift  upward  and  to  the  left  on 
the  plot  of  cardiac  performance  against 
filling  pressure  and  describes  better 
myocardial  function  at  a lower  filling 
pressure.  A vasodilator  affecting  both 
preload  and  afterload  may  explain  this 
type  of  change  in  ventricular  function. 
The  horizontal  shift  to  the  left  illus- 
trated by  Arrow  B also  denotes  improve- 
ment in  that  the  same  cardiac  work  is 
accomplished  at  a lower  cost.  A vasodi- 
lator altering  only  preload  may  account 
for  this  type  of  change  in  myocardial 
performance. 

To  be  Continued- 


Correspondence 


Dear  Dr.  Kennedy: 

We  were  delighted  to  receive  the  re 
cent  memo  indicating  that  a maximur.^ 
of  20  references  will  be  published  wit), 
each  original  article  in  Arizona  Medicim 
We  strongly  feel  that  inclusion  of  apprc ; 
priate  references  is  an  important  part 
original  articles  and  therefore,  will  hel  i 
in  soliciting  manuscripts  for  the  journal . 

We  greatly  appreciate  the  reconsiders ' 
tion  of  the  initial  plan  to  delete  refer  I 
ences.  Lynn  Taussig  joins  in  sending  hi 
regards. 

I 

Sincerely, 

William  C.  Weese,  M.D.  | 

Robert  J.  Clark,  M.D.,  F.A.C.P. 

'i 


Editor:  , 

Proper  reply  when  mom  begged  dad  t, 
see  old  doc,  dad  told  her,  "Let  me  be!  N 
practicing  physician,  dear,  is  practicinl 
on  me!” 

My  mom  replied,  "Have  it  your  way- 
go  to  your  narrow  bed!  Your  epitaph  wi ! 
read,  my  dear,  HERE  LIES  A DUNDEF 
HEAD!” 

\ 

Harry  Epstein 


Answers  to  Hospital  I.D.  Quizz  pag» 
377. 

Figure  1— Good  Samaritan  Hospita 
early  1900s.  ; 

Figure  2 — Prescott  V.A.  Center  earl; 
1900s.  I 

Figure  3 — St.  Mary’s  Hospital,  Tuc 
son,  1897. 
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Editorial 

J 


OSMAP 


Among  all  of  the  alphabet  soup  that’s 
currently  in  use,  OSMAP  probably  does 
not  ring  a familiar  bell  to  most  of  you. 
It’s  the  abbreviation  for  the  Organization 
of  State  Medical  Association  Presidents. 
Membership  in  the  organization  is  ex- 
tended to  the  President-Elects,  Presi- 
dents, and  immediate  Past-Presidents 
of  the  fifty  State  Medical  Associations. 
OSMAP  meets  twice  a year  on  the  day 
before  the  opening  sessions  of  the  AMA 
House  of  Delegates.  This  month  your 
Arizona  representatives  are  in  San 
Francisco  attending  the  spring  Confer- 
ence of  OSMAP. 

The  objectives  of  the  Organization  of 
Presidents  of  State  Medical  Associations 
are: 

(1)  To  exchange  and  discuss  informa- 
tion and  opinions  regarding  mutual 
problems  in  the  administration  of 
state  medical  associations  in  order 
to  promote  better  understanding 
and  more  efficient  discharge  of  the 
responsibilities  of  the  office  of  presi- 
dent of  the  associations  from  which 
its  members  come. 

(2)  To  keep  its  member  presidents  in- 
formed on  all  medical  issues  of  local 
and  national  importance,  to  dis- 
seminate this  information  to  the 
best  of  its  ability,  and  to  offer  its 
services  freely  in  whatever  areas 
they  may  be  needed. 

(3)  To  propose  courses  of  action  which 
may  improve  activities  and  aid  in 
resolving  mutual  problems  of  state 
medical  associations. 

(4)  To  report  to  the  AMA  problems 
peculiar  to  the  administration  of 
state  medical  associations,  and  to 
report  problems  and  policies  of  the 
AMA  to  the  governing  councils  and 
officers  of  state  medical  associa- 
tions. 

Your  President-Elect  and  President 
attend  the  two  American  Medical  As- 
sociation Annual  meetings  as  part  of 
the  Arizona  Delegation.  We  arrive  one 
day  ahead  of  the  rest  of  the  delegation 
to  attend  this  most  educational  program. 
It  is  probably  one  of  the  most  productive 
functions  in  which  we  engage  because 
it  offers  the  State  Society  leadership  an 
opportunity  to  learn  of  new  and  innova- 
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tive  things  that  other  states  are  doing. 
Many  of  our  ARMA  programs  have 
doubtlessly  been  generated  from  this 
activity. 

The  afternoon  programs  of  this  session 
usually  involve  round-table  discussions. 
Last  fall  in  Philadelphia  we  considered 
such  subjects  as:  the  problem  physician, 
CME,  malpractice  solutions,  Society 
membership,  H.S.A.  and  PSRO,  Counter 
Suits,  and  Government  Intrusion  in 
Medical  Practice.  Many  worthwhile 
ideas  were  developed  in  these  panels. 

The  thing  that  impresses  me  most  from 
the  OSMAP  meetings  is  the  fact  that  we 
in  Arizona  have  been  innovative  and 
aggressive  in  our  planning;  and  conse- 
quently, are  much  further  advanced 
than  many  state  societies.  Continuous 
Medical  Education  requirement,  which 
we  have  had  for  several  years,  drew  a lot 
of  interest;  and  of  course,  we  from  Ari- 
zona could  describe  our  program.  The 
same  was  true  of  Malpractice  Legisla- 
tion—we  have  accomplished  much  more 
in  a single  package  than  any  other  state. 
One  very  populous  northeastern  state 
with  several  medical  schools  is  begin- 
ning to  think  about  letting  those  young 
up-start  physicians  in  medical  school 
and  training  programs  join  their  society; 
which  of  course,  we  in  Arizona  have  done 
for  several  years.  One  state  is  still  has- 
sling their  Blue  Cross-Blue  Shield  plans 
about  Usual  and  Customary  Fees. 

The  conclusions  that  have  been  ob- 
vious to  me  from  my  attendance  at  the 
OSMAP  meetings  are  that  we  should 
take  real  and  justifiable  pride  in  the 
Arizona  Medical  Association.  We  should 
be  thankful  to  the  AMA  for  providing 
this  educational  forum,  and  we  should 
be  thankful  to  our  past  leaders  for 
bringing  these  ideas  back  to  us  and 
carrying  them  through  to  fruition.  We 
need  and  hope  to  continue  this  in  the 
future  in  order  to  maintain  our  progres- 
sive growth  and  strength  as  a viable 
society,  which  we  need  to  do  in  order  to 
be  the  spokesman  for  the  health  needs 
of  the  patients  of  Arizona. 

John  F.  Kahle,  M.D. 

President,  Arizona 

Medical  Association 


MICA  Status  Report 


Since  our  first  special  meeting  with  one 
member,  your  MICA  board  has  worked 
diligently  many  hours  to  create  and 
maintain  a strong  and  stable  company 
that  will  serve  all  the  health  care  pro- 
viders of  the  state. 

We  are  proud  to  have  been  requested 
by  the  director  of  insurance  to  furnish 
risk  prevention  and  loss  control  pro- 
grams for  hospitals  in  the  state.  This 
certainly  demonstrates  how  MICA  is 
appraised  by  the  Arizona  Department  of 
Insurance. 

But  at  the  present  time,  we  still  are 
working  on  many  things  and  have  much 
more  to  do. 

1.  New  rates  for  1977  for  all  licensed 
health  providers  have  to  be  determined 
and  submitted  for  approval  to  the  di- 
rector of  insurance. 

2.  Meetings  have  been  held  with  rep- 
resentatives of  ARMA’s  underwriting 
committee  and  representatives  of  the 
MICA  board.  It  is  our  hope  that  desir- 
able recommendations  will  be  forth 
coming  as  to  the  composition  of  the  com- 
mittee’s standardization  of  procedure 
and  guidelines,  and  efficiency  of  opera- 
tion. This  has  been  initiated. 

3.  The  MICA  bylaws  which  were  cre- 
ated prior  to  the  actual  operation  of  the 
company  were  written  with  the  primary 
concern  of  compliance  with  the  Arizona 
statutes.  These  bylaws  need  to  be  re- 
viewed with  possible  modification  from 
time  to  time.  The  board  would  welcome 
volunteers  from  the  members  to  serve 
on  such  a review  committee. 

4.  We  have  finally  obtained  permission 
to  look  at  the  closed  claim  statistics  of 
Travelers  so  that  we  will  actually  know 
more  of  where  and  how  the  claims  have 
arisen  so  that  any  classification  review 
will  be  based  on  hard  data  of  Arizona 
experience,  rather  than  through  expe- 
rience elsewhere. 

5.  We  hope  to  establish  reduced  rates 
for  part  time  physicians  and  reduced 
rates  for  young  doctors  just  starting  out. 

6.  Payment  of  the  subordinated  notes 
in  quarterly  installments  without  in- 
terest similar  to  the  premium  payments 


is  on  the  agenda  for  our  next  meeting 
the  board. 

7.  Assist  ARMA  with  a supporti 
action  committee  to  give  general  ai 
detailed  help  to  all  who  are  threatenjl 
or  have  a claim  instituted  against  thei' 
The  first  seminar  was  just  held  last  we/) 
attended  by  representatives  from  tlji 
various  parts  of  the  state.  The  repor^ 

I have  received  to  date  is  that  the  suj 
jects  covered  were  most  enlighteniij 
and  instructive  and  there  is  great  e 
thusiasm  for  the  program. 

8.  Incorporate  countersuit  expenses  ^ 
our  coverage  and  set  up  the  mechani 
needed. 

9.  Establish  loss  control  programs  f 
hospitals  and  circularize  prevents 
programs  for  doctors. 

10.  Keep  abreast  of  re-insurance  ava 
ability  and  explore  coordination  wi 
developing  AMA  programs. 

11.  Assist  our  defense  attorneys  wi 
peer  review  of  their  track  records. 

12.  Establish  and  recommend  rates 
renewal  coverage  and  new  members 
the  director  of  insurance. 

13.  Work  with  the  IRS  to  finally  obtajse 
decisions  affecting  the  tax  status  and  r 


T 
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payment  schedules  of  the  subordinafi  lak 


notes. 

Your  company  faces  new  concerns  whii 
certainly  reflect  the  concerns  of  all  of ; 
that  render  medical  care. 

The  Medical  Liability  Commission 
their  last  meeting  at  which  time  th( 
voted  to  go  out  of  business  on  March  1st 
stated  that  Arizona  ranks  first  in  tl 
percentage  of  medical  injury  clair 
which  result  in  some  sort  of  moneta 
payment,  either  by  court  action  or  I 
out  of  court  settlement  — over  78%.  Th 
certainly  needs  looking  into  — both  as 
verification  and  to  determine  the  facto 
involved. 

We  ask  for  your  continued  confiden 
in  MICA  and  its  board  to  act  responsib 
and  to  maintain  a financially  sound  ai 
strong  company  in  the  present  climat 
which  still  makes  malpractice  coveraj 
volatile  and  a risky  business. 

We  appeal  to  any  member  or  groi 
that  has  any  problems  to  appear  befo 
the  board  in  order  that  we  may  discu 
the  problem. 

We  feel  that  rather  than  be  sucessf 
because  we  are  the  only  game  in  town 
we  are  the  only  game  in  town  because 


Id 


T 


our  success. 

This  report  has  been  edited  to  conserve  space.  T 
complete  report  can  be  obtained  from  the  ArN 
office. 

Jack  E.  Brooks,  M.D. 
President,  Mutual  Insuranc 
Company  of  Arizona 
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The  AMA  — ABA  Malpractice  Shoot-Out 


I 


This  by-annual  fracas  had  its  last  en- 
lounter  in  San  Francisco  in  March.  This 
■eporter  is  not  an  afficinando  of  AMA 
;porting  events,  the  first  and  last  AMA 
!vent  I attended  was  at  the  Kansas  City 
dockyards  in  1934.  The  exposure  didn’t 
ake  and  the  aroma  persists. 

So  here  we  were  in  a Snobby  Hill 
dotel  gathered  to  hear  the  latest  about 
his  malpractise  pay  off.  Even  the  law- 
yers admitted  that  the  performance  was 
ess  than  inspiring. 

Those  who  consider  that  the  mal- 
aractise  crisis  is  past  might  ponder  the 
act  that  in  1960  the  nation  wide  mal- 
Dractise  premium  amounted  to  sixteen 
Tiillion  dollars,  in  1976  the  malpractise 
premium  cost  was  two  billion  dollars, 
since  one-third  of  the  premium  dollars 
s all  that  ever  reaches  the  patient,  this 
IS  quite  a rip  off  and  you  can  explain  it 
any  way  you  want. 

The  money  is  not  only  a loss  and  cost 
to  the  public  in  the  form  of  added  medi- 
cal cost  but  when  you  add  all  of  the  un- 
necessary tests  and  studies  which  we  do 
in  the  practise  of  so  called  "defensive 
medicine”  all  of  this  adds  up  into  an  un- 
necessary drain  on  the  public  exchequer. 
The  fact  that  we  in  the  profession  main- 
tain, and  with  good  reason,  that  we  have 
the  finest  medical  system  in  the  world, 
this  doesn’t  make  much  of  an  impression 
upon  the  public  who  reads  about  our 
beloved  professional  associates  who  re- 
ceive the  hundred  thousand  dollar  a year 
award  for  their  benificient  care  of  HEW 
beneficiaries. 

The  legal  fraternity  doesn’t  foresee 
any  change  in  their  training  in  the  near 
mture  for  the  certification  of  lawyers 


who  are  especially  trained  in  medical 
malpractise.  It  remains  an  open  sesame, 
come  one,  come  all,  institute  a suit. 

The  old  'locality  of  standard  care’ 
which  was  used  in  courts  that  you  could 
flub  dub  all  you  wanted  as  long  as  the 
flub  dub  was  considered  good  practise 
in  your  community,  this  no  longer  holds 
as  most  of  us  are  aware.  You  must  meet 
the  national  standard  of  care;  and  there 
is  an  effort,  in  some  courts,  to  prevent 
any  witness,  professional  witness,  from 
testifying  who  is  not  actively  in  practise 
in  the  medical  field  in  which  he  is  testi- 
fying. This  might  prevent  some  of  the 
journeymen,  our  brethern  who  travel 
from  state  to  state  and  offer  their  ser- 
vices as  expert  witnesses  for  a price,  on 
either  side  for  a fee. 

In  general,  medical  review  panels, 
which  are  thought  to  be  a step  forward, 
one  form  of  this  panel  system  is  in  vogue 
here  in  Arizona,  most  all  agreed  that 
these  were  useful  but  there  has  been  no 
test  of  their  constitutionality  so  that 
their  future  is  at  the  mercy  of  whoever 
chooses  to  spend  the  money  to  challenge 
them  in  the  higher  courts.  As  most  of 
you  know  the  Illinois  Supreme  Court 
has  struck  down  arbitration,  that  is 
compulsory  arbitration  in  the  state  of 
Illinois. 

There  are  nine  states  which  limit  the 
amount  of  recovery,  Idaho  for  instance 
has  put  a $150,000  limit,  it  too  has  not 
been  challenged  in  higher  courts. 

One  of  the  more  interesting  sessions 
of  this  less  than  exhilarating  meeting, 
was  by  Dr.  Mattox  reporting  on  the  New 
York  State  Self  Insurance  Plan.  Each 
physician  put  up  $1,700.00  to  start  their 


reserve  and  their  reserve  now  is  twenty- 
eight  million  dollars.  They  have  their 
overhead  cost  down  to  five  percent; 
twelve  to  twenty-five  percent  is  the 
overhead  cost  in  commercial  insurance. 
It  is  truly  non-profit,  it  yet  may  have 
court  hurdles  to  overcome  but  so  far  it 
seems  to  be  doing  well. 

One  of  the  more  scholarly  papers  dealt 
with  the  health  care  social  revolution 
and  this  can  be  termed  "the  Second 
American  Revolution.”  It  is  character- 
ized by  the  changing  attitudes  towards 
all  institutions  such  as  the  family,  the 
government,  the  economic  system,  the 
whole  bit  is  undergoing  scrutiny. 

He  attributed  the  causes  to  the  scien- 
tific and  technological  revolutions  during 
the  past  century  and  to  the  evolution  of 
the  American  dream.  This  speaker 
thought  our  affluence  has  led  to  a de- 
mand of  perfection  in  everything  in  life 
including  health  care. 

He  suggested  that  our  great  difficulty 
in  working  through  this  revolution  is 
the  fact  that  all  of  the  systems  with 
which  we  are  dealing  are  more  or  less 
biologic  in  nature,  as  is  man  himself, 
and  that  biologic  changes  are  ill  under- 
stood and  vet  we  want  to  solve  them  all 
with  technology  and  computers. 

Finally  the  last  day  the  trial  lawyers 
were  there  in  force  and  the  thrust  was 
the  same  old  bit,  they  are  protecting  the 
patient  from  bad  medical  practise,  and 
securing  awards  for  those  who  are  in- 
jured by  such  practise. 

Then  the  discussion  turned  to  what 
the  possible  Supreme  Court  judgements 
may  be  concerning  professional  adver- 
tisement. 

It  was  the  unanimous  opinion  of  all 
these  learned  gentlemen  that  there 
would  no  longer  be  the  "closed  shop” 
type  of  control  of  professional  ethics  by 
the  two  professions  that  had  prevailed 
heretofore  and  that  some  sort  of  adver- 
tisement would  be  allowed. 

I suppose  the  avantgarde  sector  of  our 
local  medical  community  has  already 
secured  the  services  of  some  prominent 
Central  Avenue  advertising  agencies. 
Stating  that  they  are  professional  re- 
lations consultants  or  some  other  high 
sounding  name,  but  it  will  be  all  the 
same  and  will  come  out  something  like 
"See  Dr.  Zilch,  he  is  supreme  at  lifting 
the  bags  from  any  sex.” 

"Dry  Gulch  Jake” 

J.  W.  Kennedy,  M.  I). 
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ArMA  Reports 

J 

THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE 
BEEN  EDITED  TO  CONSERVE  SPACE.  A COMPLETE 
COPY  OF  THE  MINUTES  OF  ANY  MEETING  WILL  BE 
MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


FINANCE  COMMITTEE 
The  meeting  of  the  Finance  Committee  of 
the  Arizona  Medical  Association  held  at  810 
West  Bethany  Home  Road,  Phoenix,  AZ  on 
Saturday,  February  12,  1977  convened  at 
10:14  A.M.,  John  T.  Clymer,  M.D.,  Treasurer 
and  chairman  presiding. 

CASH  RECONCILIATION  TO  BUDGET 
Mr.  Sherald  Griffin  reviewed  the  process 
by  which  our  1978  budget  is  reconciled  to  the 
cash  flow  projection  as  follows: 

Income  from  All  Operations 

per  1978  Budget  $156,725.00 

ADD: 

Depreciation  not  requiring 

a cash  outlay  12,000.00 

DEDUCT: 

Payments  p>er 
Retirement 
Agreement  6,000 
Acquisition  of 

fixed  assets  5,000  (11,000.00) 

Cash  generated  from  1978 

Operations  — Projected  $157,725.00 

Projected  cash  balance 

(overdraft),  Dec.  31,  1977  (150,270.00) 

Projected  cash  balance 

(overdraft),  Dec.  31,  1978  $ 7,455.00 


1978  BUDGET 

The  committee  reviewed  the  entire  pro- 
posed budget  item  by  item  making  a number 
of  changes  in  the  process. 

IT  WAS  MOVED  AND  CARRIED  TO  REC- 
OMMEND TO  THE  BOARD  OF  DIRECTORS 
THE  FOLLOWING  BUDGET  FOR  1978. 

CONDENSED  STATEMENT 


OF  REVENUE  AND  EXPENDITURES 
GENERAL  DEPARTMENT 


Revenue 

$654,300.00 

Expenditures 

495,540.00 

$158,760.00 

COMMITTEE  DEPARTMENT 

Revenue 

$ 80,265.00 

Expenditures 

96,000.00 

$(15,735.00) 

ANNUAL  MEETING 

Revenue 

$ 63,300.00 

Expenditures 

53,950.00 
$ 9,350.00 

PUBLISHING  COMMITTEE 

Revenue 

$ 75,340.00 

Expenditures 

75,040.00 
$ 300.00 

BUILDING  OPERATIONS 
Revenue  $ 52,150.00 

Expenditures  48,100.00 

$ 4,050.00 

BENEVOLENT  & LOAN  OPERATIONS 
Revenue  $ 2,000.00 

Expenditures  2,000.00 

$ -0- 

TOTAL  ALL  OPERATIONS 
Revenue  $927,355.00 

Expenditures  770,630.00 

$156,725.00 


GENERAL  DEPARTMENT 

STATEMENT  OF  REVENUE 
AND  EXPENDITURES 


REVENUE 

401 

AMA  Commissions 

$ 6,000.00 

403 

Dues  — Active  Members 

556,000.00 

404 

Dues  — Interns 

& Residents 

500.00 

406 

Dues  — Service  Members 

1,000.00 

420 

Printing  Income 

70,000.00 

421 

Sale  of  Supplies 

800.00 

429 

Other 

20,000.00 

$654,300.00 

EXPENDITURES 

501 

Auditing 

$ 5,000.00 

504 

Dues,  Subs.,  Contrib. 

2,600.00 

505 

Equip.,  maint.  & rental 

24,000.00 

507 

Gen.  Overhead 

(Recovery) 

(4,400.00) 

508 

Insurance,  general 

38,000.00 

509 

Insurance,  health 

7,500.00 

510 

Legal 

16,000.00 

511 

Meeting 

25,000.00 

512 

Miscellaneous 

1,000.00 

513 

Payroll  Taxes 

14,340.00 

514 

Postage 

10,000.00 

515 

Printing,  general 

6,500.00 

516 

Refunds,  AMA 

& ArMA  Comm. 

12,000.00 

518 

Salaries 

226,000.00 

519 

Supplies 

8,000.00 

520 

Telephone 

12,000.00 

521 

Travel 

17,000.00 

522 

President’s  expense 

5,000.00 

525 

Printing  Department 

70,000.00 

$495,540.00 

Excess  of  Revenue 

Over  Expense 

$158,760.00 

COMMITTEE  DEPARTMENT 

STATEMENT  OF  REVENUE 
AND  EXPENDITURES 
REVENUE 

431  CME  Processing  Fees 

432  Mice  Assessment 

& Contrib. 

433  MICA  Commissions 

Total  Revenue 
EXPENDITURES 
500 A Articles  of  Inc./ 

Bylaws  — 0 — 


500C 

Data  Coll.  & Analysis 

-0-  j 

500D 

Board  of  Directors 

2,900.00 

500E 

Executive 

1,500.00 

500F 

Finance 

500.00 

■ 

500H 

Grievance 

200.00 

5001 

History  & Obituaries 

-0- 

500J 

Maternal  & Child 

Health  Care 

3,000.00 

500K 

Health  Manpower 

2,500.00 

500L 

Legislative 

10,000.00 

500M 

Medical  Education 

3,000.00 

PI 

500N 

Medical  Economics 

3,000.00 

5000 

Occupational  Health 

-0- 

500Q 

Professional 

1,600.00| 

500R 

Public  Relations 

22,000.00 

500S 

Government  Services 

1,000.00, 

500U 

Ad  Hoc  — Housestaff 

3,OOO.OOT 

500W 

Woman’s  Auxiliary 

2,400.00 

500X 

Physician’s 

Rehabilitation 

400.00 

500Y 

Professional 

1 

Liability  Review 

39,000.00 

500Z 

Mice 

-0- 

Total  Expenditures 

$ 96,000.00 

m 

i 

Excess  of  Expense 

over  Revenue 

$(15,735.00 

ANNUAL  MEETING 

STATEMENT  OF  REVENUE 
AND  EXPENDITURES 


REVENUE 

R 

441 

Exhibit  booth  rental 

$19,200.00U 

442 

Guest  speaker  sponsors 

2,OOO.OOC, 

443 

Wednesday  evening  social 

4,500.00r 

444 

President’s  banquet 

4,OOO.OCl 

445 

Breakfast  panel  — 1 

800.00™ 

446 

Breakfast  panel  — 2 

800.00  . 
32,OOO.O0f 

447 

Registration  fees 

449 

Other 

-0-  1 

Total  Revenue 

$63,300.00" 

EXPENDITURES 

541 

Exhibit  booths 

$ 3,000.0C 

542 

Guest  sf)eakers 

7,200.0C  [■ 

543 

Wednesday  evening  social 

7,000.0C  r 

544 

President’s  banquet 

8,000.00 

545 

Breakfast  Panel  — 1 

700.00  : 

546 

Breakfast  Panel  — 2 

700.00 

547 

Audio-visual  equipment 

3,000.001 

548 

Delegate’s  manual 

3,000.00 

549 

Employee  hotel 

3,000.00j1 

550 

Gratuities 

250.00| 

551 

Miscellaneous 

3,500.001 

552 

Newcomer  Program 

60.00| 

553 

Nominating  Committee 

40.00; 

554 

Postage 

200.00 

555 

Printing 

4,000.00| 

556 

Promotion 

4,ooo.oo! 

557 

Public  Relations 

2,500.00- 

558 

Scientific  Assembly 

Committee 

1,200.00 

559 

Supplies 

1,500.00 

560 

Travel 

400.00 

561 

Telephone 

700.00 

Total  Expenditures 
Excess  of  Revenue 

$53,950.00 

over  Expense 

$ 9,350.00 

$ 265.00 


-0- 
80,000.00 
$ 80,265.00 
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'IBLISHING  DEPARTMENT 

STATEMENT  OF  REVENUE 
I AND  EXPENDITURES 


|:VENUE 


1 

Advertising 

$22,000.00 

2 

Reprints 

1,500.00 

3 

Subscriptions,  member 

50,840.00 

4 

Subscriptions,  nonmember 

1,000.00 

5 

Other 

-0- 

Total  Revenue 

$75,340.00 

(PENDITURES 

4 

Dues,  subscriptions 

$ 150.00 

5 

Equipment  maintenance 

50.00 

7 

General  overhead 

expense 

4,400.00 

8 

Insurance,  general 

250.00 

9 

Insurance,  health 

280.00 

1 

Meeting 

150.00 

2 

Miscellaneous 

-0- 

3 

Payroll  taxes 

360.00 

4 

Postage 

2,000.00 

5 

Printing 

61,000.00 

8 

Salaries 

6,000.00 

9 

Supplies 

-0- 

Travel 

400.00 

Total  Expenditures 
Excess  of  Revenue 

$75,040.00 

over  Expense 

$ 300.00 

UILDING  OPERATIONS 

STATEMENT  OF  REVENUE 

AND  EXPENDITURES 

EVENUE 

71-3  New  Mbr.  Bldg.  Fund 

Assessments 

$30,000.00 

74 

Rental  income 

(BOMEX) 

13,950.00 

75 

Rental  income  (APP) 

8,200.00 

Total  Revenue 

$52,150.00 

IXPENDITURES 

71 

Depreciation 

$12,000.00 

72 

Repair  and 

maintenance 

8,000.00 

74 

Building  supplies 

2,500.00 

75 

Interest 

-0- 

76 

Property  taxes 

7,000.00 

77 

Utilities 

18,000.00 

78 

Insurance 

3,000.00 

79 

Bldg,  overhead 

(recovery) 

(2,400.00) 

Total  expenditures 
Excess  of  Revenue 

$48,100.00 

over  Expense 

$ 4,050.00 

STATEMENT  OF  REVENUE 
AND  EXPENDITURES 
REVENUE 

181  Interest  Income  $2,000.00 

2XPENDITURE 

)04  Scholarships  awarded  $2,000.00 

-0- 

OTHER  BUSINESS 
Preasurers  Report 

It  was  suggested  that  the  Treasurer  pre- 
jare  a periodic  narrative  type  report  for  pub- 
ication  in  Arizona  Medicine. 


EXECUTIVE  COMMITTEE 
The  meeting  of  the  Executive  Committee 
of  the  Arizona  Medical  Association,  Inc.,  held 
at  810  W.  Bethany  Home  Road,  Phoenix,  AZ 
on  Friday,  February  25,  1977  convened  at 
7:16  P.M.,  Edward  Sattenspiel,  M.D.  president 
and  chairman  presiding. 

DEPARTMENT  OF  HEALTH  SERVICES 
Dr.  Dandoy  reported  that  she  will  be  meet- 
ing with  the  health  officer  of  Senora  Mexico 
to  discuss  mutual  health  matters  including 
those  who  seek  their  care  in  this  country  and 
the  problems  attendant  thereto.  She  also  re- 
ported that  there  is  considerable  discussion 
in  the  legislature  about  developing  alterna- 
tive programs  to  Medicare  as  well  as  innova- 
tive rural  health  programs  involving  physi- 
cian’s assistants  and  nurse  practioners. 

MALPRACTICE  ASSESSMENT 
Mr.  Robinson  reported  that  the  following 
members  have  not  paid  the  1976  malpractice 
assessment  as  of  February  25,  1977. 

Cochise  County 
Edward  H.  Vogel,  M.D. 

Gila  County 
George  E.  Page,  M.D. 

Maricopa  County 
George  L.  Cannon,  M.D. 

James  H.  Coles,  Jr.,  M.D. 

Earl  S.  Cronk,  M.D. 

Robert  L.  Daywitt,  M.D.  (pd.  $50) 

Richard  E.H.  Duisberg,  M.D. 

Hubbard  F.  Fellows,  M.D. 

George  W.  Gannon,  M.D. 

Charles  W.  Howard,  M.D. 

Dale  B.  Hylton,  M.D. 

Charles  V.  Kachel,  M.D. 

John  E.  McCarville,  M.D. 

Lyle  B.  McDowell,  M.D. 

Joseph  M.  Mitrick,  M.D. 

Kenneth  J.  Prebil,  M.D. 

Peter  Sakkas,  M.D. 

Dale  H.  Stannard,  M.D. 

Thomas  N.  Thomas,  M.D. 

Maier  I.  Tuchler,  M.D. 

Abid  Zaky,  M.D. 

Mohave  County 
Raymond  E.  Hammer,  M.D. 

Pima  County 

Ian  M.  Chesser,  M.D. 

Robert  L.  Crowdes,  M.D. 

Marc  S.  Feldman,  M.D. 

Morris  H.  Fine,  M.D. 

Andrew  W.  Gaudielle,  M.D. 

Gerald  B.  Goldstein,  M.D. 

Charles  E.  Harter,  M.D. 

Robert  S.  Hirsch,  M.D. 

Rashid  A.  Khan,  M.D. 

Paul  W.  Kohnen,  M.D. 

James  Labelle,  Jr.,  M.D. 

Alberto  R.  Marquez,  M.D. 

George  W.  Nash,  M.D. 

Leland  K.  Reeck,  M.D. 

Jerome  Rothbaum,  M.D. 

James  G.  Rothschild,  M.D. 

Marvin  Weisbard,  M.D. 

Yavapai  County 
William  T.  Edmonds,  M.D. 

Yuma  County 


Robert  Anderton,  M.D. 

Abe  I.  Podolsky,  M.D. 

BOARD  OF  DIRECTORS  AGENDA 
The  committee  reviewed  the  agenda  for  the 
Board  of  Directors  meeting  scheduled  for 
February  26,  1977  and  prepared  various 
recommendations. 

BOARD  OF  DIRECTORS 
The  meeting  of  the  Board  of  Directors  of  the 
Arizona  Medical  Association,  Inc.,  held  at  810 
W.  Bethany  Home  Road,  Phoenix,  AZ  on  Sat- 
urday, February  26,  1977,  a quorum  being 
present,  convened  at  10:19  a.m.,  Edward 
Sattenspiel,  M.D.,  president  and  chairman, 
presiding. 

ARMPAC 

Dr.  Langston  reported  that  Representative 
Diane  B.  McCarthy  will  be  the  guest  speaker 
at  the  annual  banquet  scheduled  for  April 
28,  1977,  all  are  invited  to  attend.  He  also 
pointed  out  that  1978  is  going  to  be  a vital 
political  year  because  redistricting  will  occur. 
ArMPAC  will  need  to  be  strengthened  for  the 
activities  of  that  year. 

Dr.  Sattenspiel  noted  that  this  will  be  Dr. 
Langston’s  last  meeting  as  chairman  of 
ArMPAC.  The  board  expressed  its  apprecia- 
tion to  Dr.  Langston  with  a round  of  applause. 
Confirmation  of  New  Chairman 

IT  WAS  MOVED  AND  CARRIED  TO  CON- 
FIRM THE  APPOINTMENT  OF  JAMES  A. 
AUSTIN,  M.D.,  AS  THE  NEW  CHAIRMAN 
OF  ARMPAC. 

AMERICAN  INDIAN 
SCHOOL  OF  MEDICINE 
Jasper  L.  McPhail,  M.D.,  Vice  President 
and  Dean  of  the  American  Indian  School  of 
Medicine  reported  to  the  board  on  the  back- 
ground and  developments  of  the  school  as 
follows:  (see  Arizona  Medicine  April  1977) 
ArMA  AUXILIARY 
Mrs.  Hoffmann  reported  as  follows: 

"On  behalf  of  the  Auxiliary,  I want  to  thank 
the  Board  of  Directors  for  the  additional  sup- 
port this  year.  You  have  offered  us  legal  help 
and  with  the  aid  of  Mr.  Thomas  Reilly,  of 
Snell  & Wilmer,  we  have  completed  legal 
requirements  for  incorporation  and  non-profit 
status.  You  have  given  us  needed  publicity 
by  allowing  us  to  submit  auxiliary  articles  to 
Dr.  John  Kennedy  for  publication  in  Arizona 
Medicine.  You  have  given  us  the  opportunity 
to  attend  the  ArMA  Legislative  Committee 
meetings  and  Mrs.  John  Clymer,  our  Legisla- 
tion chairman,  is  grateful  for  this  new  op- 
portunity as  she  feels  it  is  of  great  value  to 
the  physician’s  spouse  to  receive  this  up-to- 
date  information. 

I would  like  to  point  out  to  the  county  medi- 
cal society  presidents  that  we  are  seeking  new 
ways  in  our  continuing  efforts  to  organize 
additional  county  auxiliaries.  There  are  only 
six  organized  counties  at  the  present  time: 
Coconino,  Maricopa,  Mohave,  Pima,  Yavapai 
and  Yuma.  Their  membership  ranges  from 
1300  in  Maricopa  County  to  17  in  Mohave 
County.  If  any  medical  society  president 
would  like  to  have  an  auxiliary  for  his  medi- 
cal society,  please  contact  me.  We  will  be  most 
happy  to  work  with  you. 
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The  Auxiliary  seeks  permission  from  this 
Board  of  Directors  to  offer  our  Hamer  Edu- 
cation Loan  Fund  to  Arizona  medical  students 
in  Arizona  medical  schools.  This  fund  was 
established  through  the  generosity  of  Arizona 
auxiliary  members  by  an  annual  assessment. 
The  same  rules  and  regulations  would  apply 
to  medical  students  as  to  all  other  loan  appli- 
cants. Loans  of  any  amount  up  to  but  not  ex- 
ceeding $500.00  per  semester  can  be  made  to 
a student.  The  total  amount  borrowed  by  the 
student  shall  not  exceed  $2,500.00  during  his 
course  of  study.  These  loans  are  interest  free 
and  are  to  be  repaid  at  the  rate  of  $50.00  or 
more  monthly  starting  no  later  than  two 
months  after  successful  completion  of  the 
course  of  study. 

Please  let  us  know  if  you  want  the  auxiliary 
to  offer  Hamer  Education  Loan  funds  to  our 
medical  students. 

Thank  you  for  this  opportunity  to  report  to 
you  today.” 

IT  WAS  MOVED  AND  CARRIED  TO  AP- 
PROVE THE  REQUEST  TO  OFFER  THE 
HAMER  EDUCATION  LOAN  FUND  TO 
MEDICAL  STUDENTS. 

BOARD  OF  DIRECTORS 
Southern  District  Director  Resignation 

Vemor  F.  Lovett,  M.D.  submitted  his  res- 
ignation effective  April  30,  1977.  It  was  ac- 
cepted with  regret,  replacement  to  be  part  of 
the  regular  House  of  Delegates  election  pro- 
cess. 

5th  AMA  National  Leadership  Conference 

Dr.  Kahle  submitted  the  following  report 
on  the  subject  conference; 

"This  year’s  conference,  entitled,  'Portrait; 
Dynamic  Leadership  for  ’77’  was  held  in 
Chicago  from  January  20th  to  the  23rd.  The 
AMA  provides  these  meetings  every  January 
in  order  that  individuals  in  medical  leader- 
ship positions  throughout  the  country  have 
an  opportunity  to  meet  to  review  and  discuss 
priority  issues  facing  us  all.  This  is  probably 
one  of  the  most  important  functions  that  the 
AMA  provides.  Programs  such  as,  'What’s 
Ahead  in  ’77,’  'Uncle  Sam  Has  Plans  for  You,’ 
'Trends  in  State  Legislation,’  'Toward  Na- 
tional Health  Insurance,’  'Assault  on  Pro- 
fessionalism’ were  covered  fully  and  quite 
accurate  resumes  of  them  have  been  pub- 
lished in  the  recent  American  Medical  News. 

In  the  welcoming  address.  Dr.  Palmer,  the 
President  of  the  AMA,  issued  a clariorf  call 
for  unity  among  all  the  members  of  our  pro- 
fession. As  he  pointed  out,  we  can’t  bury  our- 
selves in  our  own  little  comer  of  the  medical 
world  and  respond  only  to  things  affecting  us 
as  individuals.  Instead,  we  have  to  come  and 
work  together  under  the  only  truly  encompas- 
sing organization  that  we  have  — the  AMA. 
Dr,  James  Sammons,  Executive  Vice-Presi- 
dent of  the  AMA,  summed  up  by  saying  that 
the  AMA  will  fight  for  our  liberty  as  profes- 
sionals and  that  all  doctors  need  the  AMA  to 
fight  against  the  onslaught  of  the  many  anti- 
professional thrusts.  He  provided  a very  in- 
teresting statistic  that  $70  of  each  of  our  $250 
per  yearly  dues  for  AMA  goes  toward  support 
of  AMA  activities  that  are  for  the  benefit  of 


patients  and  non-AMA  members  of  our  pro- 
fession. In  other  words,  freeloaders  are  cost- 
ing each  of  us  $70  per  year. 

There  is  a good  consensus  that  President 
Carter  will  act  slowly  on  the  national  health 
insurance  issue;  but,  he  is  definitely  dedicated 
to  this  idea.  The  major  problem,  of  course,  is 
financing  and  money.  President  Carter’s  main 
difficulty  is  going  to  arise  from  his  blatant 
promise  to  balance  the  budget  by  1980.  This 
is  the  one  thing  that  probably  will  save  us 
from  a national  health  scheme.  The  legisla- 
tive approach  will  be  piecemeal  with  Plan- 
ning Act  amendments,  Medicaid  fraud  curbs, 
catastrophic  health  insurance,  and  activity 
directed  toward  the  mal-distribution  of  medi- 
cal skills. 

Senator  Eagleton  of  Missouri  stated  that 
he  did  not  feel  that  national  health  insurance 
was  necessarily  inevitable  because  the  cost 
factor  is  actually  the  key  issue.  He  made  a 
strong  point  that  Social  Security  funding  is 
probably  not  the  way  to  go  because  projec- 
tions of  that  system  tells  us  that  between  the 
years  1990  and  2000  the  government  will  be 
paying  out  more  in  pensions  than  the  com- 
bined payroll  of  the  entire  working  group  of 
taxpayers.  Senator  Talmadge  discussed  his 
Medicaid  fraud  legislation  and  left  a chill 
over  the  entire  audience  with  his  comments 
that  it  was  time  we  all  worked  together  and 
quit  using  such  cliches  as,  'patient-doctor 
relationship.’ 

There  were  720  p>eople  in  attendance  at 
this  conference  and  only  four  from  Arizona; 
Dan  Cloud,  Bruce  Robinson,  Diane  McCarthy, 
and  myself.  Diane  was  there  as  a member  of 
the  panel  on  'Trends  in  State  Legislation’  and 
was  the  star  of  the  program  for  which  we  can 
all  be  justly  proud.  On  the  other  hand,  the 
sparse  representation  from  Arizona  was  noth- 
ing of  which  to  be  proud.  These  programs  are 
for  medical  leaders  at  all  levels,  not  just  the 
state.  For  instance,  Bergen  County  (New 
Jersey)  had  14  or  15  people  at  the  meetings. 
Next  year,  there  should  be  more  of  our  state 
officers,  as  well  as  officers  from  all  the  count- 
ies that  can  afford  to  send  them.  This  is  the 
type  of  program  in  which  there  cannot  be  too 
much  participation!  Hopefully,  you  people 
that  read  this  report  will  bring  this  message 
back  to  your  component  societies  and  start 
making  budgetary  plans  for  the  January, 
1978  AMA  National  Leadership  Conference.” 
1977  Physician  Award 
for  Community  Service 

After  an  official  vote  it  was  determined 
that  Grace  L.  Busch,  M.D.  of  Chandler,  be 
chosen  as  the  recipient  of  the  1977  Physician 
Award  for  Community  Service. 

BoMEX  Appointments 

It  was  pointed  out  that  there  are  three  va- 
cancies on  the  Board  of  Medical  Examiners. 
We  have  submitted  five  names  since  last  Oc- 
tober, but  the  Governor  has  taken  no  action. 

IT  WAS  MOVED  AND  CARRIED  TO  RE- 
SUBMIT THE  SAME  FIVE  NAMES  AS 
FOLLOWS; 

E.  CHARLES  BILL,  M.D. 

ALBERT  ECKSTEIN,  M.D. 

EDMUNDO  F.  FELIX,  M.D. 


MEYER  MARKOWITZ,  M.D. 

GILBERT  L.  SECHRIST,  M.D. 
EXECUTIVE  COMMITTEE 

I 

Membership  Classification 
Changes  Approved 
Cochise  County  Medical  Society 

(a)  John  C.  Conroy,  M.D. -Active  to  As; 
ciate.  Account  Retirement  — Dues  Exerr 
Effective  1/1/78 

(b)  Edith  Brown,  M.D. -Active  Over  7C  jj 
Account  Age  — Dues  Exempt  — Effective  1/ 

77  i 

Maricopa  County  Medical  Society  ’ 

(a)  L.D.  Beck,  M.D.  — Active  to  Active  Ov  j 

70 -Account  Age -Dues  Exempt  — Effecti 
1/1/77  J 

(b)  Robert  J.  Bryan,  M.D.  — Active  to  Asf  ^ 

ciate  — Account  Retirement— Dues  Exempt 
Effective  1/1/77  ! 

(c)  Roy  E.  Burgess,  M.D.  — Active  to  Acti  ' 

Over  70  — Account  Age -Dues  Exempt  | 
Effective  1/1/77 

(d)  R.  Lee  Foster,  M.D. — Active  to  Actin' 

Hi 

Over  70  — Account  Age  — Dues  Exempt  — I ^ 
fective  1/ 1/77 

jC 

(e)  Warren  Gorman,  M.D.  — Active  to  Asso< 

ate  — Account  Retirement  — Dues  Exempt 
Effective  1/1/77  * 

(f)  Carlos  V.  Greth,  M.D.  — Active  to  Assoi 

ate  — Account  Illness -Dues  Exempt  — Effe^ 
tive  1/1/77  r 

(g)  Artell  Johnson,  M.D.  — Active  to  Acti 

Over  70  — Account  Age  — Dues  Exempt  — I i 
fective  1/1/77  ^ 

(h)  Paul  A.  Johnson,  M.D. — Active  to  Acti'  ,| 

Over  70  — Account  Age  — Dues  Exempt  — I 
fective  1/1/77  ^ 

(i)  Margaret  L.  Kerr,  M.D.  — Active  to  Ass 
ciate  — Account  Retirement— Dues  Exempt 
Effective  1/1/77 

(j)  Noah  M.  Koenigsberg,  M.D.  — Active 
Active  Over  70  — Account  Age  — Dues  Exem 
— Effective  1/1/77 

(k)  Paul  B.  Patton,  M.D.  — Active  to  Assot 
ate  — Account  Retirement  — Dues  Exempt 
Effective  1/1/77 

(l)  Philip  Rice,  M.D.  — Active  to  Associate 
Account  Retirement— Dues  Exempt  — Effe 
tive  1/1/77 

(m)  Alvin  Swenson,  M.D. — Active  to  Acti’ 
Over  70-Account  Age  — Dues  Exempt-E 
fective  1/1/77 

(n)  Audrey  G.  Urry,  M.D.  — Active  to  Assoc 
ate  — Account  Retirement— Dues  Exempt 
Effective  1/1/77 

(o)  J.A.  Van  Ham,  M.D.  — Active  to  Assoc 
ate— Account  Retirement— Dues  Exempt 
Effective  1/1/77 

(p)  Lowell  C.  Wormley,  M.D.  — Active  to  A 
tive  Over  70  — Account  Age  — Dues  Exempt' 
Effective  1/1/77 

(q)  George  S.  Atkinson,  M.D.  — Active  to  A 
sociate  — Account  Illness  — Dues  Exempt 
Effective  1/1/77 

Pima  County  Medical  Society 

(a)  Dennis  Bernstein,  M.D. -Active  to  As» 
ciate- Account  Retirement— Dues  Exempt- 
Effective  1/1/77 

(b)  James  F.  Blute,  Jr.,  M.D. -Active  to  Affil 
ate  — Account  Moving  out  of  State  — Dut 
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;mpt- Effective  1/1/77 
Abraham  M.  Cutler,  M.D.- Active  to  Af- 
ite  — Account  Moving  out  of  State- Dues 
jmpt- Effective  1/1/77 
Donald  B.  Lewis,  M.D.  — Active  to  As.so- 
tc- Account  Retirement— Dues  Exempt  — 
jctive  1/1/77 

Robert  E.  McDonald,  M.D.  — Associate  to 
iliate-No  longer  licensed  - Dues  Exempt 
Iffective  1/1/77 

Charles  A.  Tompkins,  M.D.  — Active  to  As- 
iate  — Account  Retirement  — Dues  Exempt 
Iffective  1/1/77 
al  County  Medical  Society 
F.H.  Buckmaster,  M.D.  — Active  to  Asso- 
te— Account  Retirement— Dues  Exempt  — 
ective  1/1/77 

Wilfred  W.  Forbes,  M.D.  — Active  to  As- 
iate  — Account  Retirement  — Dues  Exempt 
Effective  1/1/77 

Milton  I.  Robinson,  M.D.  — Active  to  Ac- 
i Over  70  — Account  Age  — Dues  Exempt  — 
ective  II 1177 

:onino  County  Medical  Society 
M.G.  Fronske,  M.D.  — Active  to  Associate 
Account  Retirement— Dues  Exempt  — Ef- 
tive  1/1/77 

,ma  County  Medical  Society 
Robert  A.  Stratton,  M.D.  — Active  to  As- 
:iate  — Account  Retirement  — Dues  Exempt 
Effective  1/1/77 
77  Dues  Exemptions  Granted 

[T  WAS  MOVED  AND  CARRIED  TO 
lANT  THE  FOLLOWING  EXEMPTIONS 
)R  1977  DUES  AS  REQUESTED  BY  THE 
’PROPRIATE  COUNTY  MEDICAL  SO- 
ETY. 

Robert  S.  Keller,  M.D.  — Pinal 
I C.  James  Statt,  M.D.  — Maricopa 
I Martin  S.  Withers,  M.D.  — Pima 
» John  C.  Flannery,  M.D.  — Maricopa 
) Carey  C.  Womble,  M.D. — Pima 
» Sidney  R.  Kemberling,  M.D.  — Pima 

ARTICLES  OF  INCORPORATION 
AND  BYLAWS  COMMITTEE 
The  House  of  Delegates,  during  their  1976 
eeting,  directed  that  clarification  be  made  of 
10  could  introduce  resolutions.  The  com- 
ittee  recommended  that  the  following  para- 
aphs  be  added  to  Chapter  VIII,  Section  b<e). 
Resolutions  may  be  proposed  by  (A)  the 
>ard,  (B)  any  Delegate,  (C)  any  county  so- 
Jty,  (D)  any  committee  of  the  Association, 
(E)  by  petition  signed  by  twenty  or  more 
embers  of  the  Association. 

At  the  discretion  of  the  Speaker,  more  than 
e committee  on  resolutions  may  be  ap- 
inted  in  accordance  with  Chapter  VIII. 
ction  6.  Reference  Committees. 

IT  WAS  MOVED  AND  CARRIED  TO  IN- 
lODUCE  THE  APPROPRIATE  RESOLU- 
ON  INCLUDING  THE  ABOVE  WORDING 
ITH  THE  SENTENCE  "ALL  RESOLU- 
ONS  ARE  TO  BE  ACCOMPANIED  BY  A 
SCAL  NOTE  WHERE  APPROPRIATE” 
) BE  ADDED  AT  THE  END  OF  THE 
RST  PARAGRAPH. 


FINANCE  COMMITTEE 
1976  Audit 

Dr.  Clymer  reviewed,  in  detail,  the  audit 
report  for  the  year  ending  12/31/76  as  pre- 
pared by  Henry  & Home,  Certified  Public 
Accountants. 

1978  Budget 

Following  an  extensive  review  of  the  pro- 
posed budget  for  1978  by  the  Treasurer,  Dr. 
Clymer. 

IT  WAS  MOVED  AND  CARRIED  TO  SUB- 
MIT THE  FOLLOWING  RESOLUTION  TO 
THE  HOUSE  OF  DELEGATES 

1978  CALENDAR  YEAR  BUDGET 
OF  INCOME  AND  EXPENSE 
WHEREAS,  It  is  customary  for  the  House 
of  Delegates  to  approve  the  Budget  of  Income 
and  Expenditures  for  the  next  succeeding 
calendar  year  of  the  Arizona  Medical  A,sso- 
ciation,  Inc.;  therefore  be  it 
RESOLVED,  That  the  following  Budget  of 
Income  and  Expenditures  for  the  calendar 
year  1978  be  adopted: 


INCO.ME 

EXPENDITURES 

General 

Dept. 

Committee 

$706.4.50.00 

$543,640.00 

$162,810.00 

Dept. 

Annual 

82.265  00 

98.000.00 

115.735.00) 

Meeting 

Dept. 

63.300.00 

53.950.00 

9,350.00 

Publishing 

Dept. 

75.340.00 

75,040.00 

300.00 

TOTAL 

$927,3.55.00 

$770,6.30.00 

$156,725.00 

; and  be  it  further 

RESOLVED,  That  the  annual  dues  of  the 
Arizona  Medical  Association,  Inc.  be  $250  for 
Active  members,  with  $230  going  to  General 
Department  Budget  and  $20  going  to  the 
Publishing  Department  Budget;  and  be  it 
further 

RESOLVED,  That  the  Service  member  dues 
be  $62.50  with  $42.50  going  to  the  General 
Department  Budget  and  $20  going  to  the 
Publishing  Department  Budget;  and  be  it 
further 

RESOLVED,  That  the  Intern  or  Resident 
Active  member  dues  be  $25,  with  $5  going  to 
the  General  Department  Budget  and  $20 
going  to  the  Publishing  Department  Budget. 
PHYSICIAN  REHABILITATION 
COMMITTEE 
Confirmation  of  Appointment 
IT  WAS  MOVED  AND  CARRIED  TO 
CONFIRM  THE  APPOINTMENT  OF 
WILLIAM  N.  BAUER,  M D.  TO  THE 
COMMITTEE. 

PROFESSIONAL  COMMITTEE 
Confirmation  of  Appointment 
IT  WAS  MOVED  AND  CARRIED  TO 
CONFIRM  THE  APPOINTMENT  OF 
FRANK  PENA,  M.D.  TO  THE  COMMIT- 
TEE. 

Urine  Therapy 

IT  WAS  MOVED  AND  CARRIED  THAT 
URINE  THERAPY,  IN  THE  TREATMENT 
OF  ALLERGIC  DISEASES,  HAS  NOT  BEEN 
ESTABLISHED  AS  EFFECTIVE,  NOR  HAS 
ITS  SAFETY  BEEN  ESTABLISHED  IN  THE 
USUAL  AND  CUSTOMARY  MANNER, 


AND  FURTHER  THAT  THIS  STATEMENT 
BE  PROVIDED  TO  THE  BOARD  OF  MEDI- 
CAL EXAMINERS. 

Podiatry  and  Hospital  Privileges 

IT  WAS  MOVED  AND  CARRIED  THAT 
THE  ARIZONA  MEDICAL  ASSOCIATION 
APPROVE  THE  JOINT  STATEMENT  BY 
REPRESENTATIVES  OF  THE  ARIZONA 
PODIATRY  ASSOCIATION,  CENTRAL 
ARIZONA  ORTHOPEDIC  SOCIETY,  AND 
THE  ARIZONA  HOSPITAL  ASSOCIATION 
OF  NOVEMBER  29,  1976,  AND  THE  SUG- 
GESTED BYLAW  AMENDMENTS  AS  AN 
ADDENDUM  THERETO. 

JOINT  STATEMENT 

It  is  the  opinion  of  this  combined  group 
that  the  potential  solution  to  the  problem 
that  exists  between  Podiatry  and  medicine 
may  best  be  implemented  by  encouraging 
joint  medical  ,staff  and  hospital  administra- 
tion participation  in  promulgating  bylaw 
changes  which  will  permit  Podiatrists  to  ap- 
ply to  medical  staffs.  As  an  addendum  to  this 
opinion,  it  is  recommended  that  the  suggested 
medical  staff  bylaw  changes,  as  proposed  by 
the  Arizona  Hospital  Association,  be  used  as 
a guideline. 

SUGGESTED  MEDICAL  STAFF  BYLAWS 
Affiliate  Staff 

The  affiliate  staff  shall  be  composed  of  para- 
medical, dental  and  paradental  practitioners 
and  scientists  in  medical,  paramedical  and 
paradental  fields  who  are  not  eligible  for 
membership  on  the  Medical  Staff  and  whose 
training  and  abilities  are  beneficial  to  pa- 
tient care. 

Before  an  application  can  be  accepted  for 
Affiliate  Staff  membership,  the  category  or 
classification  into  which  an  applicant  would 
fit  must  be  approved  by  the  Executive  Com- 
mittee of  the  Medical  Staff,  the  Active  Medi- 
cal Staff  and  the  Board  of  Directors  of  the 
hospital.  Applicants  who  fit  into  an  approved 
category  or  classification  shall  submit  ap- 
plications to  the  administrator  who  will  for- 
ward them  to  the  Executive  Committee  of  the 
Medical  Staff  for  processing.  Executive  Com- 
mittee decisions  concerning  granting  or  denial 
of  Affiliate  Staff  status  to  applicants  shall  be 
final;  subject  only  to  approval  by  the  hospital 
governing  board.  Procedural  rules  and  privi- 
leges applicable  to  members  of  the  Medical 
Staff  shall  not  apply  to  the  Affiliate  Staff. 

Affiliate  Staff  members  shall  not  have  privi- 
leges to  admit  patients  at  the  hospital  but 
shall  be  permitted  to  attend  patients  who  are 
under  the  care  and  supervision  of  physicians 
on  the  Medical  Staff. 

Members  of  the  Affiliate  Staff  may  be  as- 
signed, either  individually  or  through  Affili- 
ate Staff  sections  to  specific  departments  of 
the  hospitals. 

Affiliate  Staff  appointments  shall  be  re- 
viewed every  two  years  and  reappointments 
shall  be  made  at  the  discretion  of  the  Execu- 
tive Committee  which  shall  consider  the  best 
interest  of  the  hospitals  and  its  patients. 

Members  of  the  Affiliate  Staff  may  be  re- 
quired to  pay  dues  as  determined  by  the  Ex- 
ecutive Committee  and  may  assist  the  Execu- 
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live  Committee  at  its  request,  in  any  matters 
concerning  the  Affiliate  Staff. 

The  list  of  categories  of  Affiliate  Staff  mem- 
bers approved  by  the  Executive  Committee 
of  the  Medical  Staff,  the  Active  Medical  Staff 
and  the  Board  of  Directors,  shall  be  kept  cur- 
rent and  attached  as  an  addendum  to  these 
bylaws. 

Amendment  of  that  list  shall  not  be  subject 
to  the  provision  of  Article on  amend- 

ment of  the  Medical  Staff  bylaws  but  shall 
only  require  the  approval  of  the  Executive 
Committee,  the  Active  Medical  Staff,  and  the 
Board  of  Directors  with  such  approval  being 
shown  in  any  customary  form. 

Forms  for  the  application  of  Affiliate  Staff 
membership  shall  contain  the  information 
required  for  each  category. 

Podiatrist  Category 

Podiatrists  who  are  licensed  by  the  State 
of  Arizona  may  be  granted  privileges  based 
on  documented  training,  experience  and  cur- 
rent competence.  Members  of  this  category 
may,  at  the  request  of  the  Executive  Com- 
mittee, assist  in  developing  application  docu- 
mentation in  determining  membership  and 
in  granting  of  clinical  privileges. 

Podiatric  procedures  shall  be  under  the 
supervision  of  the  Department  of  Surgery. 

Podiatrists  may  initiate  admitting  pro- 
cedures on  the  concurrence  of  a member  of 
the  Active  Medical  Staff,  who  shall  have  over- 
all responsibility  for  the  patient’s  care. 

Patients  admitted  for  podiatric  care  shall 
receive  an  admission  history  and  physical 
performed  by  a member  of  the  Active  Medi- 
cal Staff  as  required  by  these  bylaws,  rules 
and  regulations.  Orders  for  podiatric  care  and 
medications  as  provided  for  by  licensure  shall 
be  initiated  by  members  of  the  podiatry  staff. 
Ancillary  Health  Care  Occupations 

Discussion  ensued  on  the  recommendation 
of  the  committee  regarding  licensure,  certi- 
fication or  registration  of  Ancillary  Health 
Care  Occupation. 

IT  WAS  MOVED  AND  CARRIED  TO 
TABLE  THIS  MATTER. 

BoMEX  Reporting  Requirements 

The  board  reviewed  the  recommendation 
of  the  committee  which  read  as  follows; 

"It  was  moved  and  carried  to  inform  the 
Board  of  Directors  that  the  Professional  com- 
mittee has  reviewed  the  proposed  regulations 
provided  to  the  Board  of  Medical  Examiners 
on  'Reporting  pursuant  to  A.R.S.  32-1451.’  It 
is  strongly  recommended  that  the  Board  of 
Directors  inform  the  Board  of  Medical  Ex- 
aminers that  paragraph  RI-3-3  entitled,  sus- 
pensions for  incomplete  medical  records,  on 
page  C3,  be  deleted.  Further  it  is  recom- 
mended that  only  hospital  administration 
proceedings  resulting  in  the  revocation, 
permanent  suspension  or  permanent  limita- 
tion of  clinical  privileges  be  reported  and  fur- 
ther that  prior  to  adoption  of  rules  and  regu- 
lations it  is  anticipated  that  the  Association 
will  have  opportunity  to  review  the  Board  of 
Medical  Examiners  proposal.” 

IT  WAS  MOVED  AND  CARRIED  TO  AP- 
PROVE THE  RECOMMENDATION  OF  THE 


COMMITTEE. 

Extended  Role  of  the  Nurse 
The  board  discussed  at  length  the  commit- 
tee’s recommendation,  "That  the  moratorium 
in  certifying  the  various  extended  roles  of 
nursing  be  removed.  It  is  the  opinion  of  this 
Association,  that  it  is  proper  for  the  Nursing 
Board  to  collaborate  with  the  Joint  Board  of 
Medical  and  Osteopathy  Examiners  in  the 
certification  of  nurses  in  the  extended  role.” 
A motion  to  approve  the  committee’s  recom- 
mendation was  defeated. 

Specialty  Listing  — BOMEX  Directory 
IT  WAS  MOVED  AND  CARRIED  TO  IN- 
TRODUCE THE  FOLLOWING  RESOLU- 
TION TO  THE  HOUSE  OF  DELEGATES 
NEXT  MEETING. 

SPECIALTY  LISTING -BOMEX 
ANNUAL  MEDICAL  DIRECTORY 
WHEREAS,  REQUESTS  HAVE  BEEN 
MADE  BY  PHYSICIANS  THAT  THE  AN- 
NUAL MEDICAL  DIRECTORY  PUB- 
LISHED BY  THE  ARIZONA  BOARD  OF 
MEDICAL  EXAMINERS  INDICATE 
WHETHER  THE  INDIVIDUAL  PHYSICIAN 
IS  BOARD  CERTIFIED  IN  THE  SPE- 
CIALTY; AND 

WHEREAS,  THE  BOARD  OF  MEDICAL 
EXAMINERS  REQUEST  CONSIDERATION 
OF  THIS  MATTER  BY  THE  ARIZONA 
MEDICAL  ASSOCIATION:  THEREFORE 
BE  IT 

RESOLVED,  THAT  THE  ARIZONA  MEDI- 
CAL ASSOCIATION  RECOMMENDS  THAT 
THE  ANNUAL  ARIZONA  STATE  MEDICAL 
DIRECTORY  PUBLISHED  BY  THE  ARI- 
ZONA BOARD  OF  MEDICAL  EXAMINERS 
INCLUDE,  ALONG  WITH  ALL  CURRENT 
DATA  PROVIDED,  WHETHER  THE  IN- 
DIVIDUAL PHYSICIAN  LISTED  IS  CER- 
TIFIED BY  THEIR  SPECIALTY  BOARD. 

LEGISLATIVE  COMMITTEE 
Mr.  Barnett  reviewed  the  actions  of  the 
Legislative  Committee’s  last  two  meetings 
which  included  Medicaid  Repeal,  Confiden- 
tiality of  Peer  Review  Committees,  Physi- 
cian’s Assistants,  Reregistration  fee  for 
BOMEX,  Optometry  and  H.B.  2097,  Coordina- 
tion of  Benefits  between  insurance  companies. 
H.B.  2097 

Considerable  discussion  ensued  on  the 
Legislative  Committee’s  support  of  H.B.  2097. 

IT  WAS  MOVED  AND  CARRIED  TO  RE- 
VERSE THE  LEGISLATIVE  COMMITTEE’S 
POSITION  ON  H.B.  2097  AND  TO  CHANGE 
THE  ASSOCIATION’S  POSITION  TO  THAT 
OF  NON-SUPPORT  OF  H.B.  2097. 

IT  WAS  MOVED  AND  CARRIED  TO 
ADOPT  THE  REPORT  OF  THE  LEGIS- 
LATIVE COMMITTEE  AS  AMENDED  IN 
REGARD  TO  H.B.  2097. 

CORRESPONDENCE 

Hugh  C.  Thompson,  M.D.,  letter  12/28/76  — 
Auto  Restraint  Devices 
IT  WAS  MOVED  AND  CARRIED  TO  EN- 
DORSE THE  PROPOSED  PROGRAM  TO 
FURTHER  THE  USE  OF  PROPER  AUTO 
RESTRAINT  DEVICES  FOR  INFANTS 
AND  SMALL  CHILDREN  AS  OUTLINED 
IN  DR.  THOMPSON’S  LETTER  OF  12/28/76. 


AMA  LETTER  11/24/76 -Medical 
Association  Management  program 
at  Northwestern  University  graduate 
School  of  Management 
The  request  for  scholarship  funds  to  si 
port  the  subject  program  was  reviewed. 

IT  WAS  MOVED  AND  CARRIED  TO  I 
DICATE  SUPPORT  OF  THE  SUBJEI 
PROGRAM  BY  FORWARDING  A TOKI  ^ 
$100.00  AND  THEN  REFERRING  TH 
MATTER  TO  THE  FINANCE  COMMITTI 
FOR  THEIR  CONSIDERATION  OF  A PO 
SIBLE  FULL  SCHOLARSHIP  AT  A LATI 
DATE. 

Pima  County  Medical  Society  letter  2/24/ 

— Annual  Meeting  Registration 
fees  for  Delegates 

Pima  County  Medical  Society  request  jj 
"that  members  who  are  attending  the  bu; 
ness  meetings  to  represent  their  count!  i|| 
should  be  exempt  from  the  cost  of  registr 
tion.” 

IT  WAS  MOVED  AND  CARRIED  TO  R 
FER  THIS  MATTER  TO  THE  SCIENTIF: 
ASSEMBLY  COMMITTEE  FOR  CONSI 
ERATION  AND  RECOMMENDATIONS. 

OTHER  BUSINESS 
Certificate  of  Membership 
Dr.  Kahle  reviewed  the  concept  of  pr 


r 


IS' 


n 


m 


m 


» 


viding  a certificate  of  membership  in  lieu 
the  annual  membership.  RECEIVED  FC 
INFORMATION. 

Greater  Southern  Arizona  PSRO 
IT  WAS  MOVED  AND  CARRIED  Tn  ^ 
ISSUE  A LETTER  OF  ENDORSEMENT  if 
THE  GREATER  SOUTHERN  ARIZONL 
PSRO  AS  REQUESTED.  [, 

Blue  Shield  jj^ 

The  actions  of  the  Blue  Shield  Board 
Directors  as  set  forth  in  the  president’s 
that  organization  letter  of  February  11,  19'i 
were  discussed  in  great  detail. 

IT  WAS  MOVED  AND  CARRIED  TO  R1 
FER  THIS  MATTER  TO  THE  MEDICA 
ECONOMICS  COMMITTEE  FOR  STUDY  I 
CONSULTATION  WITH  LEGAL  COUNSE 
WITH  THE  REQUEST  THAT  THE  CO^ 
MITTEE  HAVE  ITS  RECOMMENDATION 
READY  FOR  THE  NEXT  BOARD  OF  D 
RECTORS’  MEETING. 


ie 


MEDICAL  EDUCATION  COMMITTEE 
Meeting  of  the  Medical  Education  Comm 
tee  of  the  Arizona  Medical  Association,  he 
Thursday,  March  3,  1977,  at  810  West  Bet 
any  Home  Road,  Phoenix,  convened  at  7:( 
P.M.,  Robert  E.T.  Stark,  M.D.,  Chairma 
presiding. 

PROPOSED  CME  STUDY 
Hugh  C.  Thompson,  M.D.,  presented  i: 
formation  to  the  Committee  regarding  a pr 
posed  study  of  CME  habits  of  Arizona  phys' 
cians.  It  was  explained  that  the  proposal 
still  being  refined  and  that  funding  must  1 
sought,  hopefully  from  a private  foundatio 
One  of  the  purposes  of  the  study  is  to  gath< 
information  which  would  be  useful  in  evali 
ating  CME  as  it  now  exists  and  as  it  migl 
be  improved.  Dr.  Thompson  seeks  the  ei 
dorsement  of  the  Arizona  Medical  Associii 
tion,  which  he  feels  is  of  prime  importance  i| 
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oceeding  with  development  and  ultimate 
nding  of  the  study. 

IT  WAS  MOVED  AND  CARRIED  TO  REC- 
MMEND  TO  THE  ArMA  BOARD  OF  Dl- 
ECTORS  THAT  THE  PROPOSED  CON- 
INUING  MEDICAL  EDUCATION  STUDY 
F HUGH  C.  THOMPSON.  M.D.,  BE  EN- 
ORSED  BY  ArMA  UPON  PRESENTA- 
|ON  BY  DR,  THOMPSON  OF  THE  FI- 
lALIZED  PROPOSAL. 

i SECTION  REPORTS 

^tion  on  Accreditation 
I William  F.  Sheeley,  M.D.,  Chairman,  re- 
lorted  that  a resurvey  of  Tucson  Hospitals 
ledical  Education  Program  has  been  con- 
ucted,  and  the  Section  has  approved  the 
ecommendations  of  the  survey  team.  The 
dmmittee  approved  and  took  the  following 
ction: 

IT  WAS  MOVED  AND  CARRIED  TO  REC- 
iMMEND  TO  AMA  THAT  THE  CME  PRO- 
IRAM  OF  TUCSON  HOSPITALS  MEDI- 
lAL  EDUCATION  PROGRAM  BE  REAC- 
IREDITED  FOR  A FOUR-YEAR  PERIOD, 
i^ITH  RESURVEY  AT  THAT  TIME. 

Dr.  Sheeley  reported  that  the  Section  dis- 
ussed  the  possibility  of  accreditation  of  the 
Arizona  Medical  Association  through  its 
Icientific  Assembly  Committee  — for  infor- 
lation. 

The  Section  considered  an  application  for 
ccreditation  of  an  annual  cardiovascular 
ongress  submitted  by  the  Arizona  Heart 
nstitute.  Dr.  Sheeley  reported  that  the  Sec- 
ion  has  approved  the  presurvey  question- 
laire.  A survey  team  will  be  selected  and  a 
urvey  conducted  during  the  March  27-30 
»rogram  of  the  Heart  Institute, 
lection  on  Certification 

Ashton  B.  Taylor,  M.D.,  Chairman,  re- 
>orted  that  the  Board  of  Directors  has  ap- 
)roved  the  change  of  reporting  period  to  the 
:alendar  year.  He  requested  that  the  Com- 
nittee  give  consideration  to  establishing  the 
leadline  for  reporting  CME  as  February  15 
■ather  than  April  1 as  originally  decided. 

IT  WAS  MOVED  AND  CARRIED  THAT 
PHE  DEADLINE  FOR  REPORTING  CON- 
riNUING  MEDICAL  EDUCATION  AC- 
nVITIES  BE  ESTABLISHED  AS  FEBRU- 
ARY 15  OF  THE  YEAR  FOLLOWING  DUE 
DATE. 

Dr.  Taylor  reported  on  several  CME  de- 
linquent physicians  and  made  recommenda- 
tions to  the  Committee.  One  of  these  was  a 
l^hysician  who  had  been  dropped  due  to  non- 
bompliance  of  his  1975  requirement  but  now 
wishes  to  be  reinstated  by  meeting  the  re- 
quirement by  1976.  This  was  approved. 

There  were  three  physicians  delinquent 
for  1976,  two  of  whom  are  to  be  referred  di- 
rectly to  the  Grievance  Committee,  the  third 
to  be  referred  if  he  does  not  comply  within 
30  days. 

IT  WAS  MOVED  AND  CARRIED  TO  AC- 
CEPT THE  RECOMMENDATIONS  OF  THE 
SECTION  ON  CERTIFICATION,  AS 
AMENDED,  REGARDING  CME  DELIN- 
QUENTS REPORTED  TO  THE  COM- 
MITTEE. 


Section  on  Graduate  Medical  Education 
Jack  M.  Layton,  M.D.,  Chairman,  reported 
briefly  on  the  Health  Manpower  Bill,  prob- 
lems between  the  Liaison  Committee  on 
Graduate  Medical  Education  (LCGME)  and 
residency  re-review  committees,  LCGME 
bylaws  approval  and  other  matters  of  concern 
to  his  section.  The  Section  has  not  met  but 
he  anticipates  more  activity  as  the  LCGME 
becomes  active. 

Section  on  Requirements 
Albert  G.  Wagner,  M.D.,  Chairman,  re- 
ported on  the  volume  of  program  approval 
requests  received.  Most  are  being  handled 
by  referral  to  Dr.  Wagner,  but  occasionally 
the  entire  Section  is  consulted  when  there  is 
some  doubt  regarding  a program’s  qualifica- 
tions. 

Dr.  Wagner  asked  for  the  Committee’s  in- 
put regarding  proposed  revisions  in  the  CME 
guidelines.  Basically,  they  are  being  brought 
into  closer  conformance  to  the  guidelines  for 
the  Physician’s  Recognition  Award. 

IT  WAS  MOVED  AND  CARRIED  TO 
APPROVE  THE  1977  GUIDELINES  AS 
SUBMITTED,  WITH  ANY  ADDITIONAL 
SUGGESTIONS  FROM  COMMITTEE  MEM- 
BERS TO  BE  INCORPORATED  AT  THE 
DISCRETION  OF  THE  SECTION  ON  RE- 
QUIREMENTS. 

CONFERENCE  OF  STATE 
CME  CHAIRMEN 

Dr.  Stark  reported  on  an  exchange  of  let- 
ters with  Melvin  D.  Small,  M.D.,  of  the  Medi- 
cal Society  of  Virginia  concerning  formation 
of  a conference  of  state  CME  committees  or 
commissions  for  purposes  of  exchange  of 
ideas  and  to  seek  direct  representation  on  the 
Liaison  Committee  for  Continuing  Medical 
Education.  This  profwsal  had  surfaced  during 
the  October,  1976  CME  meeting  in  Chicago 
and  has  been  approved  in  principle  by  tbe 
President  of  AMA. 

IT  WAS  MOVED  AND  CARRIED  TO 
RECOMMEND  PARTICIPATION  IN  AN 
EFFORT  TO  ESTABLISH  DIRECT  FORMAL 
REPRESENTATION  OF  STATE  CME 
CHAIRMEN  ON  THE  LIAISON  COM- 
MITTEE FOR  CONTINUING  MEDICAL 
EDUCATION  THROUGH  A CONFERENCE 
ON  STATE  CONTINUING  MEDICAL 
EDUCATION  CHAIRMEN. 
SUBCOMMI'TTEE  ON  MEDICAL  AUDIT 
Robert  E.  Hastings,  M.D.,  Chairman,  re- 
ported that  there  has  been  no  activity  to  date 
but  that  he  expects  to  attend  a conference  on 
the  subject  and  will  report  back  to  the  Com- 
mittee  after  that  conference  takes  place. 

LEGISLATIVE  COMMITTEE 
Meeting  of  the  Legislative  Committee  of 
the  Arizona  Medical  Association,  held  Satur- 
day, March  5,  1977  at  810  West  Bethany 
Home  Road,  Phoenix,  Arizona  convened  at 
1:22  P.M.,  Selma  E.  Targovnik.  M.D.,  Chair- 
person, presiding. 

CONSIDERATION  OF  LEGISLATION 
HB  2114-CREDENTIALING  OF 
ALLIED  HEALTH  PROFESSIONS 

Dr.  Flynn  explained  legislation  introduced 
which  would  provide  for  the  credentialing  of 
allied  health  professions  under  the  Depart- 


ment of  Health  Services,  such  as  Radiologic 
Technologists,  Laboratory  Techs.,  Audiolo- 
gists, etc.  This  legislation  would  not  affect 
the  existing  state  licensing  boards. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  GENERAL  SUPPORT  TO  HB  2114, 
CREDENTIALING -ALLIED  HEALTH 
PROFESSIONS. 

SB  1265- PRONOUNCEMENT 
OF  DEATH 

Senate  Bill  1265  would  provide  for  condi- 
tions necessary  for  the  pronouncement  of 
death  by  a physician  stating  that  if  it  is  de- 
termined that  a person  has  total  and  irre- 
versible cessation  of  brain  function,  based  on 
standards  of  medical  practice,  a physician 
shall  pronounce  the  person  dead  and  pre- 
scribe the  time.  It  also  would  provide  that  a 
physician  can  use  other  usual  and  customary 
procedures  for  determining  death.  The  com- 
mittee considered  the  AMA  position  that 
"statutory  definition  of  death  is  neither  de- 
sirable or  necessary,” 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  NON-SUPPORT  OF  SENATE  BILL 
1265. 

HB  2321 -PROVISION  OF 
HEALTH  CARE  SERVICES- 
STATE  MATCHING  FUNDS 

Dr.  Flynn  explained  legislation  co-spon- 
sored by  he  and  Mrs.  McCarthy.  Memoran- 
dum to  the  members  of  tbe  House  of  Repre- 
sentatives was  distributed  as  an  explanation 
as  follows: 

The  bill  will  offer  a new  concept  in  health 
delivery  and  is  not  truly  an  alternative  to 
Medicaid. 

Medicaid  is  merely  a funding  mechanism 
for  transfer  of  dollars  from  a combination  of 
funds  to  the  providers  of  care. 

This  new  program  — named  AHEAD  — 
Arizona  Health  Education  and  Delivery  — 
will  go  beyond  mere  funding  and  include  com- 
ponents of  actual  delivery  of  care. 

It  would  authorize,  among  other  things, 
counties  to  provide  certain  additional  health 
care  services  such  as  early  and  periodic  health 
screening  of  persons  under  six  years  of  age 
and  provide  state  matching  funds  to  counties 
providing  such  services. 

This  bill  would  become  effective  conditioned 
on  the  repeal  of  the  Medicaid  program  in 
Arizona. 

Hospitalization  and 
Medical  Care  for  Indigents 

Under  existing  law,  counties  have  the  sole 
responsibility  to  provide  for  tbe  hospitaliza- 
tion and  medical  care  for  the  indigent  sick  in 
the  county.  This  bill  would  define  hospitaliza- 
tion and  medical  care  as  including: 

( 1 ) Inpatient  hospital  services. 

(21  Outpatient  services  provided  by  a li- 
censed health  care  institution. 

(3)  Other  laboratory  and  X-ray  services. 

(4)  Skilled  nursing  services  for  persons 
twenty-one  years  of  age  or  older. 

(5)  The  services  of  a medical  doctor  or  doctor 
of  osteopathy  or  other  licensed  health  care 
provider  approved  by  the  county. 

(6)  Prescribed  drugs  when  ordered  by  a medi- 
cal doctor  or  doctor  of  osteopathy  or  other 
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licensed  health  care  provider  approved  by 
the  county. 

Counties  would  be  mandated  under  this 
bill  to  provide  hospitalization  and  medical 
care  which  meets  minimal  standards. 
Additional  Health  Care  Services 

In  addition  to  the  services  which  counties 
would  provide  as  hospitalization  and  medical 
care  for  the  indigent  sick,  this  hill  would 
authorize  counties  to  provide  the  following 
additional  health  care  services  to  the  indigent 
sick  on  an  optional  basis: 

(1)  Early  and  periodic  health  screening,  diag- 
nosis and  treatment  of  persons  under  six 
years  of  age,  including  the  provision  of 
hearing  aids. 

(2)  Transportation  to  and  from  medical  ser- 
vices within  and  without  the  county. 

(3)  Dental  services,  other  than  cosmetic. 

1 4)  Eye  care  services. 

(5)  Other  health  care  services  for  which  mini- 
mal state  standards  have  been  prescribed. 
Any  county  providing  such  additional 
health  care  services  would  be  required  to 
meet  minimal  standards  and  would  be  eli- 
gible for  state  matching  funds  of  a per- 
cent state/  percent  matching  basis. 

This  bill  would  also  permit  a county  board 
of  supervisors  to  provide  such  additional 
health  care  services  to  persons  other  than 
indigents.  Such  persons  would  be  required 
to  reimburse  the  board  of  supervisors  for  at 
least  a portion  of  the  costs  of  provided  ser- 
vices based  on  a system  of  cost-sharing. 

Tax  Levy 

This  bill  would  authorize  the  board  of  su- 
pervisors to  include  in  its  annual  budget  and 
tax  levy  for  county  purposes,  such  amount  as 
it  deems  necessary  and  appropriate  to  provide 
any  or  all  of  the  additional  health  care  .ser- 
vices noted  above. 

Ambulance  Services 
in  Other  Than  Emergency  Ca.ses 
This  bill  would  specify  that  air  ambulance 
services  of  the  emergency  medical  services 
division  of  the  Department  of  Public  Safety 
provided  at  the  request  of  any  licensed  physi- 
cian be  without  any  charge  to  the  patient, 
finder  existing  law  and  regulations,  such 
transportation  services  are  provided  only  in 
emergency  cases.  This  provision  would,  for 
example,  enable  counties  to  transport  pa- 
tients with  long-term,  but  not  emergency 
health  care  problems  from  one  hospital  to 
another  within  the  state  which  can  offer  more 
appropriate  treatment,  i.e.  cobalt  treatment, 
CAT  scanning,  kidney  dialysis,  etc. 

Health  Education  is  Another 
Component  of  This  Program 

It  is  necessary  to  teach  people  tho.se  things 
they  can  do  for  them.selves  — so  that  the  de- 
livery system  is  not  overutilized.  This  is  not 
a new  concept;  it  has  been  done  by  the  Uni- 
versity of  Arizona  Extension  Service  through 
the  Department  of  Agriculture. 

Intercounty  Agreements 
'Phis  com(X)nent  will  allow  the  provision  of 
care  at  the  nearest  place,  i.e.  Ash  Pork  is 
close  to  Williams  but  not  in  the  same  county. 
This  system  for  administration  is  already  in 


place  in  the  MMIS  system  developed  through 
the  Department  of  Health  Services. 
Appropriation 

The  sum  of  $11  million  would  be  appropri- 
ated to  the  Department  of  Health  Services  for 
the  purpose  of  matching  county  funds  ex- 
pended for  additional  health  care  services  to 
indigents  and  other  eligible  persons. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  ACTIVE  SUPPORT  TO  HOUSE 
BILL  2321  PROVIDING  FOR  AN  ALTER- 
NATIVE TO  MEDICAID. 

SB  1192- INFORMED  CONSENT- 
ABORTION 

Senate  Bill  1192  provides  for  a written  in- 
formed consent  prior  to  abortion  which  in- 
cludes the  facts  of  fetal  development  as  of  the 
time  the  proposed  abortion,  and  that  no  abor- 
tion may  be  performed  within  24  hours  after 
giving  the  consent,  and  includes  a penalty  of 
a misdemeanor.  It  was  noted  that  informed 
consent  is  now  part  of  a common  law. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  ACTIVE  NON-SUPPORT  TO  SEN- 
ATE BILL  1192  REQUIRING  INFORMED 
CONSENT  PRIOR  TO  ABORTION. 

HB  2183- PARENTAL  AND 
SPOUSAL  CONSULTATION -ABORTION 

House  Bill  2183  would  provide  for  parental 
consultation  of  an  unmarried  minor  woman 
with  a written  statement  signed  by  the  par- 
ents prior  to  abortion.  It  would  also  require 
the  married  woman  to  consult  with  her  spouse 
prior  to  an  abortion  and  provide  for  a penalty 
of  misdemeanor. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  ACTIVE  NON-SUPPORT  TO 
HOUSE  BILL  2183. 

HB  2.334 -PROHIBITING  USE  OF 
PUBLIC  MONIES  FOR  ABORTION 

House  Bill  2334  would  prohibit  the  ex- 
penditure of  any  state  or  political  sub-division 
monies  to  perform  abortion,  except  to  save  the 
life  of  a mother. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  ACTIVE  NON-SUPPORT  TO 
HOUSE  BILL  2334. 

SB  1240;  HB  2318-DEFINING 
PERSONS  TO  INCLUDE  UNBORN  CHILD 

Senate  Bill  1240  and  House  Bill  2318  pro- 
vide for  a definition  of  person  to  include  un- 
born child. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  ACTIVE  NON-SUPPORT  TO 
HOUSE  BILL  2318  AND  SENATE  BILL 
1240. 

SB  1239;  HB  2317-UNBORN  CHILD: 
SUBJECT  OF  WRONGFUL 
DEATH  ACTION 

Senate  Bill  1239  and  House  Bill  2317  pro- 
vide that  the  subject  of  wrongful  action  shall 
include  an  unborn  child  and  prescribe  who 
may  maintain  action  for  the  death  of  a child. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  ACTIVE  NON-SUPPORT  TO 
SENATE  BILL  1239  AND  HOUSE  BILL 
2317. 

HB  2258- FETAL  DEATH 
CERTIFICATE  DUE  TO  ABORTION 

House  Bill  2258  provides  for  registration 


of  fetal  death  certificate  due  to  an  abortiii 
and  prescribes  penalty  of  misdemeanor  f| 
those  who  violate  this  code. 

IT  WAS  MOVED  AND  CARRIED  T 
OFFER  ACTIVE  NON-SUPPORT  1 
HOUSE  BILL  2258. 

H.C.R.  2003 -RIGHT  TO  LIFE 
House  Concurrent  Resolution  2003  urgi 
congress  to  call  a constitutional  conventiij 
to  propose  an  amendment  to  the  constituti(| 
of  the  United  States  to  protect  the  right 
life  of  all  human  beings  from  the  moment  ■ 
fertilization. 

IT  WAS  MOVED  AND  CARRIED  7, 
OFFER  ACTIVE  NON-SUPPORT  7 
HOUSE  CONCURRENT  RESOLUTIO 
2003. 

SB  1228 -LOANS  TO 
MEDICAL  STUDENTS 
Senate  Bill  1228  provides  for  medical  st: 
dent  loans  through  a board  established  undt 
the  bill  prescribing  the  conditions  for  repa 
ment  or  service  in  a medically  underservt 
area  in  lieu  of  repayment.  Considerable  di 
cussion  ensued. 

IT  WAS  MOVED  AND  CARRIED  T 
TABLE  CONSIDERATION  OF  SENAT* 
BILL  1228  PROVIDING  FOR  MEDICA 
STUDENT  LOANS. 

SB  1205;  HB  2357 -GENERIC  DRUGS- 
SUBSTITUTION 

Senate  Bill  1205  and  House  Bill  2357  woul 
provide  for  substitution  of  generic  drug  fc 
prescribed  brand  named  drug  when  it  is  bu 
logically,  chemically,  and  clinically  equiv 
lent  to  the  brand  name  drug  and  has  the  bi 
availability,  and  when  the  generic  drug  cos 
less  than  the  brand  name  drug. 

IT  WAS  MOVED  AND  CARRIED  Tg 
OFFER  ACTIVE  NON-SUPPORT  TO  SE» 
ATE  BILL  1205  AND  HOUSE  BILL  235C 
SB  1156- BOARD  OF  NURSING  ■ 

Senate  Bill  1156  provides  for  the  remov.H 
of  current  requirement  that  the  governcB 
make  an  appointment  to  fill  a vacancy  on  til 
Board  of  Nursing  from  a list  submitted  by  til 
Arizona  State  Nurses’  Association.  It  w£| 
stated  that  the  Arizona  State  Nurses’  Ass(|  ^ 
ciation  and  the  Board  of  Nursing  may  pnj 
vide  an  amendment  to  Senate  Bill  1 156  whic 
would  remove  language  inserted  in  1974  the 
the  rules  and  regulations  developed  by  th 
Board  of  Nursing  as  pertains  to  the  Nurs 
Practitioners  would  be  authorized  in  collahx 
ration  with  the  joint  Board  of  Medical  E> 
aminers  and  Osteopathy  Examiners  as  dis 
cussed  during  meeting  held  January  8,  1971] 
IT  WAS  MOVED  AND  CARRIED  T(^ 
OFFER  ACTIVE  NON-SUPPORT  TO  SEN' 
ATE  BILL  1156  AND  PROPOSED  AMEND 
MENT  PROVIDING  FOR  A CHANGE  II 
THE  DEFINITION  OF  PROFESSIONAI 
NURSING -NURSE  PRACTITIONERS. 

SB  1371 -STATE  BOARD 
OF  NURSING -FEES 
Senate  Rill  1371  would  amend  the  nursei 
practice  act  increasing  the  fee  charges  foi 
licensure. 

IT  WAS  MOVED  AND  CARRIED  TC 
OFFER  NO  ACTION  TO  SENATE  BILI 
1371. 
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Big  Balanced  Rock,  Chiricahua  Mountains.  Arizona  (approx  1,000  tons) 


■ Most  Widely  Prescribed— Anti  vert  is  the  most  widely  pre- 
scribed agent  for  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system  such  as  Meniere's  disease, 
labyrinthitis,  and  vestibular  neuronitis. 

■ Relief  of  Nausea  and  Vomiting— Anti  vert/2  5 can  relieve  the 
nausea  and  \’omiting  often  associated  with  \’ertigo* 

■ Dosage  for  Vertigo*  —The  usual  adult  dosage  for  Antivert/25 
is  one  tablet  t.i.d. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


*lNDlCATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  — National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation 


CX)NTRA1ND1CAT10NS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  prtxfuced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may.  on  occasion,  cKcur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  m Pregnancy:  See  "Clontraindications" 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 
request. 


Antivert725 

(meclizine  HCl)  25  mg^Tablets 

for  vertigo* 


RO0RIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


,®  Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


Trademark 


MAKES  SENSE 
FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy 
of  edema  or  hypertension.  Edema  or  hyper- 
tension requires  therapy  titrated  to  the  indi- 
vidual. If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more 
convenient  in  patient  management.  Treatment 
of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


♦ Indications:  When  the  combination  represents 
the  dosage  determined  by  titration:  Adjunctive 
therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium  sparing  action  of  triamterene  is 
warranted.  Routine  use  of  diuretics  in  healthy 
pregnant  women  is  inappropriate;  they  are  indi- 
cated in  pregnancy  only  when  edema  is  due  to 
pathological  causes  (see  Warnings). 
Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyper- 
kalemia. Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component  or  other 
sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 


kalemia can  occur,  and  has  been  associated  with 
cardiac  irregularities.  It  is  more  likely  in  the 
severely  ill,  with  urine  volume  less  than  one  liter/ 
day.  the  elderly  and  diabetics  with  suspected  or 
confirmed  renal  insufficiency.  Periodically,  serum 
K+  levels  should  be  determined.  If  hyperkalemia 
develops,  substitute  a thiazide  atone,  restrict  K+ 
intake.  Associated  widened  QRS  complex  or 
arrhythmia  requires  prompt  additional  therapy. 
Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood.  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombo- 
cytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk.  If  their  use  is  essential,  the  patient 
should  stop  nursing.  Adequate  information  on 
use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte  de- 
terminations (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs 
of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K+  frequently;  both  can  cause  K+  reten- 
tion and  elevated  serum  K+ . Two  deaths  have 
been  reported  with  such  concomitant  therapy  (in 
one,  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored). Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  triamterene,  and  leukopenia. 


thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides. 
Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  spleno- 
megaly. Anti  hypertensive  effect  may  be  enhanced 
in  post-sympatnectomy  patients.  Use  cautiously  | 
in  surgical  patients.  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  hyperuricemia  and  j 
gout,  digitalis  intoxication  (in  hypokalemia),  de- 
creasing alkali  reserve  with  possible  metabolic 
acidosis.  'Dyazide'  interferes  with  fluorescent 
measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity  purpura,  other  ■ 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides 
alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  insti- 
tutional use  only). 


SI^&F  CO.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation 
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TRIAMTERENE  CONSERVES  POTASSIUM  WHILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


I 1199;  SB  1302 -SUNSET  LAWS 
Senate  Bill  1199  and  Senate  Bill  1302  pro- 
le for  a legislative  review  of  certain  regu- 
,X)ry  agencies,  commissions,  and  Boards 
ch  as  the  Arizona  State  Board  of  Medical 
l;aminers.  The  legislation  further  provides 
at  a board  would  be  terminated  after  re- 
|»w  and  determined  that  the  merits  of  the 
tivities  of  such  board  did  not  support  its 
latinued  existance.  Mr.  Boykin  of  the  State 
iiard  of  Medical  Examiners  informed  the 
Jmmittee  that  the  bills  would  create  an  ad- 
■donal  work  load  upon  the  agencies.  In  that 
i)st  or  all  agencies  are  required  to  submit 
nual  reports  to  the  governor,  it  appears 
;at  these  instruments  would  provide  suffi- 
;nt  data  to  determine  the  activities  of  each. 
IT  WAS  MOVED  AND  CARRIED  TO 
[•TER  ACTIVE  NON-SUPPORT  TO  SEN- 
'E  BILL  1199  AND  SENATE  BILL  1302. 
|1  2281;  SB  1351 -CYSTIC  FIBROSIS 
iHouse  Bill  2281  and  Senate  Bill  1351 

I 

i>uld  provide  that  the  Department  of  Health 
rvices  shall  develop  and  conduct  a program 
care  and  treatment  for  adults  with  cystic 
■rosis  and  provide  for  an  appropriation  of 
5,000.  It  was  pointed  out  that  House  Bill 
81  has  been  considered  by  the  House  Health 
immittee  and  held  as  special  interest  legis- 
;ion  for  one  disease  entity. 

IT  WAS  MOVED  AND  CARRIED  TO 
lKE  no  action  on  house  bill  2281 
i SENATE  BILL  1351. 

1 1278 -MICROWAVE  OVEN- 
)STING  OF  NOTICE 
Senate  Bill  1278  provides  that  the  owner 
manager  of  a restaurant  using  microwave 
ens  post  a notice  that  such  facility  uses  a 
crowave  oven  in  the  preparation  of  food 
;d  that  such  use  may  be  hazardous  to  health 
any  person  who  has  a pacemaker  or  similar 
iplanted  device. 

IT  WAS  MOVED  AND  CARRIED  TO 
TER  GENERAL  SUPPORT  TO  SENATE 
LL  1278. 

1 1168 -BLOOD  DONATION 
{ MINORS 

Senate  Bill  1 168  would  provide  that  a minor 
10  has  reached  the  age  of  17  years,  may  do- 
ite  blood  without  monetary  compensation. 
IT  WAS  MOVED  AND  CARRIED  TO 
TER  GENERAL  SUPPORT  TO  SEN- 
fE  BILL  1168. 

B 2241 -WORKMEN’S  COMPENSATION 
CHOICE  OF  PHYSICIAN 
House  Bill  2241  provides  that  an  employee 
ay  receive  treatment  from  a physician  of 
ich  employee’s  choice  and  further  prescrib- 
g procedures  for  the  employer  to  object  to 
e employee’s  physician.  It  was  pointed  out 
at  the  occupational  health  committee  of  the 
ssociation  has  considered  such  legislation 
previous  years  and  opposed  it  on  the  basis 
costs  to  workmen’s  compensation. 

IT  WAS  MOVED  AND  CARRIED  TO 
FFER  NON-SUPPORT  TO  HOUSE  BILL 
!41. 

B 2186- REPEAL  OF 

EHICULAR  EMISSIONS  INSPECTION 

House  Bill  2186  would  provide  for  the  re- 


peal of  motor  vehicular  emission  inspection 
program  in  Maricopa  and  Pima  County. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  NON-SUPPORT  TO  HOUSE  BILL 
2186. 

HB  2215- NOISE 
POLLUTION  REGULATIONS 
House  Bill  2215  would  provide  authority 
for  the  adoption  of  rules  and  regulations  by 
the  Department  of  Health  Services  concern- 
ing noise  pollution  and  control  of  excessive 
noise  emissions  which  are  deemed  to  be  in- 
jurious to  the  health  of  humans,  etc. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  GENERAL  SUPPORT  TO  HOUSE 
BILL  2215. 

HB  2218- NO  SMOKING 
IN  PUBLIC  BUILDINGS 
House  Bill  2218  provides  for  no  smoking 
in  public  area  of  any  building  owned,  leased 
or  rented  by  the  State  or  any  department  or 
agency  of  the  State  or  which  is  maintained  by 
State  monies. 

IT  WAS  MOVED  AND  CARRIED  TO  AC- 
TIVELY SUPPORT  HOUSE  BILL  2218. 

SB  1374- REGULATION  AND 
CERTIFICATION  OF  PSYCHOLOGISTS 
Senate  Bill  1374  provides  for  a strengthen- 
ing of  the  ability  of  the  Arizona  State  Board 
of  Psychologist  Examiners  to  serve  the  pub- 
lic and  to  assure  high-quality  psychological 
services  in  this  state  and  other  pertinent 
changes  to  the  certification  of  psychologists 
through  its  board.  It  also  provides  that  psy- 
chologists or  other  licensed  practitioners  of 
the  healing  arts  can  provide  a statement  to 
the  workmen’s  compensation  commission  as 
to  the  condition  of  the  claimant. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  ACTIVE  NON-SUPPORT  TO  SEN- 
ATE BILL  1374. 

SB  1370 -CHIROPRACTIC 
Senate  Bill  1370  provides  for  amendments 
to  the  chiropractic  examining  board. 

IT  WAS  MOVED  AND  CARRIED  TO 
TAKE  NO  ACTION  ON  SENATE  BILL  1370. 
SB  1326 -VETERINARIANS 
Senate  Bill  1326  provides  for  amendments 
to  the  veterinarians  medical  practice  act  and 
provides  for  veterinary  technicians. 

IT  WAS  MOVED  AND  CARRIED  TO 
TAKE  NO  ACTION  ON  SENATE  BILL  1326. 
SB  1372 -PHYSICIAN’S  ASSISTANTS 
Senate  Bill  1372  provides  that  the  rules 
and  regulations  of  the  joint  Board  of  Medical 
and  Osteopathy  Examiners  concerning  physi- 
cian’s assistants  shall  provide  for  employ- 
ment and  supervision  of  physician’s  assistants 
by  licensed  physicians  or  licensed  hospitals. 

IT  WAS  MOVED  AND  CARRIED  TO 
ACTIVELY  NON-SUPPORT  SENATE  BILL 
1372. 

HB  2201 -QUALIFIED 
HEALTH  CARE  PLANS 
House  Bill  2201  provides  for  qualified 
health  care  plans  consisting  of  comprehen- 
sive health  insurance  coverages  that  all  in- 
surers must  offer  to  every  citizen  of  the  state; 
providing  income  tax  incentives;  establishing 
a health  care  insurance  association;  requiring 


the  participation  of  all  insurers  transacting 
insurance  in  the  state;  providing  that  in- 
surers share  in  the  pooling  of  risks  and  the 
costs  of  the  association;  prescribing  minimum 
benefit  standards  and  disclosure  requirements 
for  all  health  insurance  policies  other  than 
qualified  health  care  plans;  providing  for  a 
health  care  commission  to  require  financial 
reporting,  uniform  systems  of  accounting, 
prospective  rate  review  and  prohibit  discrimi- 
natory charges;  etc. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  GENERAL  NON-SUPPORT  TO 
HOUSE  BILL  2201. 

HB  2279 -HEALTH  CARE 
SCREENING  SERVICES 

House  Bill  2279  would  prescribe  definition 
of  health  screening  services,  providing  that 
the  director  shall  adapt  rules  and  regulations 
relating  to  such  health  screening  services 
providing  that  the  health  screening  services 
be  conducted  in  the  supervision  of  a physi- 
cian, etc.  Mr.  Jacobson  informed  the  com- 
mittee that  he  had  drafted  this  legislation 
in  behalf  of  his  client  Howard  M.  Kravetz, 
M.D.  (multi-health).  Wilfred  M.  Potter,  com- 
mittee member,  opposed  such  legislation  on 
the  basis  of  its  ability  to  advertise. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  GENERAL  SUPPORT  TO  HOUSE 
BILL  2279. 

HB  2323;  SB  1329- 

DENTAL  INSURANCE  BENEFITS 

House  Bill  2323  and  Senate  Bill  1329  pro- 
vide for  mandatory  insurance  coverage  in 
behalf  of  dentists  if  benefits  would  be  pro- 
vided to  a physician. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  GENERAL  SUPPORT  TO  HOUSE 
BILL  2323  AND  SENATE  BILL  1329. 

SB  1098- PREPAID 

DENTAL  PLAN  ORGANIZATION 

Senate  Bill  1098  would  provide  for  the  es- 
tablishment of  prepaid  dental  plan  organiza- 
tions and  prescribing  conditions  under  which 
they  may  be  certified  through  the  department 
of  insurance,  much  the  same  as  certification 
of  health  care  services  organizations. 

IT  WAS  MOVED  AND  CARRIED  TO 
TAKE  NO  ACTION  ON  SENATE  BILL  1098. 
SB  1204 -ALCOHOLISM 

Senate  Bill  1204  provides  certain  benefits 
for  care  and  treatment  of  alcoholism  under 
insurance  contracts. 

IT  WAS  MOVED  AND  CARRIED  TO 
OFFER  GENERAL  SUPPORT  TO  SEN- 
ATE BILL  1204. 

HB  2311 -ANATOMICAL  GIFTS - 
EXPENSES 

House  Bill  2311  would  provide  for  the  per- 
son or  institution  receiving  the  gifts  of  bodies 
or  parts  of  bodies  through  the  Department  of 
Health  Services  as  an  intermediary  to  pay  all 
expenses  of  delivery. 

IT  WAS  MOVED  ANP  CARRIED  TQ 
TAKE  NO  ACTION  ON  HOUSE  BILL  2311. 
SB  1355 -MARIJUANA 

Senate  Bill  1355  provides  for  the  decrimi- 
nalization of  possessions  of  insignificant 
amounts  of  marijuana  (50  grams). 

IT  WAS  MOVED  AND  CARRIED  TO 
ACTIVELY  SUPPORT  SENATE  BILL  1355. 
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Future 

Medical  Meetings 

J 

CONTINUING  MEDICAL  EDUCATION 

THE  FOLLOWING  INSTITUTIONS  AND  ORGANIZATIONS 
HAVE  RECEIVED  ACCREDITATION  FOR  CONTINUING 
MEDICAL  EDUCATION 

ARIZONA  STATE  HOSPITAL,  PHOENIX 

DESERT  SAMARITAN  HOSPITAL,  MESA 

GOOD  SAMARITAN  HOSPITAL,  PHOENIX 

HEALTH  MAINTENANCE  ASSOCIATES 

PHOENIX  INDIAN  MEDICAL  CENTER 

MARICOPA  COUNTY  GENERAL  HOSPITAL,  PHOENIX 

MEMORIAL  HOSPITAL,  PHOENIX 

ST  LUKE  S HOSPITAL  AND  MEDICAL  CENTER,  PHOENIX 
ST  JOSEPH'S  HOSPITAL  AND  MEDICAL  CENTER, 

PHOENIX 

TUCSON  HOSPITALS  MEDICAL  EDUCATION  PROGRAM 
TUCSON 

U OFA  HEALTH  SCIENCES  CENTER 
VETERANS  ADMINISTRATION  CENTER  PRESCOTT 
VETERANS  ADMINISTRATION  HOSPITAL,  PHOENIX 

CME  activities  designated  category  I by  the 
person  responsible  for  CME  in  the  above  insti- 
tutions and  organizations  will  receive  Category 
I credit  toward  the  ArMA  Certificate  in  CME  and 
the  AMA  Physician’s  Recognition  Award. 

JULY 

PATHOPHYSIOLOGY  OF  HYPERTENSION 

July  11,  1977,  Phoenix  General  Hospital 
Phoenix,  AZ.  Sponsor:  Phoenix  General  Hospi- 
tal Staff  Meeting.  Contact:  Dr.  Ramon  Alba, 
6528  W,  Indian  School  Rd„  Phoenix,  AZ.  Ap- 
proved for  two  required  hours  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 
SUMMER  MEDICAL  SEMINAR 
July  30  & 31,  1977,  Little  American,  Flagstaff, 
AZ.  Sponsor:  Coconino  County  Medical  Soci- 
ety. Contact:  M.  Geldstein,  M.D.,  900  N.  San 
Francisco,  Flagstaff,  AZ  86001.  Approved  for  8 
required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 

OCTOBER 

25th  ANNUAL  MEETING  OF  THE  MEDICAL 
SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO 

October  12-15,  1977,  Del  Webb's  Towne 
House,  Phoenix,  AZ.  Sponsor:  Medical  Society 
of  the  United  States  and  Mexico.  Contact:  Lucy 
A.  Vernetti,  M.D.,  333  W.  Thomas  Rd.  Ste  207, 
Phoenix,  AZ  85013.  Approved  for  required 
hours  toward  the  ArMA  Certificate  in  Continu- 
ing Medical  Education 
DERMATOLOGY 

October  1-3,  1977,  College  of  Nursing,  U.  of  A., 
Tucson,  AZ.  Sponsor:  University  of  Arizona. 
Contact:  John  T.  Condon  Ed.D.,  1828  E.  Orange 
Drive,  Phoenix,  AZ.  Approved  for  18  required 
hours  toward  the  ArMA  Certificate  in  Continu- 
ing Medical  Education. 

JANUARY  1978 

PEDIATRIC  UPDATE  1978 

January  16-19,  Doubletree  Inn,  Scottsdale,  AZ. 
Sponsor:  Dept,  of  Pediatrics  of  St.  Joseph’s 
Hospital  and  Medical  Center,  Phoenix,  AZ. 
Contact:  Melvin  L.  Cohen,  M.D.,  Dept,  of  Pe- 
diatric Education,  St.  Joseph’s  Hospital  and 
Medical  Center,  350  W.  Thomas  Road,  Phoenix, 
AZ  85013.  Approved  for  16  required  hours 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education  an  A.A.F.P,  credits. 


MONTHLY  OR  WEEKLY 

OFFICE  PSYCHIATRY  FOR  THE 
PRIMARY  PROVIDER 

2nd  Monday  of  month,  4811  N.  7th  Street, 
Phoenix,  AZ.  Sponsor:  Arizona  Health  Plan. 
Contact:  T.  R.  Bittker,  M.D.,  Box  5000,  Phoenix, 
AZ  85010.  Approved  for  required  hours  toward 
the  ArMA  Certificate  in  Continuing  Medical 
Education. 

FILM  READING  SESSIONS  & 

SCIENTIFIC  MEETINGS 
Monthly.  Sponsor:  Phoenix  Radiology  Society. 
Contact:  Mrs.  Mary  Wood,  810  W.  Bethany 
Home  Rd.,  Phoenix,  AZ  85013.  Approved  for  2 
required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 
DERMATOLOGY  CLINICAL 
CONFERENCE 

Feb.  28,  1977,  Marshall  Auditorium,  Tucson 
Medical  Center,  Tucson,  AZ.  Sponsor:  U.  of  A. 
College  of  Medicine  & Dept,  of  IM,  Dermatol- 
ogy Sect,  Contact:  Peter  Lynch,  M.D.,  U.  of  A, 
College  of  Medicine,  Tucson,  AZ  85724, 
CLINICAL  IMMUNOLOGY,  ALLERGY 
AND  RHEUMATOLOGY  ROUNDS 
Every  Friday  Noon-1  p.m.  Sponsor:  U.  of  A. 
College  of  Medicine,  Dept,  of  Internal  Medi- 
cine, Clinical  Immunology  Section.  Contact: 
John  Boyer,  M.D.,  U.  of  A.  College  of  Medicine, 
Tucson,  AZ  85721.  Approved  for  1 required 
hour  per  session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 
ENDOCRINOLOGY  SEMINAR 
Every  Thursday,  Noon-1  p.m.,  1st,  3rd  & 5th 
Thursday  — Rm.  N318,  VA  Hospital,  2nd  & 4th 
Thursday,  Rm.  6505,  Tucson  Medical  Center, 
Sponsor:  U.  of  A.  College  of  Medicine,  Depart- 
ment of  Internal  Medicine,  Department  of  Inter- 
nal Medicine,  Tucson,  AZ  85721.  Approved  for 
1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 
HEMATOLOGY-ONOCOLOGY 
CLINICAL  CONFERENCE 
Every  Tuesday,  Noon-1  p.m.  1st,  3rd  & 5th 
Tuesdays  — Rm.  6505,  AZ  Medical  Center,  2nd 
& 4th  Tuesdays-Rm.  N318,  Veterans  Adm. 
Hospital.  Sponsor:  U.  of  A.  College  of  Medi- 
cine, Dept  of  Internal  Medicine.  Contact:  Sid- 
ney Salmon,  M.D.,  U.  of  A.  College  of  Medicine, 
Tucson,  AZ  85721.  Approved  for  1 required 
hour  per  session  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 

GRAND  WARD  ROUNDS-TRAUMA 
Every  Tuesday,  8 a m.  Arizona  Medical  Center, 
Tucson,  AZ.  Sponsor:  U.  of  A.  College  of  Medi- 
cine, Surgery  Dept.,  Trauma  Section.  Contact: 
Martin  Silverstein,  M.D.,  U.  of  A.  College  of 
Medicine,  Tucson,  AZ  85721.  Approved  for  1 
required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 
PROBLEM  CASE  WORKSHOPS 
3rd  Monday  of  each  month  7:30  a.m.  Room 
4410,  Arizona  Medical  Center,  Tucson,  AZ. 
Sponsor:  Division  of  Ophthalmology,  U.  of  A. 
College  of  Medicine.  Contact:  H.  E.  Cross,  M.D., 
Ph  D.,  Arizona  Medical  Center,  Dept,  of  Sur- 
gery, Tucson,  AZ.  Approved  for  2 required 
hours  toward  the  ArMA  Certificate  in  Continu- 
ing Medical  Education. 


MEDICAL  GRAND  ROUNDS 
Every  Wednesday,  Noon-1  p.m.  1st,  3rd  & ! 
Wednesday  — Staff  Conf.  Rm.,  VA  Hospital.  2 
& 4th  Wednesday  — Rm.  5403,  Arizona  Medi( 
Center.  Sponsor:  U.  of  A.  College  of  Medicii 
Dept,  of  Internal  Medicine.  Contact:  Jay  Sm 
M.D.,  U.  of  A.  College  of  Medicine,  Tucson, 
85721.  Approved  for  1 required  hour  per  s< 
Sion  toward  the  ArMA  Certificate  in  Continui 
Medical  Education. 

PSYCHIATRIC  GRAND  ROUNDS 

Every  Wed.,  Sept,  to  May,  4-5:30  p.m.  Rm.  84i 
Arizona  Medical  Center,  Tucson,  AZ.  Spons 
U.  of  A.  College  of  Medicine  Dept,  of  Psych 
try.  Contact:  Alan  Levenson,  M.D.,  U.  of 
College  of  Medicine,  Tucson,  AZ  85721.  / 
proved  for  1-1/2  required  hour  per  sessi 
toward  the  ArMA  Certificate  in  Continui 
Medical  Education. 

TRAUMA  CONFERENCE 

Every  Monday,  4 p.m,  Rm.  4410,  Arizona  Me 
cal  Center,  Tucson,  AZ.  Sponsor:  U.  of  A.  C 
lege  of  Medicine,  Dept,  of  Surgery,  Traur 
Section.  Contact:  Martin  Silverstein,  M.D.,  U. 
A.  College  of  Medicine,  Tucson,  AZ  857: 
Approved  for  1 required  hour  per  sessi 
toward  the  ArMA  Certificate  in  Continui 
Medical  Education. 

STAFF  EDUCATION  CONFERENCE 

Wednesdays,  Weekly,  1 p.m.  Arizona  Sta 
Hospital,  Phoenix,  AZ.  Sponsor:  Arizona  SU 
Hospital.  Contact:  Howard  E.  Wulsin,  M.D.,  A 
zona  State  Hospital,  2500  E.  Van  Bure 
Phoenix,  AZ  85008.  Approved  for  1 requin 
hour  per  session  toward  the  ArMA  Certificate 
Continuing  Medical  Education. 

SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium,  Baptist  Hospital,  Phoen 
Sponsor:  Baptist  Hospital  Phoenix.  Conta' 
James  B.  Shields,  M.D.,  6036  N.  19th  Av 
Phoenix,  AZ  85015.  Approved  for  1-1/2  r 
quired  hours  per  month  toward  the  ArMA  C< 
tificate  in  Continuing  Medical  Education. 

PATIENT  STAFFING  CONFERENCE 
Three  times  weekly.  Camelback  Hospit 
Phoenix,  AZ.  Sponsor:  Camelback  Hospiti 
Contact:  Medical  Director,  Camelback  Hosf 
tal,  5055  N.  34th  St.,  Phoenix,  AZ  85018.  A 
proved  for  1 elective  hour  per  conferenc 
toward  the  ArMA  Certificate  in  Continuir 
Medical  Education. 

CAMELBACK  HOSPITAL  CLINICAL 
CONFERENCE 

Third  Tuesday  monthly.  Camelback  Hospit 
Phoenix,  AZ.  Sponsor:  Camelback  Hospit 
Contact:  Medical  Director,  Camelback  Hosf 
tal,  5055  N.  34th  St.,  Phoenix,  AZ  85018.  A 
proved  for  1 elective  hour  per  session  towa 
the  ArMA  Certificate  in  Continuing  Medic 
Education. 

COUNTER  TRANSFERENCE  GROUP 
Weekly,  Thurs.  8-10  p.m.  Sponsor:  Phoer 
Psychiatric  Council.  Contact:  James  E.  Carr 
bell,  M.D.,  5051  N.  34th  St.,  Phoenix,  AZ  850’ 
Approved  for  2 required  hours  toward  the  ArN 
Certificate  in  Continuing  Medical  Education! 
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0>ERT  SAMARITAN  HOSPITAL 
j^fiinesday  Evenings  7 p.m.  Sponsor;  Desert 
i^aritan  Hospital.  Contact:  L.  A.  Rosati,  M.D., 
((oratory,  Desert  Samaritan  Hospital,  Mesa, 
A35202.  Approved  for  required  hours  toward 
ItjArMA  Certificate  in  Continuing  Medical 
Ecation 

P.MONARY  DISEASE  GRAND  ROUNDS 

li/'idays  — 12  Noon.  D-5  North  Conference 
R , Good  Samaritan  Hospital,  Phoenix,  AZ. 
Smsor:  Pulmonary  Disease  Teaching  Ser- 
Good  Samaritan  Hospital.  Contact:  Ber- 

ij  E.  Levine,  M.D.,  Pulmonary  Function  Lab- 
ory.  Good  Samaritan  Hospital,  1033  E, 
Dowell  Hospital,  Phoenix,  AZ  85006.  Ap- 

tved  for  1 required  hour  per  session  toward 
ArMA  Certificate  in  Continuing  Medical 
Eication. 


C NICAL  CANCER  CONFERENCE 

2 Wednesday  every  month,  Butler  Bldg, 
inference  Room,  Good  Samaritan  Hospital, 
Fpenix,  AZ.  Sponsor:  Good  Samaritan  Hospi- 
t Contact:  John  A.  Bruner,  M.D.,  926  E. 
f Dowell  Road,  Phoenix,  AZ  85006.  Approved 
i 1 required  hour  per  session  toward  the 
//lA  Certificate  in  Continuing  Medical  Edu- 
( ion. 

^MOR  BOARD  CONFERENCE 
[3ry  Friday  at  Noon,  Kiva  Conference  Room, 
foenix  Memorial  Hospital.  Sponsor:  Phoenix 
I'lmorial  Hospital.  Contact:  Howard  Kimball, 
ID.,  333  West  Thomas  Road,  Phoenix,  AZ 
ID13.  Approved  for  credit  toward  the  ArMA 
[rtificate  in  Continuing  Medical  Education. 


IDNTHLY  MEDICAL  EDUCATION 
! MINAR 

•'ird  Monday  of  the  Month,  6:30  p.m.,  Kiva 
kinference  Room,  Phoenix  Memorial  Hospital. 

ionsor:  Medical  Staff  of  Memorial  Hospital, 
ntact:  George  Scharf,  M.D.,  1201  South  7th 
enue,  Phoenix,  AZ  85007.  Approved  for  1 
puired  hour  per  session  toward  the  ArMA 
irtificate  in  Continuing  Medical  Education. 

ONTLHY  MEETING  OF  TUCSON 
\DIOLOGISTS 

list  Tues.  of  Month,  Plaza  International,  Tuc- 
m,  AZ.  Sponsor:  U.  of  A.  Medical  Center, 
3pt.  of  Radiology.  Contact:  In^/in  M.  Freund- 
:h,  M.D.,  Arizona  Medical  Center,  Dept,  of 
adiology,  Tucson,  AZ  85724.  Approved  for  2 
quired  hours  toward  the  ArMA  Certificate  in 
ontinuing  Medical  Education. 

^MILY  PRACTICE  CONFERENCE 

3t  Monday,  Monthly,  12:45  p.m.,  Scottsdale 
emorial  Hospital,  Scottsdale,  AZ.  Sponsor: 
iedical  Staff.  Contact:  R.  C.  Good.  M.D.,  Dir.  of 
ledical  Education,  7300  E.  4th  St.,  Scottsdale, 
Z.  Approved  for  1 elective  hour  per  confer- 
ice  toward  the  ArMA  Certificate  in  Continuing 
iedical  Education. 


ORBIDITY  & MORALITY  CONFERENCE 
id  Monday,  Monthly,  12:45  p.m.,  Scottsdale 
emorial  Hospital,  Scottsdale,  AZ.  Sponsor: 
edical  Staff.  Contact:  R.  C.  Good,  M.D.,  Dir. 
edical  Education,  7300  E.  4th  St.,  Scottsdale, 
Z.  Approved  for  1 elective  hour  per  confer- 
ice  toward  the  ArMA  Certificate  in  Continuing 
edical  Education. 


CLINICAL  PATHOLOGICAL 
CONFERENCE 

4th  Monday,  Monthly,  12:45  p.m.,  Scottsdale 
Memorial  Hospital,  Scottsdale,  AZ.  Sponsor: 
Medical  Staff.  Contact:  R.  C.  Good,  M.D., 
Director  of  Medical  Education,  7300  E 4th  St.. 
Scottsdale,  AZ.  Approved  for  1 elective  hour 
per  conference  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 

MEDICAL  GRAND  ROUNDS 
3rd  Monday,  Monthly,  12:45  p.m,,  Scottsdale 
Memorial  Hospital,  Scottsdale,  AZ.  Sponsor: 
Medical  Staff.  Contact:  R.  C.  Good,  M.D.,  Dir.  of 
Medical  Education,  7300  E.  4th  St.,  Scottsdale, 
AZ.  Approved  for  1 elective  hour  per  confer- 
ence toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 

CARDIOLOGY  CONFERENCE 
Weekly  — Friday  8-9  a m.,  St.  Mary’s  Hospital 
Auditorium,  Tucson,  AZ.  Sponsor:  St.  Mary’s 
Hospital.  Contact:  A.  L.  Forte,  M.D.,  St.  Mary’s 
Hospital,  Tucson,  AZ  85724.  Approved  for  one 
required  hour  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 

GRAND  ROUNDS 

Each  Thursday  7 a.m.-8  a.m.,  St.  Mary’s  Hospi- 
tal and  Health  Center,  Sponsor:  Depts.  of  Med- 
icine, Surgery,  Radiology,  Pathology  and  Fam- 
ily Practice.  Contact:  Richard  Silver,  M.D., 
Chairman,  Medical  Education  and  Library 
Committee,  Century  Medical  Plaza,  Suite  160, 
1701  West  St.  Mary’s  Road.  Tucson,  AZ  85703. 
Approved  for  1 required  hour  per  round  toward 
the  ArMA  Certificate  in  Continuing  Medical 
Education. 

Gl  CONFERENCE 

(Special  Program  with  U.  of  A.  Consultants)  4th 
Friday,  1 p.m.,  T-5.  Sponsor:  VA  Hospital 
Phoenix.  Contact:  Jasper  L.  McPhail,  M.D.,  VA 
Hospital,  7th  & Indian  School  Rd.,  Phoenix,  AZ. 
Approved  for  required  hours  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 

G.I.-RADIOLOGY  CLINICAL 
CORRELATION  CONFERENCE 
1 St  and  3rd  Monday,  1 p.m.,  C435.  Sponsor:  VA 
Hospital,  Phoenix,  AZ  Contact:  Jasper  L. 
McPhail,  M.D.,  Veterans  Administration  Hospi- 
tal, 7th  & Indian  School  Rd.,  Phoenix,  AZ. 
Approved  for  required  hours  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 

GASTROENTEROLOGY  CONFERENCE 

1st  and  3rd  Tuesday,  1 p.m.,  T-5.  Sponsor:  VA 
Hospital  Phoenix,  Contact:  Jasper  L McPhail, 
M.D.  VA  Hospital,  7th  & Indian  School  Rd., 
Phoenix,  AZ.  Approved  for  required  hours 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 

CARDIOLOGY  CONFERENCE 
2nd  Thursday.  1 p.m.,  T-5.  Sponsor:  VA  Hospi- 
tal Phoenix.  Contact:  Jasper  L McPhail,  M.D., 
VA  Hospital,  7th  & Indian  School  Rd.,  Phoenix, 
AZ.  Approved  for  required  hours  toward  the 
ArMA  Certificate  in  Continuing  Medical  Edu- 
cation. 


CLINICOPATHOLOGY  CONFERENCE 
4th  Thursday  of  3rd  Mo.  (Mar.,  June.,  Sept.  & 
Dec.),  1 p.m.,  T-5.  Sponsor:  VA  Hospital 
Phoenix.  Contact:  Jasper  L.  McPhail,  M.D.,  VA 
Hospital,  7th  & Indian  School  Rd.,  Phoenix,  AZ. 
Approved  for  required  hours  toward  the  ArMA 
Certificate  in  Continuing  Education. 


MEDICAL-SURGICAL  CHEST 
CONFERENCE 

1st  and  3rd  Thursday,  1 p.m.,  T-5.  Sponsor:  VA 
Hospital  Phoenix.  Contact:  Jasper  L.  McPhail, 
M.D.,  VA  Hospital,  7th  & Indian  School  Rd., 
Phoenix,  AZ.  Approved  for  required  hours 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


CANCER  SYMPOSIUM  (fomerly 
Tumor  Board) 

Each  Wednesday,  1 p.m.,  T-5  Sponsor:  VA 
Hospital  Phoenix.  Contact:  Jasper  L.  McPhail, 
M.D.,  VA  Hospital,  7th  & Indian  School  Rd., 
Phoenix,  AZ.  Approved  for  required  hours 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


SURGERY-PATHOLOGY  CONFERENCE 
Each  Thursday,  7 a.m.,  2128.  Sponsor:  VA 
Hospital  Phoenix.  Contact:  Jasper  L.  McPhail, 
M.D.,  VA  Hospital,  7th  & Indian  School  Rd., 
Phoenix,  AZ.  Approved  for  required  hours 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


DERMATOLOGY  CONFERENCE 
1st,  2nd  & 3rd  Wednesday.  Sponsor:  VA  Hos- 
pital Phoenix.  Contact;  Jasper  L.  McPhail,  M.D., 
VA  Hospital,  7th  & Indian  School  Rd.,  Phoenix, 
AZ.  Approved  for  required  hours  toward  the 
ArMA  Certificate  in  Continuing  Medical  Edu- 
cation. 


MEDICAL  SERVICE  GRAND  ROUNDS 
Each  Friday,  1 1 a m.,  T-5.  Sponsor:  VA  Hospital 
Phoenix.  Contact:  Jasper  L.  McPhail,  M.D.,  VA 
Hospital,  7th  & Indian  School  Rd.,  Phoenix,  AZ 
Approved  for  required  hours  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


HEPATOLOGY  CONFERENCE 
2nd  and  4th  Tuesday,  1 p.m.,  2128.  Sponsor: 
VA  Hospital  Phoenix.  Contact:  Jasper  L. 
McPhail,  M.D.,  VA  Hospital,  7th  & Indian  School 
Rd.,  Phoenix,  AZ.  Approved  for  required  hours 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 


UROLOGY-PATHOLOGY  CONFERENCE 
Each  Wednesday,  7 a m.,  2128.  Sponsor:  VA 
Hospital  Phoenix.  Contact:  Jasper  L.  McPhail, 
M.D.,  VA  Hospital,  7th  and  Indian  School  Rd., 
Phoenix,  AZ.  Approved  for  required  hours 
toward  the  ArMA  Certificate  in  Continuing 
Medical  Education. 
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We’re  open 

to  how  we  con  moke  it  all 
work  better  for  you. 


It  always  makes  for  better  under- 
standing when  you  see  an  operation 
from  both  ends. 

That’s  why  we  schedule  tours  and 
open  house  for  your  staff.  We  show 
them  how  we  handle  claims  forms  they 
fill  out. . .explain  where  problems  lie 
that  might  cause  payments  to  bog 
down.  To  make  things  easier  on  you. 
Easier  on  us.  And  above  all,  easier  on 
the  patient. 


We’re  doing  everything  we  can  do 
to  speed  up  claims— the  training  for 
your  office  personnel,  free  forms,  and 
free  patient  appointment  cards. 

But  we’re  always  open  to  suggestions. 

Call  your  Professional  Relations  rep- 
resentative with  your  questions  and 
thoughts.  We  both  benefit.  Because 
when  it  works  better  for  you,  it  keeps 
us  the  leader. 


Blue  Shields 

of  Arizona 


The  Leader 


Phoenix:  248-8795 
Tucson:  795-8025 
Flagstaff:  520-0232 


©Registered  Service  Market  the  National  Association  of  Blue  Shield  Plans 

Blue  Shield  Professional  Relations  Representatives  (left  to  riKht);  Gary  Davis,  Laurence  Linkner  M D 
Norm  Longenecker.  Dennis  Burse,  Esther  Robbins,  Tony  Lee,  .Jack  Eversole,  Dick  Yort,  and  Joe’ 
Villegas. 
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LasixTablets  have 
been  shown  to  reduce 
elevated  blood  pressure 
in  diuretic-responsive 
patients. 


i 


Lasix.  For  the 
treatment  of  essential 
benign  hypertension. 


Please  see  other  side  of  this  advertisement  for  prescribing  information. 


1 


Lasix'Eiblets 

((urosemide)20nig  and  40mg 

in  nypertenskHi. 


pi 


A brief  summary  of  the  Prescribing  Information  for 

Lasix®  (furosemide)  Tablets  20  mg  and  40  mg 

WARNING— Lasix  (turosemide)  is  a potent  diuretic  which  if  given  in 
excessive  amounts  can  lead  to  a profound  diuresis  with  water  and  electro- 
lyte depletion.  Therefore,  careful  medical  supervision  is  required,  and 
dose  and  dose  schedule  have  to  be  adjusted  to  the  individual  patient’s 
needs.  (See  under  “Dosage  and  Administration.’’) 

Indications— Lasix  (furosemide)  is  indicated  for  the  treatment  of  the 
edema  associated  with  congestive  heart  failure,  cirrhosis  of  the  liver,  and 
renal  disease,  including  the  nephrotic  syndrome. 

Hypertension—Lasix  (furosemide)  may  be  used  for  the  treatment  of 
hypertension  alone  or  in  combination  with  other  antihypertensive  drugs. 
Hypertensive  patients  who  cannot  be  adequately  controlled  with  thiazides 
will  probably  also  not  be  adequately  controllable  with  Lasix  (furosemide) 
alone. 

CONTRAINDICATIONS— Because  animal  reproductive  studies  have 
shown  that  Lasix  (furosemide)  may  cause  fetal  abnormalities,  the  drug  is 
contraindicated  in  women  of  childbearing  potential,  (^e  “Additional 
Information.’’) 

Lasix  (furosemide)  is  contraindicated  in  anuria.  If  increasing  azotemia 
and  oliguria  occur  during  treatment  of  severe  progressive  renal  disease, 
the  drug  should  be  discontinued.  In  hepatic  coma  and  in  states  of  electro- 
lyte depletion,  therapy  should  not  be  instituted  until  the  basic  condition 
is  improved  or  corrected.  Lasix  (furosemide)  is  contraindicated  in  patients 
with  a history  of  hypersensitivity  to  this  compound. 

Warnings— Excessive  diuresis  may  result  in  dehydration  and  reduc- 
tion in  blood  volume,  with  circulatory  collapse  and  with  the  possibility 
of  vascular  thrombosis  and  embolism,  particularly  in  elderly  patients. 
Excessive  loss  of  potassium  in  patients  receiving  digitalis  glycosides  may 
precipitate  digitalis  toxicity.  Care  should  also  be  exercised  in  patients  re- 
ceiving potassium  depleting  steroids. 

Frequent  serum  electrolyte,  CO2  and  BUN  determinations  should  be 
performed  during  the  first  few  months  of  therapy  and  periodically  there- 
after, and  abnormalities  corrected  or  the  drug  temporarily  withdrawn. 

In  patients  with  hepatic  cirrhosis  and  ascites,  initiation  of  therapy 
with  Lasix  (furosemide)  is  best  carried  oui  in  the  hospital.  Sudden  altera- 
tions of  fluid  and  electrolyte  balance  in  patients  with  cirrhosis  may  pre- 
cipitate hepatic  coma;  therefore,  strict  observation  is  necessary  during 
the  period  of  diuresis.  Supplemental  potassium  chloride  and,  if  required, 
an  aldosterone  antagonist  are  helpful  in  preventing  hypokalemia  and 
metabolic  alkalosis. 

Patients  should  be  observed  regularly  tor  the  possible  occurrence  of 
blood  dyscrasias,  liver  damage,  or  other  idiosyncratic  reactions. 

In  those  instances  where  potassium  supplementation  is  required,  an 
oral  liquid  preparation  should  be  used  rather  than  enteric-coated  potas- 
sium salts. 

There  have  been  several  reports,  published  and  unpublished,  con- 
cerning nonspecific  small-bowel  lesions  consisting  of  stenosis,  with  or 
without  ulceration,  associated  with  the  administration  of  enteric-coated 
thiazides  with  potassium  salts.  These  lesions  may  occur  with  enteric- 
coated  potassium  tablets  alone  or  when  they  are  used  with  nonenteric- 
coated  thiazides,  or  certain  other  oral  diuretics. 

These  small-bowel  lesions  have  caused  obstruction,  hemorrhage,  and 
perforation.  Surgery  was  frequently  required,  and  deaths  have  occurred. 

Available  information  tends  to  implicate  enteric-coated  potassium 
salts,  although  lesions  of  this  type  also  occur  spontaneously.  Therefore, 
coated  potassium-containing  formulations  should  be  administered  only 
when  indicated  and  should  be  discontinued  immediately  if  abdominal 
pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occurs. 

Patients  with  known  sulfonamide  sensitivity  may  show  allergic  reac- 
tions to  Lasix  (furosemide). 

Precautions— As  with  any  potent  diuretic,  electrolyte  depletion  may 
occur  during  therapy  with  Lasix  (furosemide),  especially  in  patients  re- 
ceiving higher  doses  and  a restricted  salt  intake.  Electrolyte  depletion 
may  manifest  itself  by  weakness,  dizziness,  lethargy,  leg  cramps,  ano- 
rexia, vomiting,  and/or  mental  confusion. 

Asymptomatic  hyperuricemia  can  occur  and  gout  may  rarely  be  pre- 
cipitated. Reversible  elevations  of  BUN  may  be  seen.  These  have  been 
observed  in  association  with  dehydration,  which  should  be  avoided,  par- 
ticularly in  patients  with  renal  insufficiency. 

When  parenteral  use  of  Lasix  (furosemide)  precedes  its  oral  use,  it 
should  be  kept  in  mind  that  cases  of  tinnitus  and  reversible  hearing  im- 
pairment have  been  reported.  There  have  also  been  some  reports  of  cases 
in  which  irreversible  hearing  impairment  occurred.  Usually,  ototoxicity 
has  been  reported  when  Lasix  (furosemide)  was  injected  rapidly  in  pa- 
tients with  severe  impairment  of  renal  function  at  doses  exceeding  sev- 
eral times  the  usual  recommended  dose  and  in  whom  other  drugs  known 
to  be  ototoxic  were  often  given.  If  the  physician  elects  to  use  high  dose 
parenteral  therapy  in  patients  with  severely  impaired  renal  function,  con- 
trolled intravenous  infusion  is  advisable  (for  adults,  it  has  been  reported 
that  an  infusion  rate  not  exceeding  4 mg  Lasix  [furosemide]  per  minute 
has  been  used). 

Increases  in  blood  glucose,  and  alterations  in  glucose  tolerance  tests 
with  abnormalities  of  the  fasting  and  two-hour  postprandial  sugar  have 
been  observed,  and  rare  cases  of  precipitation  of  diabetes  mellitus  have 
been  reported. 

Lasix  (furosemide)  may  lower  serum  calcium  levels,  and  rare  cases 
of  tetany  have  been  reported. 

Patients  receiving  high  doses  of  salicylates,  in  conjunction  with  Lasix 
(furosemide)  may  experience  salicylate  toxicity  at  lower  doses  because  of 
competitive  renal  excretory  sites. 

Diuretics  such  as  furosemide  may  enhance  the  nephrotoxicity  of 
cephaloridine.  Therefore,  Lasix  (furosemide)  and  cephaloridine  should 
not  be  administered  simultaneously. 

Sulfonamide  diuretics  have  been  reported  to  decrease  arterial  respon- 
siveness to  pressor  amines  and  to  enhance  the  effect  of  tubocurarine. 
Great  caution  should  be  exercised  in  administering  curare  or  its  deriva- 


tives to  patients  undergoing  therapy  with  Lasix  (furosemide),  and  it  is 
advisable  to  discontinue  Lasix  (furosemide)  for  one  week  prior  to  any! 
elective  surgery. 

Adverse  Reactions— Various  forms  of  dermatitis,  including  urticaria! 
and  rare  forms  of  exfoliative  dermatitis,  erythema  multiforme,  pruritus, 
paresthesia,  blurring  of  vision,  postural  hypotension,  nausea,  vomiting,  or , 
diarrhea. 

Anemia,  leukopenia,  aplastic  anemia,  and  thrombocytopenia  (with  1 
purpura).  Rare  cases  of  agranulocytosis  which  responded  to  treatment.  j 

In  addition,  the  following  rare  adverse  reactions  have  been  reported;; 
however,  relationship  to  the  drug  has  not  been  established  with  certainty: ' 
sweet  taste,  oral  and  gastric  burning,  paradoxical  swelling,  headache, 
jaundice,  thrombophlebitis  and  emboli  and  acute  pancreatitis. 

Lasix  (furosemide)-induced  diuresis  may  be  accompanied  by  weak-- 
ness,  fatigue,  lightheadedness  or  dizziness,  muscle  cramps,  thirst,  in- 
creased perspiration,  urinary  bladder  spasm,  and  symptoms  of  urinary : 
frequency.  j 

Dosage  and  Administration 
ADULTS 

The  usual  adult  dose  of  Lasix  (furosemide)  is  20  to  80  mg  given  as  a 
single  dose. 

If  the  diuretic  response  with  a single  dose  of  20  to  80  mg  is  not  satis- 
factory, the  following  schedule  should  be  used:  Increase  this  dose  by  in- 
crements of  20  or  40  mg  not  sooner  than  6 to  8 hours  after  the  previous 
dose  until  the  desired  diuretic  effect  has  been  obtained.  This  individually 
determined  single  dose  should  then  be  given  once  or  twice  daily.  The  dose 
of  Lasix  (furosemide)  may  be  carefully  titrated  up  to  600  mg  per  day  in 
those  patients  with  severe  clinical  edematous  states. 

With  doses  exceeding  80  mg/ day  and  given  for  prolonged  periods, 
careful  clinical  and  laboratory  observations  are  particularly  advisable. 

Hypertension— The  usual  dose  of  Lasix  (furosemide)  is  40  mg  twice  '■ 
daily  both  for  initiation  of  therapy  and  for  maintenance.  Careful  observa-Il 
tions  for  changes  in  blood  pressure  must  be  made  when  this  compound  is 
used  with  other  antihypertensive  drugs,  especially  during  initial  therapy. 
The  dosage  of  other  agents  must  be  reduced  by  at  least  50  percent  as 
soon  as  Lasix  (furosemide)  is  added  to  the  regimen  to  prevent  excessive 
drop  in  blood  pressure.  As  the  blood  pressure  falls  under  the  potentiating 
effect  of  Lasix  (furosemide),  a further  reduction  in  dosage,  or  even  discon- 
tinuation, of  other  antihypertensive  drugs  may  be  necessary.  It  is  further 
recommended,  if  40  mg  twice  daily  does  not  lead  to  a clinically  satisfac- 
tory response,  to  add  other  hypotensive  agents,  e.g.,  reserpine,  rather  than 
to  increase  the  dose  of  Lasix  (furosemide). 

INFANTS  AND  CHILDREN 

Pediatric  Administration:  The  usual  initial  dose  of  oral  Lasix  in  infants 
and  children  is  2 mg/ kg  body  weight,  given  as  a single  dose.  If  the  diuretic 
response  is  not  satisfactory  after  the  initial  dose,  dosage  may  be  increased 
by  1 or  2 mg/ kg  not  sooner  than  6 to  8 hours  after  the  previous  dose. 
Doses  greater  than  6 mg/ kg  body  weight  are  not  recommended. 

For  maintenance  therapy  in  infants  and  children,  the  dose  should  be 
adjusted  to  the  minimum  effective  level. 

How  Supplied— Lasix  Tablets  40  mg  (furosemide)  supplied  as  white, 
round,  monogrammed,  scored  tablets. 

Lasix  Tablets  20  mg  (furosemide)  supplied  as  white,  oval,  mono- 
grammed tablets. 

Note:  Dispense  in  dark  containers.  Exposure  to  light  may  cause  slight 
discoloration  which,  however,  does  not  alter  potency. 

Additional  Information 

Toxicology 

The  acute  toxicity  of  Lasix  (furosemide)  has  been  determined  in  mice, 
rats,  and  dogs.  In  all  three  animal  species,  the  oral  LD50  of  Lasix  (furo- 
semide) exceeded  1000  mg/ kg  of  body  weight,  while  the  intravenous  LD50 
ranged  from  300  to  680  mg/ kg.  Intragastric  injection  of  the  drug  in  new- 
born rats  resulted  in  an  LD50  of  380  mg/ kg. 

The  acute  toxicity  of  high  doses  of  Lasix  (furosemide)  was  character- 
ized by  convulsions,  paralysis,  and  collapse.  Surviving  animals  often  be- 
came dehydrated  and  depleted  of  electrolytes  due  to  the  diuresis  induced 
by  Lasix  (furosemide).  In  the  newborn  rats,  intragastric  injection  of  the 
drug  caused  hyperactivity  and  anorexia. 

Chronic  toxicity  studies  with  Lasix  (furosemide)  were  done  in  rats 
and  dogs.  In  a one-year  study  in  rats,  renal  tubular  degeneration  occurred, 
with  all  doses  higher  than  50  mg/ kg  (4  times  the  maximal  recommended 
human  dose  of  600  mg  per  day).  A six-month  study  in  dogs  revealed  cal- 
cification and  scarring  of  the  renal  parenchyma  at  all  doses  above  10 
mg/ kg  (83  percent  of  the  maximal  recommended  human  dose  of  600  mgi 
per  day).  ! 

Reproductive  Studies 

The  effects  of  Lasix  (furosemide)  on  embryonic  and  fetal  develop- 
ment and  on  pregnant  dams  were  studied  in  mice,  rats,  and  rabbits. 

Lasix  (furosemide)  caused  unexplained  maternal  deaths  and  abor- 
tions in  the  rabbit  when  50  mg/ kg  (4  times  the  maximal  recommended 
human  dose  of  600  mg  per  day)  was  administered  between  days  12  to  17 
of  gestation.  In  a previous  study  the  lowest  dose  of  only  25  mg/  kg  (2  times 
the  maximal  recommended  human  dose  of  600  mg  per  day)  caused  ma- 
ternal deaths  and  abortions.  In  a third  study,  none  of  the  pregnant  rabbits 
survived  a dose  of  100  mg/ kg.  Data  from  the  above  studies  indicate  fetal 
lethality  which  can  precede  maternal  deaths. 

The  results  of  the  mouse  study  and  one  of  the  three  rabbit  studies 
also  showed  an  increased  incidence  of  hydronephrosis  (distention  of  the 
renal  pelvis  and,  in  some  cases,  of  the  ureters)  in  fetuses  derived  from 
treated  dams  as  compared  to  the  incidehce  in  fetuses  from  the  control 
group. 
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man);  G.  Bland  Giddings.  M.D.  (Mesa);  John  R.  Green.  M.D.  (Phoenix);  John 
W.  Kennedy,  M.D.  (Phoenix);  Able  I.  Podolsky,  M.D.  (Yuma);  W.  David 
Rummel.  M.D.  (Prescott);  Jay  L.  Sitterley.  M.D.  (FlagstafD;  William  C. 
Weese.  M.D.  (Phoenix). 


LEGISLATIVE  COMMITTEE.  Selma  E.  Targovnik,  M.D.,  Chairperson  (Phoe- 
nix); Richard  W Abbuhl,  M.D.  (Phoenix);  Harrison  G.  Butler,  II!.  M.D. 
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M D.  (Sun  City);  Jerome  H.  Targovnik.  M.D.  (Phoenix);  James  Van  Antwerp, 
M.D.  (Tucson);  John  Vosskuhler.  M.D.  (Flagstad;  Dennis  E.  Weiland,  M.D. 

MATERNAL  AND  CHILD  HEALTH  CARE  COMMITTEE:  William  C.  Scott, 
M.D.,  Chairman  (Tucson);  Frederic  W.  Baum.  M.D.  (Tempe);  Wayne  Beck, 
M D.  (Phoenix);  James  F.  Blute.  Ill,  M.D.  (Tucson);  Norman  B.  Brown,  M.D. 
(Phoenix);  Walter  B Cherny,  M.D.  (Phoenix);  C.  Donald  Christian,  M.D. 
(Tucson);  Warren  A.  Colton.  Jr.,  M.D.  (Tempe);  Owen  L.  Cranmer,  M.D. 
(Cottonwood);  William  J.R  Daily.  M.D.  (Phoenix);  Rex  Ehling,  M.D.  (Phoe- 
nix); Harlan  R.  Giles.  M.D.  (Tucson);  Raymond  J Jennett,  M.D.  (Phoenix); 
John  V.  Kelly.  M.D.  (Phoenix);  Edward  Kilgore,  M.D.  (Phoenix);  Marilyn 
Laughead.  M.D.  (Phoenix);  Walter  K.  Lippard  III,  M.D.  (Phoenix);  Belton  P. 
Meyer.  M.D.  (Phoenix);  Sister  AliceMontgomery  (Phoenix);  William  J. 
Moore,  M.D.  (Phoenix);  William  G.  Payne,  M.D.  (Tempe);  David  Pent.  M.D. 
(Phoenix);  Kathryn  Reed  (Tucson);  Hermann  S.  Rhu,  Jr.,  M.D.  (Tucson); 
William  A.  Susong,  M.D.;  Paul  A.  Whitmore.  D.O.  (Phoenix). 

MEDICAL  ECONOMICS  COMMITTEE:  Richard  W Switzer,  M.D..  Chair- 
man (Tucson);  Merrill  M.  Abeshaus,  M.D.  (Flagstaff);  Richard  S.  Armstrong. 
M.D.  (Tucson);  Albert  C.  Asendorf.  M.D.  (Phoenix);  Chester  G.  Bennett. 
M.D.  (Phoenix);  Sam  C.  Colachis.  M.D.  (Phoenix);  Charles  F.  Dalton.  M.D 
(Phoenix);  James  E.  Emmons.  M.D.  (Cottonwood);  David  B.  Gilbert.  M.D. 
(Payson);  David  B.  Gurland,  M.D.  (Tucson);  George  L.  Hoffmann,  M.D. 
(Ph(5enix);  Frederick  W.  Jensen,  Jr.,  M.D.  (Phoenix);  Patrick  P.  Moraca, 
M.D.  (Phoenix);  Martin  L.  Weich.  M.D.  (Tucson);  Reginald  J.  Zeluff,  M.D. 
(Phoenix). 

MEDICAL  EDUCATION  COMMITTEE:  Robert  E T.  Stark,  M.D.,  Chairman 
(Phoenix);  James  E.  Brady.  M.D.  (Tucson);  George  E.  Burdick,  M D.  (Phoe- 
nix); Daniel  B.  Carroll.  M.D.  (Phoenix);  Melvin  Cohen.  M.D.  (Phoenix); 
George  D.  Comerci,  M.D.  (Tucson);  Jack  E.  Cook.  M.D.  (Scottsdale);  David 
J.  Crosby.  M.D.  (Phoenix);  Clive  O,  Deutscher,  M.D.  (Sun  City);  Kenneth  A. 
Dregseth,  M.D.  (Sierra  Vista);  Francis  T.  Flood,  M.D.  (Phoenix);  Williard  S. 
Gold.  M.D.  (Tucson);  Harry  W.  Hale,  Jr  , M.D.  (Phoenix);  Robert  E.  Hastings. 
M.D.  (Tucson);  W David  Jacoby,  M.D.  (Tucson);  John  V.  Kelley.  M.D.  (Phoe- 
nix); Jack  M.  Layton,  M.D.  (Tucson);  Albert  Rizzoli,  M.D.  (Tucson);  William 
F.  Sheely,  M.D.  (Phoenix);  John  J.  Standifer,  M.D.  (Kingman);  Lawrence  Z. 
Stern,  M.D.  (Tucson);  David  C.H.  Sun.  M.D.  (Phoenix);  Ashton  B.  Taylor, 
M.D.  (Phoenix);  Charles  A.  Trahern,  M.D.  (Prescott);  Albert  G.  Wagner, 
M D.  (Phoenix);  Rob  Wilson  (Tucson). 

OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes.  M.D.,  Chair- 
man (Phoenix);  Floyd  K.  Berk.  M.D.  (Tucson);  Richard  Besserman,  M.D. 
(Phoenix);  Earl  M.  Best.  M.D.  (Phoenix);  William  F.  Briney.  M.D.  (Prescott); 
Sheldon  Davidson.  M.D.  (Phoenix);  Walter  V.  Edwards.  M.D.  (Phoenix); 
Eugene  C.  Gibbs,  M.D.  (Superior);  Heinz  R.  Hoenecke,  M.D.  (Phoenix); 
Robert  B.  Leonard,  M.D.  (Phoenix);  Charles  H.  Nelson,  M.D.  (Tucson); 
Melvin  I.  Roth.  M.D.  (Phoenix);  Eugene  J.  Ryan,  M.D.  (Phoenix);  Irwin 
Steinberg,  M.D.  (Tucson). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO 
THE  CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF 
ANY  MEMBER  OF  THE  BOARD  OF  DIRECTORS.  c m i i cn  i lun  uh 


AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PHYSICIAN  REHABILITATION  COMMITTEE:  Thomas  E.  Bittker.  M.D.. 
Chairman  (Phoenix);  William  N.  Bauer.  M.D.  (Phoenix);  Harrison  G.  Butler, 
III,  M D.  (Phoenix);  John  T.  Clymer,  M.D.  (Tucson);  Everett  W.  Czerny,  M.D 
(Tucson);  Donald  L.  Damstra.  M.D.  (Phoenix);  Howard  S.  Gray,  M.D 
(Phoenix);  Wesley  E.  Green.  M.D.  (FlagstafD;  Laurence  M.  Linkner,  M.D. 
(Phoenix);  Edward  Meshorer,  M.D.  (Tucson);  Sanford  H.  Roth.  M.D. 
(Phoenix);  Stephen  C.  Scheiber,  M.D.  (Tucson);  Walter  B.  Tomlinson,  M D. 
(Elgin);  Karl  E Voldeng.  M.D.  (Scottsdale);  Eleanor  A Waskow,  M.D. 
(Phoenix);  Lincoln  H.  Westman,  M.D.  (Phoenix);  Louis  E.  Young.  M.D. 
(Tucson). 

PROFESSIONAL  COMMITTEE:  Joseph  W.  Hanss,Jr.,M.D.,Chairman(Phoe- 
nix);  Paul  M.  Bindelgas,  M D.  (Phoenix);  William  C.  Brainard,  M.D.  (Phoe- 
nix); John  A.  Bruner,  M.D.  (Phoenix);  L.  Philip  Carter.  M.D.  (Phoenix); 
Robert  L.  Hagan.  M.D  (Phoenix);  James  M Hurley,  M.D,  (Phoenix);  Helen 
Johnson.  M.D.  (Tucson);  Clyde  W.  Kurtz.  M.D.  (Phoenix);  James  G.  Lawson, 
M.D.  (Phoenix);  Laurence  M.  Linkner,  M.D.  (Phoenix);  Frank  Pena,  M D. 
(Scottsdale);  Joseph  H.  Reno,  M.D.  (FalgstafD;  Robert  J.  Rubenzik,  M.D. 
(Sun  City);  Donald  F.  Schaller,  M.D.  (Phoenix);  George  A.  Spendlove,  M.D. 
(Phoenix);  Anthony  F.  Vuturo.  M.D.  (Tucson). 

PUBLIC  RELATIONS;  Ira  B.  Ehrlich,  M.D.,  Chairman  (Phoenix);  Robert  B 
Armstrong.  M.D.  (Phoenix);  M.  David  Ben-Asher,  M.D.  (Tucson);  George  F. 
Brown,  M.D.  (Glendale);  James  R.  Callison,  M.D.  (Phoenix);  William  G. 
Chaffee,  Jr.,  M.D.  (Phoenix);  Ronald  L.  Christ,  M.D.  (Yuma);  Stuart  B.  Cohen, 
M.D.  (Phoenix);  John  R.  Davis,  M.D.  (Tucson);  Julian  DeVries  (Phoenix); 
Stephen  E.  Dippe,  M.D.  (Scottsdale);  Theodore  G.  Dodenhoff,  M.D.  (Phoe- 
nix); Merlin  K.  DuVal,  M.D.  (Tucson);  Charles  H.  Finney,  M.D.  (Phoenix); 
Gennaro  Licosati,  M.D.  (Phoenix),  Arnold  A.  Lilien,  M.D.  (Tucson);  Derrill 
B.  Manley  (Phoenix);  Mrs.  Nikki  Mertz  (Phoenix);  Julius  Schwimmer,  M.D. 
(Sun  City);  Alan  Yudell,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Marshall  B.  Block,  M.D.,  Chairman  (Phoenix); 
Fillmore  K.  Bagatell,  M.D.  (Phoenix);  Walter  V.  Edwards.  M.D.  (Phoenix); 
Warren  Gorman,  M.D.  (Scottsdale);  John  R.  Green,  M D.  (Phoenix);  John 
W.  Kennedy,  M.D.  (Phoenix);  George  Lastnick,  M D.  (Phoenix);  William  B 
McGrath.  M.D.  (Phoenix);  Stanley  H.  Nordomo,  M.D.  (Phoenix);  Murray 
Spotnitz,  M.D.  (Phoenix);  John  Stoner  III,  M.D.  (Phoenix);  William  C. 
Weese,  M.D.  (Phoenix);  Donald  J.  Ziehm,  M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Richard  A.  Silver.  M.D.,  Chairman 
(Tucson);  Merrill  M.  Abeshaus,  M.D.  (Flagstaff);  Suresh  C.  Anand,  M.D. 
(Phoenix);  James  A.  Austin,  M.D.  (Phoenix);  Wayne  Beck,  M D.  (Phoenix); 
Floyd  K.  Berk,  M D.  (Tucson);  Thomas  E.  Bittker.  M D.  (Phoenix);  W.  Scott 
Chisholm,  M.D.  (Phoenix);  George  D.  Comerci,  M.D.  (Tucson);  ^yden  L. 
Crouch,  M.D.  (Phoenix);  Joseph  A.  Dupont,  M.D.  (Phoenix);  Okto  Gambo- 
corta,  M.D.  (Tucson);  Jerome  Gerendasy.  M.D.  (Mesa);  Laurence  M Haas. 
M.D.  (Tucson);  Timothy  R.  Harrington,  M.D.  (Phoenix);  Thomas  F.  Hartley, 
M.D.  (Phoenix);  Thomas  S.  Henry,  M.D.  (Flagstaff);  Stuart  I.  Holtzman, 
M.D.  (Tucson);  Efren  N Hufana,  M.D.  (Glendale);  James  M.  Hurley,  M.D. 
(Phoenix);  Euguen  Leibsohn,  M.D.  (Phoenix);  Philip  Levy,  M D.  (Phoenix); 
Peter  Mao,  M.D.  (Phoenix);  M.  Herbert  Nathan.  M.D.  (Scottsdale);  William 
S.  Nevin,  M.D.  (Tucson);  Neopito  L.  Robles.  M.D.  (Tucson);  Marvin  C. 
^hneider,  M D.  (Phoenix);  Donald  P,  Speer  (Tucson);  Stephen  R.  Stein,  M D. 
(Phoenix);  Luis  S.  Tan,  M.D.  (Phoenix);  Wilbur  C.  Voss,  M.D.  (Tucson); 
Donald  J.  Ziehm.  M.D.  (Phoenix). 


PIM.A:  Ru  haid  Dale.  .M.D..  Piesulenl;  John  \V.  Magee.  Jr.,  M.D..  (225.5 
F..  .Adams  Si..  Tik  son,  \V.  K.57I6.  StKielv  Offite  Address. 

PINAL:  Hugh  A.  Ruhmond,  .M  I).,  Pies..  708  N.  I rekill  Rd..  Ciisa 
C.iande,  .\Z  85222;  C.len  L.  Walker.  M D . .Vxy.  291  W Wilson 
•Ase..  CcHilidge,  AZ  85228. 

.S.AN  I A CiRl)/,:  F.nritiue  Suarz.  M l)..  President.  711  .VIorley  .Aseniie. 
Nogales.  ,AZ  85621;  Chailes  S.  Sniilh.  .M  I)..  Sety.,  ^ix  Lf82. 
■Nogales,  A/  85621. 

A'.AV.AP.Al:  William  F.dmonds.  ,Vl.l).,  Pres..  1000  Willow  Ciieek. 
Pi  esc  on.  .AZ  86.S0I ; Kennelh  An  her.  Ml)..  Sec  \ ..  1003  Division  Si.. 
Pi  esc  on.  .AZ  86.301 

AT'.M.A:  FIwckkI  1..  .Sc  hmidl.  M l).,  Pres.,  1812  S.  8ih  .Ave..  A iima.  .AZ 
8536'L  Nck'I  .a,  A aiinessa.  .M  l)..  Sec  \..  P.O.  Box  1370.  Kosa  Siaiion, 
A lima,  .AZ  8536-I. 
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PRfSlDfNI  Mls(>eolgrl  lliilIm.iniMjcihr) 

StO  Mesa  Visia  lane.  .Mesa  85203 

PRhSIDhM  HK:I  .Mrs  Joseph  Rtn.. (.Maude) 

621  West  Beal  Road.  Hagsiall  HhOOI 

ISI  VK.I  PRtSIDfNT  ,Mis  James  Patsi>ns((  aioKnl 

.3161  N Paniano  Rd  . Ri  2 Box  233-I-.  1 m son  85715 

2NI)\ l(  t PRfSIDI  NT  Mis  RichaidDahlen(lhelnia) 

3210  f.asi  Via  Palos  Veidc-s.  I lu  vm  85716 

RK  ORDINt.  SK  A .' .Mis  t ngeneS  RoiinsevilleiAileen) 

3210  lluala|xn.  Kingman  81(101 

IRI.ASI'RI-R  Mis  Roliellf  Ilani  i m k I f Icela) 

1001  W Palo  \ eidi  I)i  . Ph.Kiiix  85013 

DIRK  lOR  1076  1078 .Mis  ( ail  Sliiailc  i (toim> ) 

1615  N .A/lec  . Magslaft  8(i(K)l 

DIRK  IOR  1076. 1077  Mis  Ihm.ncl  kimlialllHla) 

111  \\  Noiihvieu.  PIkk-iiix  85021 

DIRK  TOR  107.5-1077  Mis  AIIk  ii  Wagnei  (I  leleni 

321(1  f .Me'adowliiook,  Phoc'inx  85018 

(JI.AP1..AIN  Mis  RoIk'iiM  .Malison  i RdliiTar) 

6302  S.ige  l)i  I . Stoiisdale  85253 

t.ORRI-sP  SK  5 .Mis  Chailes  Mi  (enkle((  aiolsii) 

1127  I*  Baseless,  I eni|ie  8528.3 

IIISIORIAN  .Mis  Mels  III  Phlllipsi  Jean) 

1(8)1  .Noins  Ril  , Pievoll.  8(1.301 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1976-77 

APACiHt:  RoImoi  D.  Marlin.  M.D.,  President,  Professional  Pla/a 
Building.  Pinelop,  .AZ  85935;  Johannes  J.  Heynekamp.  M.D.. 
Sexv..  While  Mouniain  Oimmimiiv  Hospital.  Sptingerville.  AZ 
8.5938. 

COCHLSE;  Pedro  Mora.  M.D.,  Pies.,  Cop|x-r  Queen  Hospital. 
Bishee,  AZ  86,503;  Paul  Lenio,  M.D..  .Seev.,  302  F.l  Camino 
Real.  Sierra  Vista.  AZ,  85930. 

CiOCONINO:  C:.  Herherl  Fredell.  M.D..  Pres..  120  W Fine  Sirtri. 
Flagstaff,  AZ  86001;  Mttriy  Feldstein,  M.D..  .Secy.,  900  N.  .San 
Francisco,  Flagstaff,  AZ  86001. 

GILA:  Watson  M.  Lacy.  M.D.,  Pres.,  P.O.  Box  560.  Pavson.  .AZ  8551 1 ; 
David  B.  C,ilfx-ri.  M. I)..  .Secy.,  Box  1030.  Payson,  .V.  8.5,5-H . 

C.RAHAM:  l.atireiue  R.  Manstii , M l)..  President  &:  Sec  y..  2016  W.  16th 
St..  .Safford.  AZ  8.5.5-16. 

C.RFFNT.FF:  Robert  \’.  Horan.  M.D.,  President.  Morenc  i Hospital. 
Moreiui,  .AZ  855-fO;  Joseph  S.  Magill.  M.D.,  Secy,,  Morenc  i 
Hospital.  Morenc  i.  AZ,  85510. 

MARICOPA:  Neil  O.  Ward,  M.D..  President;  Richard  Oillins,  M I).. 
Sex  retary  (2025  N.  Central  Ave..  PhcK  iiix.  AZ  8.5(K)1,  .Sex  ieiy  offic  e 
address). 

MOHAVF.  Robert  A Btiilei.  M.D..  Pres..  Box  1923.  I-tke  H.ivasti 
City,  ,AZ  86103;  Maigol  C.  .Sohey,  M.D.,  Sex  y..  P.O.  Box  1 125,  Gike 
Flavasti  City,  AZ  86103. 

NAVAJO:  I . 1..  laithman.  M.D..  Pies.,  1101  W.  Florida.  Holhicgik. 
AZ  86025.  Raotif  C,.M.  Hallis.  M.D..  .Vey..  1500  Williamson 
Ave..  Winslow,  AZ  8(>017. 


STANDIM.  AND  SPE(  lAL  ( OMMITTELS 

A.MATRl- Mis  J R M.  Andii  vs  (( jihv | 

\\inml  l^nu.  Box  l-jkr  llav.iNU  HhlOl 

BM.AV\S  l*R()(  INfS Mis  Paul  miK ) 

'fOI  h P.isatiriia.  PhiK-mx  K.t012 

( .( )MMl  ' \I(  .A  1 l<  )NS  Mis  I miii  .Suva  m«iii  ( )<>\t  r) 

fSII  \V  St  ldoi)  (.lumldlr  HSUCrj 

(AlIH  H S(  RIfRH)II()R MrsOuilusI  ^^^h<•l  (P<  kk' ) 

3VJ  \V  I-aiiu.  PIhkiijx  8,501.1 

(.OMMIM  n lU  Al  I I!  Mrs  I.ui/I  isIxMlJaimrl 

.1HJ7  .\  L'Hili  Si  . PhtN  inx  H.SUlh 

(O.WKMION MisRuhaidl  ( ollms ( M.ii s 1 .<r> 

7^1^-  Y Bmidi<(  I ..mu.  S<*>tis<la)u  851^.51 

f AMlI  5 llh  U IH  Mis  RonaliU  liiisiK jiulj 

I lO'J  (».iiuvs.i\  Avu  . N uma  8.5.16} 

HNAN(> Mrs  Maxi.  \\uit/(I)iam) 

'>li00  N Palo  (.htisii  Rtl  , Paia<iis<  \all<  \ 8.52-M 

(•hMS  Mis  Kiik  SiftMMMHuiiiiiu) 

.1185  W Raiiu-i.  M.iKstaif  KtfOOI 

HAMhK  H)l  ( A 1 ION  I ()A.\  M M) Mis  William  Bishop(Maiian) 

LMl  W 1i«l.  (.loin  8.5501 

\n  W IHMANPOWbRiMHCAIION  Mrs  1 ms  I aiuMais  Jo) 

1.510  I-  \ud  R<l  . Paiatlisu  \'alUA  85251 

IIOSMSS  Mis  John  .Ash  (Akous) 

5818  N 1m1  Avu  . Phounix  K5011 

IN  I I- RN.A  I lON.M  IIKAI  IH  Mrs  J ()  SiMiuistioiiUjuatuid) 

805  Plus*  on  Hri^liis  l)i  . Pi<‘s(oM  H6101 

I . K. ISI - A I ION  .Mrs  John  ( .1> riiui  ( h loisi*) 

7000  N'oich  (.iKolo  Plaru,  1 tu  son  85704 

RhPORlS  Mrs  Rolnii  ( .miu  It  iM-sliu) 

908  Palimoifi  Oi  . 5 mna  8516*1 
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Practice  where 
the  big  premium  is 

on  medical  care. 

Not  on  high  overhead.  Or  paperwork.  Or  any  of  the  other 
hassles  that  keep  chipping  away  at  your  clinical  time. 

If  you  want  more  out  of  your  medical  career,  consider 
what  the  Navy  can  offer.  A ready-made  practice  where 
patients'  medical  care  is  independent  of  the  fluctuations 
of  the  economy.  An  engaging  life-style.  Adventure.  Travel. 

And  as  much  as  $30,000  to  $40,000  a year  to  start. 

This  year  the  Navy  needs  General  Practitioners  for  the 
Flight  Surgeon  program,  for  Undersea  Medicine,  and  as 
General  Medical  Officers.  We  also  need  specialists  in 
Anesthesiology,  Family  Practice,  Psychiatry,  Internal 
Medicine,  Neurology,  Radiology,  Pathology,  and  Pediatrics. 

If  your  interests  lie  in  any  of  these  clinical  areas,  and  you'd 
like  to  get  back  to  pure  medicine,  the  Navy  is  for  you.  Get 
all  the  facts  from  your  local  Navy  medical  recruiter. 

ITPAYSroiiOOK 
INTO  NAVY  MEDKINE 

contact 

LCDR  JOHN  FEARS 
31 7 N.  Central  Ave. 

Phoenix,  Arizona  85004 
(602)  261-3158  collect 
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Where  do  you  stand 
on  these  issues? 


Pro  Con 

□ □ Maternal  and  child  care  programs 

□ □ Federal  aid  to  medical  students 

□ □ Extending  private  health  insurance  to 

everyone 

□ □ Nation\A/ide  program  of  community  emer- 

gency medical  services 

□ □ Reform  of  the  tort  system  of  malpractice 

adjudication 


□ □ 


□ 

□ 

□ 

□ 


□ 

□ 

□ 

□ 


Maximum  Allowable  Cost  (Drug)  Regula- 
tions 

Health  Planning  Act  of  1974 

Federal  control  of  the  number  and  location 
of  residences 

Federal  standards  for  licensure  and  re- 
licensure 

Federal  national  health  service 


If  you're  for  the  first  five  but  agai  nst  the  second  five,  you 
stand  where  the  AMA  stands. 

The  AMA  has  vigorously  supported  virtually  all  re 
cent  legislation  to  provide  more  and  better  health  care 
for  the  public.  The  AMA  has  just  as  staunchly  opposed 
any  plan  that  would  infringe  on  your  right  to  practice 
the  way  you  choose. 

On  such  vital  issues,  the  AMA  is  the  most  effective 
and  influential  spokesman  the  profession  has.  With 
your  support,  it  can  be  even  more  effective. 


Join  us. 

We  can  do  much  more  together. 

Dept,  of  Membership  Development 
American  Medical  Association 
535  N.  Dearborn  St. /Chicago,  IL  60610 

Please  send  me  more  information  on  the  AMA 
and  AMA  membership 


Address. 


City/State/Zip . 
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IHUdical  CeHtef  OC-^ai/  and  ClMcai  iahratcHf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


a STrucTureo  procraivi 

For  THE  PaXIENT 


Every  detail  for  the 

patient's  well-being 

is  carefully  planned 

X 

and  evaluated  in 

conjunction  with 

o 

his  personal  physician 

camelback  hospital 

5055  north  thirty-fourth  street 

phoenix,  arizona  85018 


• O 


A NON-PROFIT  COMMUNITY  PSYCHIATRIC  HOSPITAL 
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you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


not  have  it 
laminated? 


it  will  last  a lifetime.... 

PL  JlOUE  shop 


Wood  plaques  — Ready  to  hong 
No  gloss  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  ore  manufactured  locally. 


7331  EAST  FIRST  AVENUE* 
SCOTTSOAIE.  ARIZONA  R53S1  • 
(603)  94S-R33I 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTURE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone;  882-6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Director*;  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Arix. 


Emergency—  our  business 

Air  Evac  — serving  all  Arizonans  — 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 


(602)  254-7150 


A/PfVAC 


Samaritan  Health  Service 

Phoenix,  Arizona 
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cAN 

ENJOpiBLE 

EXPERIENCES 


22nd  Ave.  & W.  Camelback 
246-7323 

SALES  • LEASING  • PARTS  • SERVICE 


c ^ 

This 

Piihlic2Ltioi\a  ■ ■ ■ 


is  Available  in 
MICROFORM 


For  Complete  Information 


WRITE  ; 


University 

Microfilms 

International 


Dept.  F.A. 

300  North  Zeeb  Road 
Ann  Arbor,  Ml  48106 


V. 


U.S.A. 


Dept.  F.A. 

18  Bedford  Row 


London,  WCl  R 4EJ 


England 


THese 

SHinctes 

maKe 


A 

GPEar 

BUlLDinC 


>;  1 

S 

Eugene  R 

Aimer,  MD 

— 

Camelback  Professional  Building 
505?  N.  34?fi  STREET 
PHOENIX,  ARIZONA  85018 
(602)  955-6200 

general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 
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OVERSEAS 
EMPLOYMENT  OPPORTUNITIES 

Kwajalein,  Marshall  Islands 

PHYSICIANS 

Two  full-time  positions  available  now  for  family  doctors  ex- 
perienced in  general  practice  and/or  pediatrics.  One  position 
also  available  for  a general  surgeon.  The  staff  of  physicians, 
together  with  a total  hospital  staff  of  about  50  persons,  provide 
both  inpatient  and  outpatient  medical  services  for  an  island 
community  of  about  3500  persons,  both  civilian  and  military, 
including  families  with  children,  and  single  status  men  and 
women. 

The  28-bed  Kwajalein  Hospital  is  modern  and  recently 
enlarged,  and  has  a fully  equipped  outpatient  clinic  to  handle 
the  large  flow  of  outpatients,  plus  excellent  laboratory 
facilities. 

Tropical  climate  on  a lovely  coral  atoll.  Fantastic  scuba  and 
snorkeling,  tennis  and  golf. 

Modern  family  housing  available.  Excellent,  fully-accredited 
schools,  kindergarten  through  high  school. 

U S Citizenship  required  Comfortable  living  conditions.  One 
year  contracts.  (Some  shorter  assignment  of  3 to  6 months 
sometimes  available  on  a single  status  basis).  Vacation,  bonus 
and  other  fringes.  Potential  US  Federal  tax  exemption. 
Reasonable  cost  of  living. 

Interested  persons  should  RUSH  curriculum  vitae  to:  Clyde  E 
Albert,  P 0 Box  1 21 56,  Oakland,  Calif.  94604.  An  equal  oppor- 
tunity affirmative  action  employer. 


GLOBAL  ASSOCIATES 


SOUTHERN  MANSION 
IN  ARIZONA?? 


2 story  home  on  a city  acre.  Family,  game  room 
has  open  beamed  ceiling,  flagstone  floor  & cir- 
cular fireplace.  4 bedrooms  + bonus  room.  Up- 
stairs art  room  enclosed  by  glass  making  the 
room  daylite  bright.  Long  driveway  entry  com- 
pletely tree  lined.  Located  in  Madison  School 
District.  Priced  at  $170,000  with  very  attractive 
terms.  For  a personal  tour,  call  today.  Frank 
Smith,  Inc.  Broker. 

248-4140  991-2105 


You  can  get 
updated  information 
on  the  disease  and 
on  effective  treatment 
for  its  symptoms  of 
bone  pain,  skeletal 
deformities,  and 
neurologic  deficits. 


Just  send  the 
coupon  below. 


Do  you  have 
patients  with 
Paget’s  Disease 


Armour  Pharmaceutical  □ 
Company 

Greyhound  Tower  □ 

1 1 1 West  Clarendon  Avenue 
Phoenix,  Arizona  85077 


Send  latest  information 
on  Paget’s  Disease  of  Bone. 
Have  your  representative 
call  on  me. 


Dr. 


Address 


City 


State 


Zip 
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Pharmacy  Directory 


FREE  RADIO  EQUIPPED  DELIVERY 


*ScottsJale  call 
Lufe's  Scottsdale  Pharmacy 


FOR  PRESCRIPTIONS 

3904  N.  Scottsdale  Rd.  945-8420  - 945-8429 
Next  to  the  1st  National  Bank 
Open  'til  8 p.m,  daily  — 6 p.m.  Saturdays  and  Sundays 


IF  BUSY  CALL  251-1 S7 J 

Scnce 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 
THE  ;tS£SS  STOIC 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


A new  hexagon  medical  office  under  construc- 
tion with  spacious,  unusual  design,  wood  in-  i 
teriors,  high  pitch  ceilings  with  large  attractive  » 
supporting  beams  in  all  rooms.  4151  North  ii 
32nd  Street,  between  Camelback  & Indian  p 
School  Road,  Phoenix,  Az.  Phone:  602  957-3520.  • 


Medical 

Transcription 


MULLEN  MEDICAL  SERVICE,  INC. 

4446  North  36th  Street 
Phoenix,  Arizona  85018 

Telephone  (602)  955-0763 


1 

I 

i 

ii 


Classified 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


LABORATORY 
EQUIPMENT  REPAIRS 
264-1109 

1832  E.  Hazelwood 
Ron  Vender  Ark  Phoenix,  Arizona  8501 6 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


EUROPEAN  FINE  ARTS  ! 

Registered  19th  and  20th  Century  European  paintings' 
of  international  value  for  collectors  and  investors. 

Quality  art  is  the  investment  that  can  be  displayed 
and  enjoyed  as  it  appreciates  in  value  while  held  by 
the  owner,  not  filed  away  in  a safety  deposit  box.  ' 

7152 Stetson  Drive  Tues.-Sat.  10a.m. -4 p.m. 

Scottsdale,  AZ  85251  (602)945-01 1 1 ' 
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3UIPMENT  FOR  SALE 

2dical  Equipment  for  sale.  Complete 
fice,  waiting  room  chairs,  desk, 
elves,  examining  tables,  photocopy 
achine,  medicine  tables,  typewriter, 
Iculator,  cabinets,  lamps,  etc.  All 
ims  in  excellent  condition.  (602) 
7-8051. 


♦r  Sale  brand  new  stress  EKG- 
jrdick  equipment  treadmill,  monitor, 
ifibrillator  table,  0/2  cart,  ambu- 
jig,  complete.  (602)  947-8051. 


i 


I 

OTICES 

I 

i 

ijdiology  Associates  of  Arizona  Gladys 
Compton,  M.D.  and  Dolores  Kordek, 
.D.  formerly  associated  with  Robert 
Maresca,  M.D.  and  Leon  D.  Zeitzer, 
.D.  have  moved  to  their  new  location 
Doctors  Medical  Center,  1901  E. 
lomas  Rd.,  Ste.  206,  Phoenix  AZ 
i016.  (602)  279-9030.  Available  ser- 
bes  include  Audiological  assessment 
,)d  Electronystagmography. 


I 

I 

I 

i 

j 

.^OFFESIONAL  OPPORTUNITIES 
1MEDIATE  NEED 

)r  Primary  Care  Physicians,  Internists, 
jrses.  Pediatricians  and  Psychiatrists 
• the  Air  Force.  For  more  information, 
jill  local  or  collect  to;  (602)  261-4971. 
|r  Force  ....  a great  way  of  life 

I 

i 

I 

edical  and  Dental  Group  manage- 
ent  Robert  E.  Richter,  F.A.C.M.G.A. 
l'02  E.  Montecito  Ave.,  Phoenix,  AZ 
, 018.  (602)  955-2903 


REAL  ESTATE 

NEW  CONCEPT  MEDICAL  SUITES 
New  Medical  Suites  currently  available 
in  contemporary,  centrally  located  pro- 
fessional building.  Each  suite  is  archi- 
tecturally designed  and  constructed 
according  to  individual  requirements 
at  no  expense  to  prospective  tenant. 
Utilities,  6 day  janitorial  service,  eleva- 
tor & covered  parking  all  included.  For 
further  information,  contact  Dan  Wilbur 
at  S.J.  Dru  Development  Company,  240 
W.  Osborn  Rd.,  Ste.  207,  Phoenix.  (602) 
264-9701. 


FOR  RENT  OR  LEASE 
Two  Suites  at  744  and  750  N.  Country 
Club  Road  in  Tucson  for  rent  or  lease 
on  very  reasonable  terms.  Ground  floor 
with  ample  parking.  (602)  795-5661. 


FOR  LEASE 

In  Tucson  Medical  Park,  Block  I,  ap- 
proximately 1700  square  foot  medical 
suite  directly  across  street  from  ma- 
ternity entrance  of  Tucson  Medical 
Center.  Four  exam  rooms  with  sinks 
and  cabinets,  two  doctors  offices,  two 
baths,  (one  with  shower),  ample  busi- 
ness office  space  and  nurses  station, 
large  waiting  room,  abundant  storage 
and  parking.  Will  remodel  to  suit  tenant. 
Competitive  rates,  immediate  occu- 
pancy. Call  795-9282. 


SUB-LET  OFFICE 

2122  N.  Craycroft  Road,  Tucson,  1/2 
block  from  Tucson  Medical  Center,  800 
square  feet;  2+  years  remaining  on 
lease;  reasonable  rent.  Call  886-1291. 


DOCTOR'S  OFFICE 

BUILDING  FOR  LEASE 

2,165  sq.  ft.;  excellent  location  and 

parking  on  North  Central.  Ideal  location 

for  family  physician.  Terms  neg.  — 718 

E.  Bethany  Home  Road.  Call  944-4337. 


FOR  LEASE 

General  Practitioners  office  building  in 
Tucson.  1100  sq.  ft.,  3 examining  rooms 
with  sinks  and  cabinets,  1 doctors  of- 
fice, 2 lavs.,  large  waiting  room  and 
nurses  office.  Refrigerated  and  X-ray 
wired  and  developing  room  with  equip- 
ment. Close  to  Tucson,  Medical  Center 
with  ample  parking.  Call  326-3957. 


Tucson,  Office  for  sublease  beginning 
July  1,  1977.  825  sq.  ft.,  3 exam  rooms, 
3 years  left  on  lease,  7.10  per  square  ft. 
inc.  utilities,  janitorial  service.  Fur- 
nishings and  equipment  may  be  pur- 
chased well  below  cost.  1701  W.  St. 
Marys  Rd.  (next  to  St.  Marys  Hospital) 
phone  (602)  749-3660. 


MEDICAL  OFFICE  FOR  LEASE 
With  option  to  buy,  in  newTucson  Medi- 
cal Park.  1200  sq.  ft.,  fully  improved, 
tastefully  decorated.  Available  June, 
1977.  Contact  George  S.  Novalis,  M.D., 
5200  East  Grant  Road,  Ste.  102,  Tucson, 
AZ  85712.  (602)  795-9036. 


IDEAL  SECOND  OFFICE, 

OR  BILLING  OFFICE 
In  medical  complex,  adjacent' to  John 
C.  Lincoln  Hospital.  One  examining 
room,  waiting  room,  business  area, 
private  toilet  and  inner  office  lease  and 
option  available  call  944-2533. 
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THE 

^NXlETYSPECinC. 

j • a predictable  pattern  of  patient  response 

I • seldom  associated  with  serious  side  effects,  in  proper  dosage 

• rarely  interferes  with  mental  acuity 

i • used  concomitantly  with  many  primary  medications 

• three  dosage  strengths  meet  most  patient  needs 


UBRIUKTe 


chlordiazepoxide  HCI  Roche 

5 mg,  10  mg,  25  mg  capsules 


Before  prescribing,  please  consult  com- 
olete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
oypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
Hazardous  occupations  requiring  com- 
olete  mental  alertness  {e.g..  operating 
machinery,  driving).  Though  physical  and 
Dsychological  dependence  have  rarely 
oeen  reported  on  recommended  doses, 
jse  caution  in  administering  to  addiction- 
orone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
inuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possi- 
bility of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
jincreasing  gradually  as  needed  and  toler- 
{ated.  Not  recommended  in  children  under 
six.  Though  generally  not  recommended,  if 
.combination  therapy  with  other  psycho- 


Libritahs®  (chlordiazepoxide)  available 
in  5 mg,  10  mg  and  25  mg  tablets. 


tropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Ob- 
serve usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimu- 
lation and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 


ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  1 0 mg  t.i.d.  or  q.l.d.;  severe  states, 

20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium'^  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
1 0 strips  of  1 0;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100 
and  500.  With  respect  to  clinical  activity, 
capsules  and  tablets  are  indistinguishable. 

/ Laboratories 

\ ROCHE  y Division  of  Hoffmann-La  Roche  Inc 
\ / Nutley  New  Jersey  07110 


Please  see  tcillowine  paee. 
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Since  its  discovery  in  the  research  laboratories  at  Roche,  Librium 
has  been  the  object  of  ongoing  pharmacologic  and  clinical  investigation. 

The  published  record  on  Librium  is  enormous.  So  large,  in  fact,  we 
put  it  into  a computer  literature  retrieval  system  to  make  it  more  accessible 
in  answering  your  inquiries.'' 

It’s  a record  that  reveals  a consistent  pattern  of  patient  response. 
A highly  favorable  benefitS'to-risk  ratio.  And  minimal  interference  with 
many  primary  medications. 

Doing  one  thing  well.  Basically,  that’s  what  Librium  is  all  about. 


If  you  have  a question  about  Librium 
or  any  other  Roche  product,  write  to 
Professional  Services,  Roche  Laboratories, 
Nutley,  New  Jersey  071 10. 


UBRIUM 

chlordiazepoxide  HCI/Roche 


ROCHE 


Please  see  preceding  page 
for  a summary  of 
product  information. 
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